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CHAPTER    I. 
SURGERY  OF  THE  MOUTH  APTO  TONGUE. 

CONGENITAL  DEFORMITY  OF  THE  LIPS  AND  MOUTH. 

A  PROPER  understanding  of  the  congenital  dcfomiitics  of  the  mouth 
and  lips  requires  a  knowledge  of  the  various  phases  of  development 
which  these  parts  go  through  in  early  fetal  life.  The  common  buccal 
and  nasal  cavity  is  formed  by  the  growth  of  the  mandibular  arches 
from  cither  side,  from  which  are  developed  the  lower  jaw,  and  the  tis- 
sues which  enter  into  tlie  lower  lip  and  the  floor  of  the  mouth.  The 
common  cavity  is  then  divided  into  buccal  and  nasal  cavities  by  the 
development  of  the  hard  palate  from  tlie  hori?.ontal  outgrowth  of  plates 
from  the  maxillary  process  (Fig.  i). 
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Fig.  t. — Head  of  ma  embryo,  tbowin;  (he  dlcpoAiliOD  of  th«  buCiaX  ftssures  (temi-dtagran- 

malic)  (Sutton). 

The  nasal  cavity  further  is  divided  into  two  by  the  down-growth  of 
the  perpendicular  plate  of  the  ethmoid  and  vomer  from  the  frontonasal 
processes.  A  failure  of  union  between  these  different  parts  explains 
the  occurrence  of  the  various  kinds  and  degrees  of  deformity  in  hare- 
lip and  cleft  palate.  Tlie  researches  nf  Albrecht  have  very  fully  estab- 
lished the  essential  facts  of  development. 

"  From  the  buccal  aspect  of  the  maxillary  process  of  cither  side 
springs  the  palatal  process  which  passes  inward  to  blend  with  its  fellow 
of  the  opposite  side  to  form  the  soft  palate  and  the  whole  of  the  hard 
palate  except  the  intermaxillary  portion."  From  the  same  source  arc 
derived  the  cheek,  the  lateral  |),irts  of  the  ujjper  lip,  and  the  up|>er 
maxillary  bone.  The  frontonasal  process  gives  origin  to  the  external 
pose,  the  ethmoid,  the  vomer,  the  median  jxirtion  of  the  upper  lip.  and 
[the  intermaxillary  bone  (Treves). 
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Pm,*.— Endnftnathion,  m«!uicnathinR. 
and  exognathion  with  the  sTitum :  inicr- 
cnftognalhic.rndomcKognAlhic,  cxomrKO- 
gfUttblC  (Albrvcht). 


Tlio  intermix illaQ'  bone  is  that  triangular  piece  which  is  attached  to 
the  vomer  and  forms  so  conspicuous  a  deformity  in  complete  double 

harelip  with  cleft  palate,  and  which  in 
the  normal  jaw  forms  the  anterior  cen- 
tral portion  of  the  upper  jaw.  in  which 
the  4  incisors  arc  inserted.  It  is.  ac- 
cording to  Albrccht,  composed  of  4 
sections,  named  by  him  gnalhia,  each 
of  which  carries  an  incisor  tooth.  The 
median  segment  is  known  as  the  cndo- 
gnathion.  the  outer  the  mcsognathion, 
while  the  hard  palate  beyond  is  the 
exognathitin.  The  5  suturcb  formed 
by  the  apposition  of  these  4  segments 
with  the  wedge-shape  gap  in  the  hard 
palate  converge  to  the  anterior  palatine  canal. 

In  the  ordinary'  form  of  cleft  palate  the  union  of  the  two  mcsogna- 
thia  forms  the  os  incisivum  which  carries  the  two  central  incisors,  and 
the  cleft  in  the  alveolar  process  runs  between  liie  endognathion  and 
mesognathion.     The  latter  carries  the  lateral  incisor. 

It  is  apparent  from  the  facts  thus  set  forth  that  the  central  part  of 
the  upper  lip  and  that  part  of  the  hard  palate  which  carries  the  two  cen- 
tral incisors  are  developed  from  different  centers  from  those  forming  the 
outer  part  of  the  upper  lip  and  the  rest  of  the  hard  palate,  and  that 
union  in  the  Up  and  alveolar  process  takes  place  not  in  the  median  line, 

but  to  either  side  of  it.  It  also  satis- 
factorily explains  the  clinical  fact  that 
Jiarclip  does  not  occur  in  the  median 
line,  and  that  in  complete  cleft  palate 
the  intermaxillary  bone  is  cither  with- 
out any  connection  with  the  hard  pal- 
ate or  is  connected  only  on  one  side. 
In  the  lower  lip  the  mandibular 
processes  unite  in  the  median   line. 

Varieties     of    Deformity.  — 

Harelip  and  cleft  palate  may  be 
divided  into  6  classes,  according  to 
Rose. 

"I.  The  median  (inter-intermaxJl- 
larj').  This  is  .so  rarely  met  with  that 
its  occurrence  has  been  denied;  it 
comes  from  failure  of  the  endogna- 
thion. Most  frequently  it  involves 
only  the  lip;  more  rarely  there  is  en- 
tire absence  of  the  intcrmaxillar>'  bone 
and  complete  cleft  of  the  palate,  hard 
and  soft. 

"2.  Ordinary'  harelip  {intermaxil- 
lary), either  unilateral  or  bilateral,  is 

the  usual  form.     Here  there  has  been  a  failure  of  union  between  the 

central  and  outer  portions  of  the  upper  lip. 


Wtf/< 


Fn,  3. — Harelip  uid  bdal  cleft. 
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*'  3.  Facial  cleft  (intermaxillary).     Tlie  cleft  arises  from  the  outer 
part  of  the  upper  lip,  skirts  around  the  ala  of  the  nose,  and  reaches 


Fig.  4  — Auricular  appendage  eccsaionkUy  accompanying  macrostotna. 

It  usually  involves  only  the  soft  parts,  and  not 


In   this 


the  canthus  of  the  eye. 
the  bone  (Fig.  3). 

"4.  Buccal  cleft  (maxillo mandibular),  or  macrostcma. 
deformity  there  has  been  a  failure 
of  union  of  that  ptjrtion  of  the  check 
developed  from  the  maxillarj'  proc- 
ess, and  that  from  the  mandibular 
arch  (Fig.  4). 

"5.  Mandibular  cleft,  or  median 
fissure  of  the  lower  lip.  is  explained 
by  the  failure  of  the  mandibular  arch 
of  either  side  to  unite.     It  is  very  rare. 

"  6.  Cleft  palate.  The  uvula  alone 
may  be  involved,  or  the  cleft  may 
extend  fully  or  partly  through  \\\^ 
hard  palate.  Union  takes  pin 
normally  from  before  backwarcl,  .sii 
that  incomplete  clefts  atway.s  involve 
the  posterior  portion  of  the  hard  pal- 
ate." 

Microstoma  is  a  condition  due  to 
undue  fusion  of  the  maxillary  and 
mandibular  processes.  The  <»|jening 
of  the  mouth  may  be  contracted  to  a 
small  orifice. 

Deformities   of  the   mouth   and 
lips  may  be  caused  by  contraction 
cf   cicatriciai    tissue.       The    mouth 
may  be  nearly  closed  in  this  way  (stenosis)  (Fig.  5),  or  the  lower  lip 
may  be  everted,  producing  an  incontinence  of  saliva.     The  plastic  oper- 


FlC.  5. — Closure  of  month  from  congeaiul 
syphilit. 
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and  may  extend  to  the  back  of  the  pharynx,  dividing  that  cavity  into 
two.  In  cases  of  harelip  with  cleft  palate  in  children  who  have  reached 
five  or  six  years  of  age,  there  is  not  infrequently  associated  adenoid 
vegetations,  hypertrophy  of  the  tonsils,  and  great  thickening  of  the 
mucous  membrane  over  the  turbinated  bones. 

These  conditions  when  present  should  always  be  corrected  before 
any  attempt  is  made  to  operate  on  the  palate  or  lip.  In  all  cases  where 
the  defect  reaches  through  the  entire  lip,  whether  associated  with  cleft 
palate  or  not,  the  nostril  upon  the  same  side  is  widened  and  flattened 
so  as  to  be  very  unsightly,  and  this  is  likely  to  be  increased,  as  time 
goes  on,  by  the  action  of  the  orbicularis. 

In  harelip,  either  single  or  double,  approximation  of  the  edges  of  the 
gap  is  usually  opposed  by  reflections  of  mucous  membrane  which  are 
attached  to  the  upper  jaw,  so  as  to  prevent  the  separated  portions  of 
the  lip  being  brought  together.  In  double  harelip  the  central  philtrum 
of  skin  is  usually  closely  bound  to  the  underlying  bone,  and  but  partly 
covers  it.  This  is  especially  the  case  when  we  have  an  isolated  os 
incisivum  in  complete  cleft  palate.  Children  with  cleft  palate  who 
have  begun  to  talk  have  a  disagreeable  nasal  twang,  and  this  usually 
persists,  though  possibly  improved,  even  after  a  successful  operation  or 
the  adjustment  of  an  obturator. 

Immediately  after  birth  it  may  be  extremely  difficult  for  the  child 
to  take  sufficient  nourishment ;  the  nipple  cannot  be  grasped,  and  suck- 
ing is  impossible,  and  the  child  must  be  fed  with  a  spoon.  Various 
shields  have  been  suggested,  but  none  of  them  are  satisfactory. 

Age  for  Operation. — It  is  desirable  that  the  defect  in  both  harelip 
and  cleft  palate  should  be  corrected  at  as  early  an  age  as  possible ;  the 
beneficial  result,  so  far  as  phonation  is  concerned,  depends  largely  upon 
this,  and  some  surgeons  therefore  advocate  operation  on  harelip  within 
a  few  days  of  birth.  Such  early  operations  are,  however,  attended  with 
so  great  a  mortality  that  the  majority  advise  waiting  for  the  completion 
of  the  third  month.  Operation  at  this  time  is  indicated  in  all  cases  of 
harelip,  whether  complicated  with  cleft  palate  or  not. 

The  closure  of  the  cleft  in  the  palate  is  so  much  more  serious  that 
by  universal  consent  it  is  deferred  until  several  years  of  life  are  past, 
certainly  not  sooner  than  the  end  of  the  third  year.  The  early  closure 
of  the  harelip  usually  exercises  a  beneficial  effect  upon  the  cleft,  dimin- 
ishing the  prominence  of  the  os  incisivum  and  approximating  the  edges 
of  the  lateral  processes.  Too  long  a  delay  in  operating  diminishes  the 
prospect  of  full  improvement  in  articulation. 

Operations  for  Harelip. — A  variety  of  operations  have  been  sug- 
gested for  harelip,  which  are  generally  named  after  their  authors.  A 
glance  at  the  diagram  is  enough  to  explain  the  general  principles,  with- 
out going  into  a  detailed  description.  Certain  points  must  be  kept  in 
view  as  essential  to  success  (Figs.  12  and  13). 

First,  the  lip  on  either  side  must  be  sufficiently  freed  from  the  cheek 
to  ensure  easy  contact  of  the  edges  of  the  gap  without  tension.  This 
freeing  of  the  lip  is  the  first  step,  and  is  best  done  with  scissors  curved 
on  the  flat.  Success  in  the  cosmetic  effect  depends  upon  the  ala  of  the 
nose  being  well  freed.  In  paring  the  edges  of  the  gap  in  the  lip  care 
must  be  taken  to  see  that  the  incision  is  well  beyond  the  everted  mu- 
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cous  membrane.  It  is  best  made  by  transfixion  with  a  narrow-bladed 
knife,  entered  just  above  the  vermilion  border  and  made  to  cut  upward. 
In  cutting  through  the  vermilion  border  care  must  be  taken  that  when 
placed  in  apposition  with  tlie  opposite  side  a  projection  will  be  formed, 
otherwise  a  disfiguring  notch  will  ultimately  result.     During  this  lime 


r 
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Fig.  ta.— Ntiaion's  opvm^on  Tor  harelip. 

of  the  operation  the  child  may  he  upon  Its  back,  with  head  well  ex- 
tended over  a  pillow,  bleeding  being  controlled  by  the  fingers  of  an 
assistant  comi>res.sing  the  coronary  arter^'.  More  or  less  blood  will, 
however,  often  be  swallowed,  interrupting  the  operation. 

If,  instead  of  being  placed  upon  its  back,  the  child  is  turned  over  on 
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Flo.  13. — Mirsnll's  openilion  for  hanlip. 

its  side  and  the  head  supported  by  a  s;mtl-bag,  swallowing  of  blood 
will  be  largely  prevented.  Chloroform  should,  as  a  rule,  be  used,  and 
all  bleeding  stopped  before  the  stitches  for  closure  arc  introduced.  The 
edges  of  the  gap  should  be  brought  into  apposition  and  made  to  fit 
accurately.  The  first  suture  should  be  introduced  through  the  vermilion 
border  and  made  to  come  out  on  the  opposite  side.  Traction  on  this 
suture  will  at  once  show  whether  the  two  sides  of  the  wound  come 
together  accurately.  The  stitches  are  then  introduced,  commencing 
above  at  the  highest  i»oint  of  the  defect.  They  should  not  involve  the 
mucous  membrane.  Three  stitches  arc  usually  enough,  and  alt  should 
be  introduced  before  any  are  tied.  The  one  through  the  vermilion 
border  should  first  be  tied,  and  the  others  from  above  downward. 
Harelip-pins  are  unnecessary.  Silkworm-gut  is  the  best  material  for 
sutures  ;  silk  or  silver  wire  may,  however,  be  used.  At  the  end  of  the 
suturing  there  should  be  accurate  approximation  throughout  the  in- 
cision, and  a  little  nipplc-iikc  projection  on  the  vermilion  border.  Two 
or  three  thicknesses  of  gauze  extending  well  over  the  check  may  be 
laid  over  the  wound  and  well  saturated  with  collodion.  This  is  better 
than  adhesive  straps,  and  prevents  traction  on  the  wound  when  the 
child  is  crying.     If  there  is  any  gaping,  one  or  two  fine  catgut  stitches 
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dangerous  than  that  for  harelip  alone,  and  should  not  be  undertaken 
before  the  completion  of  the  third  year.  If  the  cleft  Is  complicated 
witli  harelip,  careful  treatment  should  first  be  undertaken  for  the 
removal  oi  adtinoid  vegetations,  enlnrj^ed  tonsiU,  and  hypcrlrophicd 
turbinated  bones,  provided  they  are  present.  These  bodies  arc  easily 
accessible,  and  may  readily  be  subjected  lo  proper  treatment.  In  the 
operation  we  seek  to  complete  the  septum  between  the  mouth  and 
nasal  cavities  and  to  unite  the  uvula.  I-'urthermore,  wc  have  to  remove 
the  unsightly  deformity  caused  by  the  projecting  os  incisivum.  Attempts 
to  force  this  directly  backward  are  seldom  .successful,  and  are  likely  to 
change  the  direction  of  the  teeth  in  an  unfortunate  manner.  Rose 
advises  the  removal  of  a  triangular  piece  of  the  vomer,  while  many 
surgeons  advocate  the  removal  of  the  entire  mass,  trusting  to  the  den- 
tist to  supply  the  deficiency  by  a  plate  in  the  future.  When  the  os 
incLsivuni  is  attached  to  one  side,  it  would  usually  be  better  to  remove 
any  misplaced  teeth  and  clnse  the  harelip  over  it.  The  pressure  thus 
exerted  will  in  the  course  of  time  greatly  modify  the  deformity.  When 
the  mass  is  only  attached  to  the  vomer,  section  of  this  bone,  as  sug- 
gested by  Rose,  may  be  tried. 

The  cleft  in  the  palate  is  closed  by  the  operation  formulated  by 
Langenbeck,  in  which  a  mucopeiiostcal  flap  is  raised  from  the  hard 
palate  on  either  side  and  displaced  inward  until  it  can  be  united  to  a 
similar  flap  from  the  opposite  side. 

In  this  operation  light  is  of  the  utmost  importance.  Direct  sunlight 
may  be  used,  or  the  head  mirror,  or  a  movable  electric  light  There  is 
always  hemorrhage,  which  becomes  annoying  by  the  blood  finding  its 
way  into  the  trachea,  and  so  causing  interference  with  the  respiration 
and  consequent  struggling,  which  interrupts  the  anesthesia.  This  is 
best  prevented  by  placing  the  patient  on  his  side,  or  even  somewhat 
prone,  and  having  the  head  supported  on  a  sand-bag.  In  this  position 
the  blood  (alls  into  the  hollow  of  the  cheek,  and  the  operator  works  to 
better  advantage. 

The  patient  is  thoroughly  anesthetized,  and  the  jaws  arc  widely 
opened  with  a  mouth-gag.  the  simpler  the  better ;  this  is  essential.  The 
point  of  a  strong  knife  is  now  entered  opposite  the  last  molar  directly 
down  to  the  bone,  and  carried  forward  parallel  to  the  alveolar  process, 
and  the  incision  terminated  a  little  beyond  the  anterior  part  of  the  cleft. 
The  cut  must  be  made  down  to  the  bone.  A  properly  cur\'ed  perios- 
teal elevator  is  now  used,  and  the  entire  co\*cring  of  the  bony  palate  is 
freed  to  the  edge  of  the  cleft.  The  attachment  of  the  soft  palate  may 
be  cut  with  scissors.  The  flap  thus  separated  ts  still  attiiched  at  both 
ends,  so  that  there  Is  no  danger  of  sloughing.  The  bleeding  Ls  likely 
to  be  free,  and  should  be  controlled  by  sponge- pressure. 

The  opposite  .side  is  now  treated  in  the  same  way.  Hemorrhage 
having  been  controlled,  the  uvula  is  seized  on  one  side  with  a  pair  of 
toothed  forceps  long  enough  to  be  held  easily,  and  a  narrow-bladcd 
knife  is  made  to  penetrate  it  near  the  tip  on  the  inner  edge,  cutting 
forward  to  the  anterior  end  of  the  cleft  in  an  unbroken  line.  A  similar 
incision  is  now  made  on  the  other  side.  The  amount  of  tissue  removed 
should  t>e  as  small  as  possible.  The  material  used  for  uniting  the 
edges  of  the  flap  may  be  silk,  silkworm-gut,  or  silver;  the  last  is  prob- 
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ably  the  best.  The  introduction  of  the  sutures  and  the  exact  approx- 
imation of  the  edges  of  the  cleft  are  the  difficult  parts  of  the  operation. 
Needles  on  fixed  handles  may  be  used,  or  fully  curved  needles  in  a 
holder,  or  a  special  needle  may  be  employed  by  which  the  silk  suture 
can  be  withdrawn  from  the  side  of  the  cleft  after  the  flap  has  been  pen- 
etrated from  the  buccal  aspect.  This  last  was  the  method  employed 
by  Langenbeclc,  for  which  he  invented  a  special  needle.  The  introduc- 
tion of  sutures  may  be  well  effected  by  a  needle  on  a  handle  having 
an  eye  near  the  point.  It  is  threaded  with  medium-sized  silk,  and 
pushed  through  from  the  buccal  surface,  \  inch  from  the  edge 
of  the  cleft.  The  silk  is  seized  with  forceps  from  within  the  cleft 
and  the  needle  withdrawn.  A  similar  needle,  only  threaded  with  a 
double  silk,  is  made  to  transfix  the  opposite  side.  The  loop  is  caught 
and  the  needle  again  withdrawn.  The  single  thread  first  introduced  is 
now  caught  in  the  loop  and  pulled  through  the  flap.  This  operation 
is  repeated  until  a  sufficient  number  have  been  introduced,  and  the 
sides  of  the  cleft  are  now  brought  together  to  see  if  approximation  can 
be  effected  without  tension ;  if  not,  the  flaps  must  be  still  further  loos- 
ened. The  uvula  is  now  united  with  fine  silk.  The  sutures  in  the 
uvula  are  first  tied,  and  then  those  in  the  roof  of  the  mouth.  Accurate 
approximation  must  be  secured. 

Finally,  in  order  to  relieve  all  tension,  a  knife  is  to  be  introduced 
into  the  lateral  cut  on  either  side,  and  the  levator  palati  cut  through 
by  pushing  it  directly  backward.  This  should  never  be  omitted,  no 
matter  how  well  the  parts  lie  together. 

The  patient  should  be  kept  perfectly  quiet  with  the  head  low,  and 
only  a  little  iced  milk  and  soda  water  given  by  a  spoon  or  feeder  for 
several  days,  and  no  hard  food  for  two  weeks.  The  mouth  should  be 
cleaned  from  time  to  time  with  a  boric -acid  wash  or  gargle.  The 
occurrence  of  vomiting  may  be  fatal  to  the  success  of  the  operation. 
The  operation  above  described  is  the  one  now  most  generally  practised, 
and  is  to  be  recommended. 

Brophy's  Method. — Brophy  has  described  (Park's  "  Surgery  ")  a  new 
method  of  closing  cleft  palate.  The  sides  of  the  cleft  are  forced 
together,  after  being  thoroughly  pared,  by  means  of  a  wire  which  has 
been  made  to  penetrate  the  upper  jaw  from  side  to  side.  The  approx- 
imation is  effected  by  twisting  the  wire  over  a  lead  plate.  The  orig- 
inator of  this  method  claims  that  it  can  be  performed  in  a  child  a 
month  old  with  but  little  shock,  and  that  the  ultimate  results  are  far 
better  than  by  the  older  method.  Its  introduction  is  still  so  recent 
that  its  merits  cannot  yet  be  decided. 

C'  B.  Porter's  operation  for  cleft  palate  is  as  follows:  The  patient 
should  be  of  sufficient  age  to  have  teeth  to  which  an  obturator  or  dia- 
phragm can  be  attached.  This  consists  of  a  vulcanite  plate  stretching 
horizontally  across  the  roof  of  the  mouth  from  one  alveolar  arch  to 
the  other,  with  a  curved  projection  behind  to  protect  the  soft  palate. 
This  is  necessary  because  in  the  act  of  deglutition  the  tongue  is  pushed 
up  forcibly  against  the  roof  of  the  mouth,  and  tends  thereby  to  tear 
out  the  stitches.  This  diaphragm  is  made  by  a  dentist  and  adjusted  to 
the  teeth,  so  as  to  remain  firm  when  in  place. 

The  operation  is  done  in  the  Rose  position — that  is,  with  the  patient 
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supine  and  the  head  han^ng  over  the  end  of  the  table.  There  is  more 
hemorrhage  in  this  position  than  in  tlic  upright  one.  but  the  absolute 
frctdom  from  danger  of  blood  in  the  larynx  and  Irachci  entirely  oflT- 
sets  this,  which  can  be  readily  overcome  by  pressure  with  sea-sponges. 
The  incisions  are  those  above  described  as  Langenbeck's  method. 

The  next  step  is  the  placing  of  the  stitches.  These  are  placed  by 
a  small  curved  needle  in  a  needle- holder,  carrying  medium-sized  silk 
soaked  in  Tr.  benzoin  co.  to  prevent  the  first  knot  from  slipping.  This  is 
a  procedure  learned  from  the  late  J.  Mason  Warren,  Surgeon  Massa- 
chusetts General  Hospital,  who  had  an  extensive  reputation  for  the 
repair  of  cleft  palate. 

The  stitches  are  placed  about  J  inch  apart,  \  inch  from  the  edge  of 
the  flap,  and  all  in  position  before  any  are  tied.  They  are  tied  from 
behind  forward,  all  left  long  until  the  last  is  lied,  because  if  the  adjust- 
ment of  the  edge  is  not  complete  at  any  point,  traction  on  the  two 
adjacent  stitches  makes  the  placing  of  another  between  them  more 
ready  of  execution.  In  the  tying  of  the  stitches,  great  care  must  be 
taken  not  to  tic  them  too  tightly,  as  then  they  will  cut  out  before  the 
heahng  is  complete  and  cause  the  wound  to  gape.  The  closure  of 
the  cleft  being  satLsfactorily  completed,  the  nares  are  thoroughly 
cleansed  by  washing  them  out  with  a  sterilized  salt  solution,  and  when 
complete  the  diaphragm  is  introduced.  This  has  a  small  hole  in  the 
side  through  which  a  silk  thread  is  passed,  which  is  carried  around  the 
ear  to  prevent  the  possible  swallowing  of  the  plate  during  sleep.  The 
diaphragm  should  be  frequently  removed,  the  tongue  meanwhile  being 
controlled  by  a  depressor,  and  the  mouth  and  nares  thoroughly  cleansed 
by  a  mild  antiseptic  douche.  The  tensor  palati  is  not  diviiled,  as  the 
least  disturbance  of  the  functions  of  the  jialate  .seems  to  promise  the 
best  result  in  phonatton.  The  majority  of  cases  heal  by  first  intention 
throughout.  In  some  there  is  a  cutting  of  the  stitches  in  the  middle 
(due,  in  most  cases,  to  tying  the  stitches  too  tightly),  but  this  gap  gen- 
erally closes  by  touching  the  edges  with  silver  nitrate  everj-  second  or 
third  day.  The  results  are  most  satisfiictory,  even  if  the  speech  is  not 
much  improved,  for  the  chronic  rhinitis  due  to  lodgement  of  jxirticles 
of  food  in  the  nares  is  ultimately  cured. 

The  improvement  in  speech  depends  largely  upon  the  intelligence 
of  the  patient  and  the  subsequent  elocutionary  training.  Patients  have 
had  results  so  perfect  after  months  of  training  that  any  congenital 
defect  was  not  suspected. 

In  some  cases  there  is  tenseness  of  the  soft  palate.  This  can  be. 
to  a  great  extent,  overcome  by  massage  and  stretching  by  pressure 
with  the  finger.  The  operation  can  be  done  as  soon  as  the  six-year-old 
molars  have  erupted ;  and  the  earlier  the  operation,  the  better  the  prcks- 
pect  for  improvement  in  speech. 

FilUbrmvn's  AUtltoH. — FEIIebrown  commences  the  incision  at  the 
upper  edge  of  the  cleft  of  the  hard  palate  (Fig.  i6,  a,  a),  and  with  a 
hoe-knife  dissects  off  the  soft  tissue,  including  the  periosteum,  as  far  as 
the  dotted  lines  b,  b.  These  flaps  meet  when  turned  down  toward  the 
median  line.  After  paring  the  edge*  he  inserts  silver-wire  sutures  run- 
ning above  and  through  the  flaps,  and  pure  silver  disks  (Fig.  17.  c,  c,  c). 
He  then  twists  the  ends  and  makes  tension,  which  fully  approximates 
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the  edges.  To  relieve  the  strain  upon  the  soft  palate,  and  also  to  allow 
contraction  of  the  arch,  he  makes  the  incision  (Fig.  17,  c)  from  the 
tuberosity  of  the  upper  jaw  to  the  under  molar.  He  cuts  through  the 
mucous  membrane  with  a  scalpel  and  then  separates  deeper  tissues 
with  a  smooth  dissector.     The  edges  of  the  cleft  now  held  in  close 
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Klu.  lb.  Fi'i.  17. 

FicB.  16.  17.— FiUebrcini'i  c^eration  of  iiaphy torrbaphy. 

approximation  are  brought  more  accurately  together  by  fine  silk  or 
membrane  sutures  (Fig.  17,  d).  Thus  the  lateral  incision  in  the  hard 
palate,  the  separation  of  the  tensor  muscles,  and  the  cutting  of  the 
pillars  of  the  fauces  arc  avoided,  the  tonsils  arc  approximated,  and 
the  rfpcning  of  the  arch  is  lessened. 

For  convenience  in  performing  this  operation  Fillcbrown  has  con- 
structed an  apparatus  (Fig.  18)  for    maintaining  anesthesia  without 


Fig.  18.— FJllchrown's  apnaralus  for  maintaining  annthrsla  without  a  fice-piece.  with  the 
patient's  mtiuih  open:  a.  bellows:  t.  wnsh  bottle,  e,  Talve  to  confr^^t  strrnfth  of  rapor;  4. 
aocslhciJc;  f .  warm  bath  to  sci  bottle  <*»  d. 'o  prtveni  fTM/mg  of  the  anciincilc; /,  valve  lo 
Slop  flow  of  aBt^thclic  darini;  cxpiraiion:  g,  luhc  rfivcharj^ng  into  the  mouih 

interfering  with  operations  in  the  mouth.    It  is  amply  sufficient  to  keep 
the  average  patient  fully  anesthetized. 

Mtthanual  Aftffianen. — Cleft  palate  may  also  be  treated  by  mechanical  appliances 
(Figs.  I9UKI30).     llicobtuntor,  when  tucccurully  fitted,  relieves  the  princi{xil  dcfDrtnity — 
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namfly,  llie  voice,  and,  id  tlic  majority  of  cases,  more  effectively  than  is  done  by  Ihe  open- 
tioD.      Il  can  be  applied  al  ^n  roily  Age,  as  t^oon  an  the  pnti'-nt  hn*  tcctb  to  luppon  a  plate. 


■9  ^ 


T\a.  19.— Plaster  model  of  cicfi  of  (wlati!,  :i  guld  platf  to  rciiiin  in  pijsition  iIip  velum,  which 
is  made  of  imfl,  HrxiltJe  nihlicT  (Moriarty). 

The  patient  can  iherefore  enjoy  the  advantages  of  Ihe  obluntor  duriiiK  the  period  of  edu- 
cation. 

The  comparative  methods  of  the  obturator  and  the  operation  for 
the  relief  of  cleft  palate  are  still  suh  judUe.  The  operation  shuts  off" 
effectively  the  nasal  cavity  from  the  mouth,  and  {generally  gives  satis- 
faction to  those  patients  who  have  submitted  to  it.     The  voice  is,  how- 


FlG.  ao.— The  halk>»  hult-  i*i  Imiil  ruUtit'i  .ipplinncc  uM'd  in  tlir  mcvhanical  Irealmenl  of  clefl 

pitlntc  (Mnrinrty). 

ever,  often  imperfect,  owing  to  the  tension  of  the  soft  palate.  It  is  also 
often  necessary,  in  ca.ses  that  have  been  operated  uptm.  to  wear  a  plate 
to  support  the  teeth. 

The  obturator  is  no  more  inconvenient  or  uncomfortable  than  a  set 
of  false  teeth,  and  it  produces  excellent  results  in  the  improvement  of 
the  voice. 

Pisstires. — The  other  form.s  of  congenital  defects  usually  involve 
only  the  soft  parts,  and  are  extremely  rare. 


tm^KKJITtOffJtL   TEXTSOOr  Of  SCMGEJtr. 


ArwEcnore  or  the  lips*  tongue,  and  hoitth. 

or  ntrU  aiv  met  wkh  upon  the  fip.  tJie  ioocr  side  o( 
tke  dwcfc*  and  oo  the  longuc  They  arc  always  coageafal.  aod  are 
■MttBjr  iHBii  flt  nnC.  bat  nscy  ■  bicr  yesrs  faegn  to  grav  aod  asnuM 


Fioa.  n.  m. 


i,^AnfkHiM  of  Ihe  upper  Itp,  ■htnrtn^  Ihe  coodilion  nflcr  inalmcni  a»  trontn.vicd 
wit" 


,  ■htnrtne  Ihe  d 
itb  th»  brfore. 


mcml  unstghlly  proportinri"?.  The  above  illustration  was  from  a  child 
Um  yc:<if<i  old  treated  at  the  Children's  (Io«^pital,  Cincinnati.  Kcduction 
wan  effected  only  after  treatment  of  a  year  and  a  half  with  electrolysis, 
Ktcm.  and  puncture  with  the  thermocautery.  If  :>niull.  ncvi  may  be 
cut  out  and  the  cdgc«  of  the  wound  united.  If  cut  into,  the  hemor- 
rha^jc  i*  sicvcrc.     If  larfje.  they  may  be  reduced  by  electrolysis,  one  or 

t'bolh  p<t\cs  bcin^'  introduced  into  the  (growth.  A  number  of  sittings 
ar«  fieceaHary-  The  fine  point  of  the  thermocautery  plunged  into  the 
Ipwvth  at  a  dull-red  heat  is  more  cITective. 

Cystic  ttimors  of  the  lip,  mure  often  of  ihc  lower,  arc  not  infre- 
quently wren.  They  Ix'Iong  tu  the  retcntton-cysis  of  the  mucous 
gliinrlH.  The  mucous  membrane  over  them  is  tliin.  and  they  contain 
a  j;liii(y  nnn  us.  TIicv  iniisi  l»e  dissected  out  and  not  sini|)ly  oix'ned. 
Carbuncle  of  the  Mp- — This  is  always  a  serious  aflection,  and  may 
priidittc  rrrc-lir.il  -lymploms  by  thrombosis  of  the  facial  vein  extending 
to  the  ophthalmic  vein,  and  thus  involving  the  cerebral  sinuses.  Ten- 
sion should  be  relieved  by  early  and  free  incision,  or  the  whole  mass 
may  be  rNci«cd  within  the  mouth. 

Syphilis.— The  lip  is  frequetuly  the  seat  of  the  manifestations  of 

.jHrciintLiry  syphilis,  and  more  rarely  of  chancre.  Secondary  syphilis 
Usually  apih-ars  as  mucous  patches,  which  are  situated  nn  the  inner 
aspect  of  the  lip,  or  as  fissures  in  the  angles  of  the  tnouth.     Chancre 


AFFECTIONS  OF  THE  LIPS,    TONGUE,  AND  MOUTH. 


3« 


inV(dves  most  frequently  the  lower  lip,  not  infrequently  in  the  median 
line.  It  presents  at  tinw*  the  usual  indurated  base,  hut  is  prone  to 
extensive  infiltration,  so  that  almost  the  entire  lij)  may  be  involved,  pre- 
senting an  ulcerated  surface.  Thc«submcntal  and  submaxillar)'  ^jlands 
always  become  promptly  indurated.  Chancre  is  contracted  from 
mucous  patches  by  kissinfj,  by  t)ic  use  of  pipes  or  drinkin^-ulcnsils,  or 
towels  used  by  syphilitics  or  by  children  suckled  by  infected  nurses. 
It  yields  readily  l<i  mercury,  or  if  left  alnne  is  followed  by  secondary 
marn'festations.  It  occurs  most  frequently  at  ages  not  liable  to  cancer, 
the  only  affection  liable  to  be  mistaken  for  it.  A  vigorous  course  of 
mcrcur>'  should  be  given. 

Cancer  of  the  lip  always  occurs  in  the  form  of  cpithchoma.  It 
affects  the  lower  lip  almost  exclusively,  and  is  much  more  common  in 
men  llian  in  women.  The  use  of  tobacco  in  pipe-smoking  is  presumed 
to  be  the  exjjlanalion  of  this  tlilTerence,  a  view  which  is  fortified  by  the 
fact  reported  by  a  number  of  observers  that  a  considerable  proportion 
of  women  affected  have  been  in  the  habit  of  smoking  pipes.  It  is  most 
frequent  from  thirty-five  to  sixty,  but  it  has  been  met  with  both  earlier 
and  later  in  life. 

It  appears  as  a  nodule,  a  warty  growth,  or  an  ulcer.  The  ulcer  is 
crater-like,  with  raised  infiltrated  edges,  and,  at  first  circumscribed,  con- 
tinues to  extend,  so  th;it  the  entire  lip  may  be  affected  by  a  mass  of 
considerable  size.  The  lip  may  be  more  or  less  extensively  destroyed 
and  the  bone  of  the  lower  jaw  attacked. 

Regional  infection  occurs  in  the  submental  and  submaxillary  glands, 
cither  of  which  may  be  involved  without  the  other.  Further  extension 
occurs  in  the  deep  glands  along  the  carotid  sheath,  especially  about 
the  bifurcation  of  the  common  carotid.  Mere  the  affected  glands  may 
assume  the  proportion  of  a  tumor  of  considerable  size  extending  under 
the  sternocleidomastoid  muscle,  which  is  usually  fixed  and  immovable. 
The  glands  affected  are  usually  on  the  side  of  the  lip  originally  involved; 
occasionally,  however,  the  secondary  affection  is  on  the  opposite  side, 
or  both  sides  of  the  neck  may  present  tumors.  The  submaxtllaiy 
glands  appear  to  be  most  frequently  involved,  and  if  of  any  size  the 
growth  can  be  seen  beneath  the  jaw.  The  time  when  infection  of  the 
glands  takes  place  must  diff<.r  considerably  in  different  cases.  Sec- 
ondary glandular  tumors  not  infrequently  occur  after  removal,  even 
when  no  enlargement  could  be  discovered  at  the  time  of  operation. 
This  fact  should  be  borne  in  mind,  and  suggests  the  necessih-  of 
exploration  of  the  submaxiltaiy  region  when  the  growth  on  the  up  is 
at  all  e.xlensive.  The  frequency  with  which  cancer  of  the  lip  occurs 
in  man  is  to  be  e.xplained  by  the  frequent  source  of  irritation  to  which 
the  part  is  exposed.  The  diagnosis  is  not  often  in  doubt.  A  chancre, 
indeed,  presents  often  a  similar  appearance;  its  more  rapid  growth,  the 
age  of  the  patient,  and  the  history  will  usually  determine  its  character. 
If  doubt  remains,  treatment  will  promptly  remove  it.  If  the  suspjdous 
sore  has  lasted  beyond  a  few  weeks  without  the  manifestation  of  sec- 
ondary symptoms,  syphilis  can  be  excluded.  Tuberculous  ulcer  of 
the  lip  is  very  rare.  Finally,  a  microscopical  examination  from  the 
scraping  of  the  surface,  or  a  piece  cut  off,  will  definitely  settle  the 
nature  of  the  growth. 


The  treatment  shouEd  consist  in  free  removal.  This  is  best  done 
by  a  V-sIkijk-iI  section,  the  healthy  tissues  bctng  freely  sacrificed  beyond 
the  growth.  If  there  are  any  enlarged  glands  beneath  the  jaw,  tJic 
submaxillary  space  should  be  freely  opened  by  an  inci:sinn  which  com- 
mences at  the  apex  of  the  trianfjular  incision  made  for  the  removal  of 
the  original  growth,  and  carried  across  the  neck  to  the  anterior  edge 
of  the  sternocleidomastoid  muscle.  This  will  enable  the  operator  to 
examine  the  submental  and  siihmaxillary  s[>aces  thoroughly,  and  if 
any  enlarged  glands  are  fuund.  all  of  the  fat  in  wliich  they  are 
embedded  should  be  freely  removed.  It  is  not  sufiiticnt  simply  to 
cut  down  over  an  enlarged  gland.  The  entire  region  should  be  cleaned 
out,  so  as  to  remove  al!  intumiediatc  lymph-channels.  In  other  words, 
the  region  beneatlt  the  jaw  should  be  treated  as  we  now  treat  the 
axilla  in  cancer  of  the  breast.  The  resulting  scar  adds  but  little  to 
the  deformity. 

If  the  deeper  glands  along  the  carotid  sheath  arc  enlarged,  an 
attempt  should  be  made  without  hesitation  to  effect  their  thorough 
removal.  The  slemomastoid  muscle  may  have  to  be  cut  through  and 
laid  back,  so  as  to  expose  the  whole  carotid  sheath  fully.  There 
should  be  no  hesitation  in  IJgatin^  and  excising  the  intemat  jugular, 
and  it  may  be  even  necessaiy  to  place  a  temporarv",  or  even  perma- 
nent, ligature  on  the  common  carotid.  The  exploration  should  reach 
to  the  root  of  the  neck,  and  should  be  most  thorough. 

Wounds  of  the  Lips  and  Tong:ae. — Wounds  of  the  Up  may  be 
incised,  from  cutting  instruments,  or  contused  or  lacerated,  made  by 
the  teeth.  They  may  penetrate  the  entire  thickness  of  the  lip  and 
involve  the  vermilion  border,  or  may  affect  only  the  cutaneous  or 
mucous  surface.  The  latter  are  frequently  due  to  penetration  of  one 
of  the  teeth,  the  force  being  a  blow  or  fall.  Repair  is  usually  satis- 
factory'. Care  should  be  taken  to  coapt  the  edges  of  the  wound  accu- 
rately, especially  on  llie  vennilion  border  and  at  the  corners  of  the 
mouih.  with  fine  sutures,  and  if  the  portion  wounded  is  covered  with 
beard,  the  part  should  be  carefully  shaved.  In  contused  and  lacerated 
wounds  no  [lart  should  be  removed,  as  repair  is  usually  very  good. 
The  tongue  may  be  wounded  through  the  open  mouth,  or  by  being 
caught  between  the  teeth,  as  in  an  epileptic  fit.  or  by  penetration  of 
the  cheek.  If  the  wound  gapes,  tlic  parts  should  be  carefully  brought 
together  with  sutures,  under  cocaitt.  In  lacerated  wounds  mouth- 
washes should  be  used  during  the  process  of  healing.  If  there  is 
severe  hemorrhage,  the  lingual  artcrj'  should  be  secured  in  the  wound, 
or  if  this  is  impossible,  in  the  digastric  triangle.  Should  the  hemor- 
rhage recur  after  ligation  of  the  lingual,  as  in  one  case  of  tlie  writer's, 
the  external  carotid  should  be  tied. 

After  wounding  of  the  tongue,  foreign  bodies,  such  as  a  pipe-stem 
or  a  broken  tooth,  may  remain  embedded,  undiscovered  for  a  long 
time,  and  be  mistaken  for  a  tumor  from  the  swelling.  This  subsides 
after  removal.  The  removal  of  a  foreign  body  from  the  root  of  the 
tongue  may  be  followed  by  severe  or  even  fatal  hemorrhage. 

The  tongue,  u\'ula,  and  pharynx  may  be  scalded  by  the  inhalation 
of  steam  ;  the  last  usually  suffers  the  most.  Iced  mouth-washes  are  usu- 
ally all  that  is  needed.     Edema  of  the  glottis  may  follow  bums  by  steam. 
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Pic,  33 — Macro|[loMb. 


Tong;ue-tie. — This  condition  is  not  often  met  -with  in  a  sufficient 
degree  to  justify  operation.  The  frenum  is  too  short  and  attached 
trm  near  the  tip  of  the  tongue,  if  present;  in  a  marked  degree  it  pre- 
vents the  protrusion  of  the  tongue  and  interferes  with  sucking.  The 
operation  for  its  relief  consists  in 
snipping  the  frcnuni  with  a  pair  of 
sci>i.sors  tlirected  downw;ircl,  and  then 
tearing  the  tissues  sufficienlly.  If 
the  frenum  is  too  freely  cut  away, 
there  may  be  danger  of  "  tongue- 
swallowing." 

Macroglossla,  or  hypertrophy 
of  the  tongue  (Fig.  23),  is  a  con- 
genital condiUuii  due  to  lymphatit 
obstruction,  and  is  really  a  lymph- 
angioma cavemosuni.  The  enlarge- 
ment is  symmctric«-i.l.  and  afiects 
principally  the  anterior  part  (Treves). 
If  retained  within  the  mouth,  the 
sides  of  the  tongue  bear  the  imprint 
of  the  teeth,  which  may  be  displaced 
from  pressure.  In  extreme  ca.ses 
the  tongue  projects  beyond  the 
teeth,  and  cannot  be  withdrawn 
within  the  mouth.  It  thus  becomes  dry  and  fissured.  It  never 
becomes  smaller,  but  rather  tends  to  increase. 

The  treatment  con*;ists  in  the  removal  of  a  V-shaped  piece. 

Alacroglossia  may  be  simulated  by  syphilis,  the  tongue  being 
greatly  enlarged  by  gummata.  This  form  will  yield  to  appropriate 
remedies. 

Acute  Glossitis. — Acute  inflammation  of  the  tongue  is  a  rare 
affection  which  may  affect  the  whole  or  half  the  tongue  (hcmiglossitis), 
and  may  occur  in  children  or  adults.  It  may  result  from  the  sting  of 
an  insect,  a  wound,  scald,  or  exposure  to  cold,  or  it  may  appear  in  the 
course  of  a  specific  fever.  In  adults  it  usually  occurs  in  those  accu.s- 
tomed  to  rough  eating  and  drinking  and  smoking,  and  will  follow 
exposure  to  cold. 

Symptoms.— Swelling  rapidly  occurs.  Tlie  entire  tongue  is  red- 
dened and  so  much  enlarged  that  it  protrudes  fron^  the  mouth,  and 
ftresents  an  alarming  and  distressing  appearance.  Swallowing  of 
iquids  alone  is  possible,  and  even  this  is  difficult.  In  extreme  cases 
the  difficulty  of  breathing  may  demand  tracheotomy.  The  condition 
develops  with  great  rapidity,  and  usually  causes  great  alarm.  Occa- 
sionally an  abscess  forms  or  partial  gangrene  occurs ;  usually,  how- 
ever, the  tongue  returns  to  its  normal  condition  in  a  few  days. 

Treatment. — In  mild  cases  the  use  of  iced  mouth-washes  is  all  that 
is  called  for.  Immediate  relief  can  usually  be  given  by  a  free  incision 
on  either  side  of  the  median  line  into  the  mu.scular  tissue  of  the  tongue, 
and  this  should  be  practised  without  hesitation,  and  the  bleeding  for  a 
time  cnconraged. 

I/euboplakia.— Chronic  glossitis  and  psoriasis  are  the  names  van- 


34 


INTERNATIONAL    TEXTBOOK  OF  SURGERY, 


ously  given  to  conditions  characterized  bj'  thickened  yrllt>wish  patches 
of  various  size  on  the  dorsum  of  the  ton^^ue.  The  essentinl  cause  is 
obscure,  hut  they  may  be  associated  with,  and  spread  from,  a  chronic 
ulcer  due  to  a  ragged  tooth.  They  are  essentially  chronic  in  their 
course,  and  may  remain  unchanged  for  a  lung  tinic.  Under  continued 
irritation,  sticli  as  smoking  strong  tobacco  or  using  strong  liquors,  an 
epillu"Ii(»niati»us  degeneration  may  occur. 

Treatment. — All  source  of  irritation  should  be  removed,  bad  teeth 
extracted,  bland  food  only  taken,  and  mild  mouth-washes  ordered.  The 
patches  themselves  shiudd  be  touched  with  a  20  per  cent,  solution  of 
potassium  icdid.  If  they  resist  such  treatment,  free  removal  is  to  be 
rccom  in  ended,  especially  if  there  are  any  ulcers  or  fissures. 

Rantila  is  a  cystic  fnrmatinn  which  ajijiears  as  a  i>ainless  swelling" 
beneath  the  forepart  of  the  tongue,  usually  central,  but  sunietimes  situ- 
ated entirely  upon  one  side.  Jt  is  of  slow,  hardly  perceptible  growth, 
and  the  first  canipiaints  are  usually  on  account  of  the  inconvenience, 
caused  by  its  size,  in  speaking  and  swallo^ving.  It  has  been  considered 
as  due  to  a  dilatatioti  of  the  duct  of  the  sublingual  gland,  and  this 
occasionally  may  be  the  cause.  Usually,  however,  it  must  be  classed 
as  a  rctenlion-cyst  of  the  mucous  glantl.s,  and  caused  by  obliteration  or 
obstruction  of  the  duct.  It  is  not  likely  to  be  misLtken  for  any  other 
form  of  growth.  Puncture  will  at  once  establish  definitely  the  diagno- 
sis, by  the  escape  of  a  viscid,  tenacious  fluid.  After  simple  puncture  it 
promptly  refills  to  its  former  size. 

The  proper  treatment  consists  in  cutting  away  the  anterior  promi- 
nent part  of  the  wall,  and  then  destroying  the  lining  of  the  rest  with  a 
curet  or  cautery  lightly  applied.  The  use  of  a  seton  has  been  recom- 
mended, but  is  extremely  uncertiiin. 

Salivary  Calculi. — These  calculi  are  composed  of  lime  and  mag- 
nesium salts,  and  may  develop  in  coimection  with  any  of  the  salivary 
glands,  but  are  most  frequently  found  in  the  duct  of  the  submaxillary 
gland.  The  calculus  may,  Imwever,  l>e  embedded  in  the  gland  itself, 
and  when  sn  fimnd  gives  rise  to  no  symjjlums  for  an  indefinite  time. 
M'hen  it  develops  In  Wharton's  duct,  it  presents  an  enlargement  or 
swelling  on  the  floor  of  the  mouth  beneath  the  tongue,  usually  without 
pain,  and  the  end  of  the  calculus  may  even  present  from  the  opening 
of  the  duct.  The  secretions  of  the  glan<l  may  accumidate  to  such  an 
extent  that  an  appreciable  swelling  will  form  benciith  the  jaw,  which 
will  become  more  or  less  [>ainfiil.  If  the  calculus  is  arrested  in  Stenson's 
duct,  ihe  [virotid  region  and  entire  side  of  the  face  may  be  swollen  to 
such  an  extent  as  to  suggest  an  abscess-formation.  If,  as  has  been 
done,  the  sweUing  is  opened  with  the  knife,  a  persistent  salivary  fistula 
i.<*  apt  to  follow.  The  distention  of  the  gland  may,  however,  subside 
without  the  expulsion  of  the  stone,  to  recur  at  some  later  date.  The 
calculus  is  not  infrequently  sjwnlaneously  ex|>elled  and  found  in  the 
month, 

The  diaenoslA  can  be  made  by  a  fine  probe  introduced  through  the 
duct,  if  it  happens  to  be  patent  and  the  opening  can  be  found.  If  not, 
a  needle,  under  cocain  anesthesia,  may  be  made  to  penetrate  the  over- 
lying mucous  membrane  and  be  brought  in  contact  with  the  rough 
surface. 
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The  treatment  consists  of  an  incision  over  the  long  diameter  of  the 
stone,  if  this  can  be  made  out,  and  should  be  sufficient  to  free  it  fully, 
as  it  is  important  that  it  should  be  extracted  entire,  without  breaking 
and  leaving  a  fragment  behind.  The  swelling  in  the  gland  usually  sub- 
sides vcrj'  promptly  after  extraction. 

Stomatitis. — The  mouth  conUiins  a  large  number  of  bacteria, 
which  arc  for  the  most  part  entirely  innocuous,  even  those  which  are 
pathogenic  requiring  certain  conditions  to  render  them  active.  These 
favoring  conditions  may  be  general  and  due  to  causes  which  reduce  the 
vital  powers  of  the  patient,  and  so  dimini-sh  the  resistance  of  tiie  tissue 
to  the  invasion  of  the  ordinary  pyogenic  germs;  cjr  the  favoring  condi- 
tions may  be  local,  such  as  deoiyed  or  carious  teeth  and  the  presence 
of  tartar  and  decomposing  biLs  of  food  between  the  Icctli.  Loail  and 
general  conditions  are  often  combined. 

The  varieties  of  stomatitis  may  be  described  as  catarrhal,  ulcerative, 
gangrenous  (cancrum  oris,  or  noma),  and  parasitic  (thrush). 

The  first  presents  the  usual  conditions  of  a  catarrhal  inflammation 
— increased  hyj>eremia,  redness,  pain,  and  swelling — and  is  usually 
acconi[>anied  by  an  increased  flow  of  saliva.  The. catarrhal  form  may 
become  ulcerative,  or  may  subside  without  the  formation  of  ulcers. 
Ulcers,  when  formed,  are  often  developed  about  carious  teeth.  The 
catarrhal  and  ulcerative  forms  may  be  due  to  mechanical,  chemical,  or 
microbic  causes ;  lliey  are  produced  by  the  rough  edges  of  decayed 
teeth,  by  the  use  of  mercury,  and  arc  founti  lo  occur  in  syphilis  or 
to  follow  the  eruptive  diseases  of  childhood,  esjx^cially  measles. 

Treatment. — In  catarrhal  and  ulcerative  stomatitis  the  underlying 
cause  must  be  sought  for.  and  genera!  treatment  is  often  more  effective 
than  local.  The  syphilitic  must  be  subjected  to  appropriate  treatment; 
mercury  must  be  ai  once  stopped  if  the  cause,  and  in  nearly  all  cases 
the  general  strength  must  be  fortified  by  tonics,  and  faults  of  digestion 
corrected.  The  local  treatment  is  best  carriMl  out  by  mild  astringent 
mouth-wa.shcs  or  the  application  of  silver  nitrate,  the  pain  of  which 
may  be  avoided  by  painting  beforehand  with  cocain.  Bland  food  only 
should  be  taken ;  spiced  and  highly  seasoned  food,  and  tobacco  in 
aciutis,  prohibited. 

Noma,  or  cancmm  oris*  constitutes  the  gangrenous  form  of 
stomatitis.  It  is  probably  not  due  to  any  specific  germ,  but  to  the 
ordinary  pyogenic  bacteria  which  are  constantly  found  in  the  mouth, 
and  which  arc  rendered  vinilent  by  some  general  condition  of  the  sys- 
tem. Cancrum  oris  is  most  often  found  in  badly  nourished  children  or 
after  severe  cases  of  the  eruptive  fevers,  and  there  are  always  hrgli  fever, 
{pvat  depression  of  the  vital  powers,  and  cli.sturbance  of  the  <ligeslive 
organs,  with  foul  breath.  Locally,  the  lesion  first  appears  as  a  dull-red 
spot  on  the  gums  or  inside  of  the  cheek.  This  spreads  and  turns 
black,  and  a  slough  soon  forms,  leaving  a  foul,  spreading  ulcer.  The 
destruction  of  both  soft  parts  and  bone  may  be  very  great,  leaving 
marked  deformity  if  the  patient  survives.  Death,  Jiowever,  usually 
supervenes  within  a  few  days. 

The  treatment  must  be  energetic.  The  child  should  be  anesthe- 
tized, and  the  sloughing  tissue  removed  with  forceps  and  scissors,  and 
the  entire  diseased  tissue  destroyed  by  the  cautery  or  nitric  acid.    A 
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generous  diet  with  alcohol  should  be  (jivcn.  The  resuldngf  deformity, 
which  sometimes  may  be  great,  may  be  relieved  by  a  plastic  opera- 
tion. 

Syphilis  of  the  Tongae.— Next  to  the  lips  thy  tongue  is  the 
most  frequent  ieiil  uf  extragenital  chancre.  It  occurs  most  frequently 
near  the  tip,  as  an  ulcer,  and  may  or  may  not  present  the  characteristic 
induration.  The  glandular  involvement  rapidly  ensues  in  the  submen- 
tal or  submaxillar^' lymphatics.  It  is  to  be  distinguished  from  an  ulcer- 
ated gumma  by  its  rapid  onset,  by  the  implication  of  the  lymphatics, 
and  by  the  liistnn,-.  To  distinguish  it  frum  simple  and  tuberculous 
ulcers,  it  may  be  necessary  to  apply  the  test  of  treatment.  Chancre 
yields  promptly  to  mercury,  which  should  he  energetically  given  and 
persisted  in,  as  in  the  more  usual  forms  of  syphilis.  Smoking  should 
be  prohibited. 

The  tongue  may  also  be  the  scat  of  gumma,  which  usually  appear 
as  slow,  painless  growths  until  ulceration  lakes  place,  when  the  destruc- 
tion is  often  e,xtremely  rapid.  Gumma  occurs  more  often  far  back  on 
the  dorsum  than  near  the  tip.  Less  frequently  it  appears  as  an  infiltra- 
tion of  the  muscles,  producing  an  enlargement  of  the  entire  tongue.  It 
occurs  some  years  after  infection,  and  the  history  may  or  may  not  aid 
in  the  diagnosis.  The  glands  are  seldom  affected.  Syphilitic  lesions 
in  otiier  parts  of  the  mouth  may  occur  at  the  same  linie.  If  the  hard 
pabte  is  the  seat  of  gumma,  perforation  is  apt  to  occur  unless  checked 
by  treatment.  It  may  be.  and  indeed  probably  often  is,  mistaken  for 
cancer,  and  excision  has  been  undertaken  from  this  mistaken  diagnosis. 
Increasing  doses  of  potassium  iodid  cause  the  gumma  to  disappear 
rapidly,  and  this  agent  is  decisive  from  a  diagnostic  point  of  view. 

Tabercolosis  of  the  tongue  appears  as  a  superficial  infiltration 
which  ulcerates,  producing  a  sore  without  e.xcavation.  It  may  be  cov- 
ered with  false  membrane,  on  removing  which  granulations  show  upon 
the  surface.  The  ulcer  may  be  surrounded  with  miliary  deposits. 
There  are  much  less  surrounding  induration  and  pain  than  in  cancer.  It 
may  appear  as  a  primary  or  secondaty  lesion.  Secondary'  enlargement 
of  the  lymphatics  of  the  neck  is  infrequent.  Its  course  is  slow,  and 
pain  is  not  great.  Search  for  the  bacillus  is  by  no  means  always  suc- 
cessful.    If  found  it.  of  course,  settles  the  diagnosis. 

Tlie  treatment  consists  in  complete  extirpation  of  the  ulcer  and 
infiltrated  tissue — Ix'st  by  excision.  The  curel  or  cautery  may  be 
used.  Cases  have  been  reported  where  the  tongue  has  been  removed 
on  the  .^itipposition  that  the  disease  was  epithelioma. 

Cancer  of  the  Tongue. — The  tongue  i"  one  of  the  organs  of  the 
body  most  frequently  alTected  by  cancer.  The  disease  always  occurs 
in  the  form  of  epithelioma.  Men  are  attacked  much  more  frequently 
than  women,  and  the  favorite  age  is  from  fort>'  to  sixty-five,  though  it 
has  been  met  with  at  twenty-five. 

The  disease  is  situated  more  frequently  upon  the  edge  of  the  tongue 
than  the  dorsum — in  this  diflering  from  syphilis — and  on  the  right  side 
oftcncr  than  on  the  left.  It  runs  its  course  in  about  a  year  and  a  half, 
aJid  death  is  due  to  exhaustion  from  repeated  hemorrhage  or  from  ina- 
bility to  take  nourishment.  It  is  further  hastened  by  the  swallowing 
of  the  fetid  discharges  of  the  sore,  and  from  pneumonia  and  septicemia. 
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a/fected  with  cancer  of  the  tongue  are  in  a  large  proportion  of 
cues  smokers,  and  this  is  found  to  be  true  in  women  as  wcl]  as  in  men. 
In  a  Umtted  number  of  the  cases  only  has  cancer  existed  previously  in 
the  £unily.  Chronic  glossitis,  psoriasis,  leukoma,  and  syphihtic  lesions 
may  all  develop  into  cancer,  and  may  therefore  be  considered  as  a 
"precancerous  stage  "  of  the  disease.  Persistent  sores  and  patches  of 
thickened  epithelium  upon  the  tongue  should  always,  therefore,  be 
nsscnred  if  they  resist  treatment.  The  lymphatic  glands  are  involved 
early  in  cancer  of  the  tongue.  Those  most  frequently  afTuctcd  are  the 
submental,  the  submaxillaiy-,  and  those  at  the  bifurcation  of  the  com- 
Ofton  carodd.  and  not  infrequently  those  behind  the  mastoid  process 
and  the  upper  part  of  the  stemomastoid  muscle.  These  glandular 
tmon  may  attain  considerable  size,  and  their  growth  appears  to  bear 
fittlc  relation  to  the  size  of  the  primary'  cancer. 

Metastatic  growths  seldom,  if  ever,  appejir.  Recurrence  is  the  rule 
after  operation,  and  it  may  take  place  in  the  unhealed  wound  or  cica- 
tfix.  or  in  some  of  ihe  above-mentioned  glands.  It  usually  occurs  on 
the  «idc  6rst  afTected.  but  may  involve  both  sides.  It  has  been  seen 
within  two  weeks,  and  has  been  delayed  five  years.  Operation  certainly 
adds  some  months  to  life,  and  usually  saves  a  vast  amount  of  suffering, 
Mitss  recurrence  should  lake  place  in  the  Huor  of  the  mouth. 


r  af  dw  kft  Kalf  of  thf  lonrur  and  th«  floor  of  ilir  tn.>utli      RA|Md  rccurrvficc 
■iter  removal  of  half  of  ihc  tongue. 

Symptoou.— As  usually  seen,  cancer  of  the  tongue  presents  a 
n|y;cd.  cxcorUlcd,  ulcerated  surface,  with  liard.  indurated  edges,  .situa- 
ted oo  the  «dc  of  llie  tongue  some  way  from  the  tip.  The  tissues  of 
the  loogne  about  the  ulcer  are  indurated,  and  the  discharge  more  or 


The  treatment  should  consist  in  free  removal.  This  is  b 
by  a  V--shaped  section,  tlie  healthy  tissues  being  freely  sacrifice' 
the  growth.  If  there  are  any  enlarged  glands  beneath  the 
submaxillary  .space  should  be  freely  opened  by  an  inci.sion  wli 
menccs  at  the  apex  of  the  triangular  incision  made  far  the  re 
the  orif^inal  growth,  and  carried  across  the  neck  to  the  antei 
of  the  sternocleidomastoid  muscle.  This  will  enable  the  op 
examine  the  submental  and  submaxillary  spaces  thoroughl; 
any  enlarged  glands  are  found,  all  of  the  fat  in  which 
embedded  should  be  freely  removed.  It  is  not  sufficient  s 
cut  down  over  an  enlarged  gland.  The  entire  region  should  b 
out.  so  as  to  remove  all  intermediate  ]ym[)li-channels.  In  oth* 
the  region  beneath  the  jaw  should  be  treated  as  we  now 
axilla  in  cancer  of  the  breast.  The  resulting  scar  adds  bul 
the  dcrormity. 

If  the  deeper  glands  along  the  carotid  sheath  are  cnh 
attempt  should  be  made  without  hesitation  to  effect  their 
removal.  The  .stemomnstoid  muscle  may  have  to  be  cut  thn 
laid  back,  so  as  to  expose  the  whole  carotid  sheath  fully 
should  be  no  hesitation  in  ligating  and  exci.sing  the  internal 
and  it  may  be  even  necessary  to  place  a  temporary,  or  eve 
ncnt.  ligature  on  the  conimoii  carotid.  The  exploration  sho 
to  the  root  of  the  neck,  and  should  be  most  thorough. 

Wounds  of  the  Lips  and  Tongue. — Wounds  of  the  li 
incised,  from  cutting  instruments,  nr  contused  or  lacerated, 
the  teeth.  They  may  penetrate  the  entire  thickness  of  th« 
involve  the  vermilion  border,  or  may  affect  only  the  cuta 
mucous  surface.  The  latter  arc  frequently  due  to  pcnctrati< 
of  tlie  teeth,  the  force  being  a  blow  or  fall.  Repair  is  usu 
factory.  Care  should  be  taken  to  coapt  the  edges  wf  the  wo» 
rately,  especially  on  the  vermilion  border  and  at  the  cornt 
mouth,  with  fine  sutures,  and  if  the  portion  wounded  is  cov 
beard,  the  part  should  be  carefully  shaved.  In  contused  and 
wounds  no  part  should  be  removed,  as  repair  is  usually  v* 
The  tongue  may  be  wruinded  through  the  open  mouth,  or 
caught  between  the  teeth,  as  in  an  epileptic  fit,  or  by  ])CTie 
the  cheek.  If  the  wound  gapes,  the  parts  should  be  careful); 
together  with  sutures,  under  cocain.  In  lacerated  wound 
washes  should  be  used  during  the  process  of  healing.  Il 
severe  hemorrhage,  the  lingual  artery  should  be  secured  in  tl 
or  if  this  is  impossible,  in  the  digastnc  triangle.  Should  tl 
rhagc  recur  after  ligation  of  the  lingual,  as  in  one  case  of  th 
the  exlunial  carotid  should  be  tied, 

After  wounding  of  the  tongue,  foreign  hodie.s,  such  as  a 
or  a  broken  tooth,  may  remain  embedded,  undiscovered  fi 
time,  and  be  mistaken  for  a  tumor  from  the  swelling.     This 
after  removal.     The  removal  of  a  foreign  body  from   lfic  n 
tongue  may  be  followed  by  severe  or  even  fat.nl  fiemorrhnge. 

The  tongue,  uvula,  and  pliarj-nx   may  be  scalded  by  the 
of  steam  ;  the  last  usually  sufTens  the  most.     Iced  moulh-washi 
ally  all  that  is  needed.     Kdcma  of  the  glottis  may  follow  bums 
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It   never 


Tongne-tle. — This  condition  is  not  often  mut  ivith  in  n  sufficient 
d^rec  to  juitily  operation.  The  frcnitm  is  too  short  and  attached 
too  near  the  tip  of  the  tongue,  if  present ;  in  a  marked  degree  it  pre- 
vcttt»  the  protrusion  of  the  tongue  and  interferes  with  sucking.  The 
operaAioa  for  its  relief  constsu  in 
snipping  the  frcnum  with  a  pair  of 
fldsaorf  directed  downward,  and  then 
taring  the  tissues  sufhcicnily.  If 
the  ftrnum  is  too  freely  cut  away, 
there  may  be  danger  uf  '*  tongue- 
wjllnunng  " 

Kacrog-lossia,  tn  hypertrophy 
of  the  tongue  (Fij^.  23).  is  a  con- 
gcniLU  condition  due  to  lymphatic 
obvtruction,  and  \'i  really  a  lymph- 
mgiociu  cavcmosum.  The  enlarge- 
ment is  symmetrical,  and  afiects 
princ^lly  the  anterior  part  (Treves), 
if  fctuncd  within  the  mouth,  the 
■dcs  of  the  tongue  bear  the  imprint 
of  ibc  teeth,  which  may  be  displaced 
frocD  pressure.  In  extreme  cases 
tbc  toaguc  projects  beyond  the 
tcrth.   and    cannot     be     withdrawn 

within    the    mouth.     It   thus   becomes   dry  and   fissured, 
becomes  sm.illcr,  but  rather  tends  to  increase. 

The  treatment  consists  in  the  removal  of  a  V-shaped  piece. 

Macroglossu    may   be    simulated    by   syphilis,  the    tongue    being 
ly  enlarged  by  gummati.     This  form  will  yield  to  appropriate 
mDCutes. 

Acnte  Glossitis. — Acute  fnflammation  nf  the  tongue  is  a  rare 
affrcfum  which  may  affect  the  whole  or  half  the  tongue  (hemiglosshis), 
4r-  --ccur  in  children  or  adults.     It  may  result  from  the  sting  of 

IT.  ,  a  wound,  scald,  or  exposure  to  cold,  or  it  may  appear  in  the 

amnc  ot  a  specific  fever.  In  adults  it  usually  occurs  in  those  accus- 
looied  to  rough  eatinjj  and  drinking  and  smoking,  and  will  follow 
exposure  to  cold. 

5yinpComs. — Swelling  rajiidly  occurs.  The  entire  tongue  is  red- 
fcncd  and  so  ruuch  enlar^jed  that  it  protrudes  fruni  the  mouth,  and 
prvscnt^  an  alarmmg  and  distressing  appearance.  Swallowing  of 
■quyl«  alone  is  po*i!iiblc,  and  even  this  is  dillicult.  In  extreme  cases 
the  difficulty  of  breathing  may  demand  tracheotomy.  The  condition 
*^-rhjp*  With  great  rapidity,  and  usually  causes  great  alarm.  Occa- 
MMully  an  ab!*ccs«  forms  or  p:irtial  gangrene  occurs;  usually,  how- 
rvTT.  the  tongue  returns  to  its  normal  condition  in  a  few  days. 

TrealfDent. — In  mild  canes  the  u*.e  of  iced  mouth-washes  is  all  that 
»  called  for.  Imniethaic  relief  can  usually  be  given  by  a  free  incision 
oa  either  side  of  the  medium  line  into  the  muscular  tissue  of  the  tongue, 
and  this  should  be  practised  without  hesitation,  and  the  bleeding  for  a 
tPoe  eiK'rtur-nvir*!. 

I,ettkoptajcia.— Chronic  glossitis  and  psoriasis  are  the  naincs  van- 
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ously  given  to  conditions  characterized  by  thickened  yellow 
of  various  size  on  the  dorsum  of  the  tongue.  The  essenti 
obscure,  but  they  may  be  associated  with,  and  spread  fron 
ulcer  due  to  a  ragged  tooth.  They  are  essentially  chroi 
course,  and  may  remain  unchanged  for  a  long  time.  Undei 
irritation,  such  as  smoking  strong  tobacco  or  using  strong 
epitheliomatous  degeneration  may  occur. 

Treatment. — All  source  of  irritation  should  be  removed 

extracted,  bland  food  only  taken,  and  mild  mouth-washes  on 

patches  themselves  should  be  touched  with  a  20  per  cent. 

potassium  iodid.     If  they  resist  such  treatment,  free  remo\ 

recommended,  especially  if  there  are  any  ulcers  or  fissure: 

Rantlla  is  a  cystic  formation  which  appears  as  a  painle 

beneath  the  forepart  of  the  tongue,  usually  central,  but  som^ 

ated  entirely  upon  one  side.     It  is  of  slow,  hardly  perceptil 

and  the  first  complaints  are  usually  on  account  of  the  inc 

caused  by  its  size,  in  speaking  and  swallowing.     It  has  been 

as  due  to  a  dilatation  of  the  duct  of  the  sublingual  glar 

occasionally  may  be  the  cause.     Usually,  however,  it  must 

as  a  retention -cyst  of  the  mucous  glands,  and  caused  by  obi 

obstruction  of  the  duct.     It  is  not  likely  to  be  mistaken  foi 

i  form  of  growth.     Puncture  will  at  once  establish  definitely 

|,  sis,  by  the  escape  of  a  viscid,  tenacious  fluid.     After  simple 

l|  promptly  refills  to  its  former  size. 

II  The  proper  treatment  consists  in  cutting  away  the  ante 

I  nent  part  of  the  wall,  and  then  destroying  the  lining  of  the 

'\  curet  or  cautery  lightly  applied.     The  use  of  a  seton  has  h 

!  mended,  but  is  extremely  uncertain. 

ij  Salivary  CalCtlll. — These  calculi  are  composed  of  lira 

nesium  salts,  and  may  develop  in  coimection  with  any  of  1 
I  glands,  but  are  most  frequently  found  in  the  duct  of  the  si 

gland.  The  calculus  may,  however,  be  embedded  in  the  j 
and  when  so  found  gives  rise  to  no  symptoms  for  an  ind 
When  it  develops  in  Wharton's  duct,  it  presents  an  enla 
swelling  on  the  floor  of  the  mouth  beneath  the  tongue,  usu; 
pain,  and  the  end  of  the  calculus  may  even  present  from  \ 
of  the  duct.  The  secretions  of  the  gland  may  accumulate 
extent  that  an  appreciable  swelling  will  form  beneath  the 
will  become  more  or  less  painful.  If  the  calculus  is  arrested  i 
duct,  the  parotid  region  and  entire  side  of  the  face  may  be 
such  an  extent  as  to  suggest  an  abscess-formation.  If, ; 
done,  the  swelling  is  opened  with  the  knife,  a  persistent  sal: 
is  apt  to  follow.  The  distention  of  the  gland  may,  howe 
without  the  expulsion  of  the  stone,  to  recur  at  some  later 
calculus  is  not  infrequently  spontaneously  expelled  and  fc 
mouth. 

The  diagnosis  can  be  made  by  a  fine  probe  introduced  t 
duct,  if  it  happens  to  be  patent  and  the  opening  can  be  foui 
a  needle,  under  cocain  anesthesia,  may  be  made  to  penetra 
lying  mucous  membrane  and  be  brought  in  contact  with 
surface. 
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The  tfeatment  consists  of  an  incision  over  the  long  diameter  of  the 
stone,  if  this  can  be  made  out,  and  should  be  sufficient  to  free  it  fully, 
as  it  is  important  that  it  should  be  extracted  entire,  without  breaking 
and  leaving  a  fragment  behind.  The  swelling  in  the  gland  usually  sub- 
sides very  promptly  after  extraction. 

StOlIiatitts. — ^The  mouth  contains  a  large  number  of  bacteria, 
which  are  for  the  most  part  entirely  innocuous,  even  those  which  are 
pathogenic  requiring  certain  conditions  to  render  them  active.  These 
^voring  conditions  may  be  general  and  due  to  causes  which  reduce  the 
vital  powers  of  the  patient,  and  so  diminish  the  resistance  of  the  tissue 
to  the  invasion  of  the  ordinary  pyogenic  germs ;  or  the  favoring  condi- 
tions may  be  local,  such  as  decayed  or  carious  teeth  and  the  presence 
of  tartar  and  decomposing  bits  of  food  between  the  teeth.  Local  and 
general  conditions  are  often  combined. 

The  varieties  of  stomatitis  may  be  described  as  catarrhal,  ulcerative, 
gangrenous  (cancrum  oris,  or  noma),  and  parasitic  (thrush). 

The  first  presents  the  usual  conditions  of  a  catarrhal  inflammation 
— increased  hyperemia,  redness,  pain,  and  swelling — and  is  usually 
accompanied  by  an  increased  flow  of  saliva.  The. catarrhal  form  may 
become  ulcerative,  or  may  subside  without  the  formation  of  ulcers. 
Ulcers,  when  formed,  are  often  developed  about  carious  teeth.  The 
catarrhal  and  ulcerative  forms  may  be  due  to  mechanical,  chemical,  or 
microbic  causes ;  they  are  produced  by  the  rough  edges  of  decayed 
teeth,  by  the  use  of  mercury,  and  are  found  to  occur  in  syphilis  or 
to  foUow  the  eruptive  diseases  of  childhood,  especially  measles. 

Treatment. — In  catarrhal  and  ulcerative  stomatitis  the  underlying 
cause  must  be  sought  for,  and  general  treatment  is  often  more  effective 
than  local.  The  syphilitic  must  be  subjected  to  appropriate  treatment; 
mercury  must  be  at  once  stopped  if  the  cause,  and  in  nearly  all  cases 
the  general  strength  must  be  fortified  by  tonics,  and  faults  of  digestion 
corrected.  The  local  treatment  is  best  carried  out  by  mild  astringent 
mouth-washes  or  the  application  of  silver  nitrate,  tlic  pain  of  which 
may  be  avoided  by  painting  beforehand  with  cocaiii.  Bland  food  only 
should  be  taken ;  spiced  and  highly  seasoned  food,  and  tobacco  in 
adults,  prohibited. 

Noma,   or  cancmm  oris,  constitutes  the  gangrenous  form  of 
stomatitis.     It  is  probably  not  due  to  any  specific  germ,  but  to  the 
ordinary  pyogenic  bacteria  which  are  constantly  found  in  the  mouth, 
and  which  are  rendered  virulent  by  some  general  condition  of  the  sys- 
tem.    Cancrum  oris  is  most  often  found  in  badly  nourished  children  or 
after  severe  cases  of  the  eruptive  fevers,  and  there  arc  always  high  fever, 
great  depression  of  the  vital  powers,  and  disturbance  of  the  digestive 
organs,  with  foul  breath.     Locally,  the  lesion  first  appears  as  a  dull-red 
*pot  on  the   gums  or  inside  of  the  cheek.     This  spreads  and   turns 
black,  and  a  slough  soon  forms,  leaving  a  foul,  spreading  ulcer.     The 
destruction  of  both   soft  parts   and   bone   may  be  very  great,  leaving 
marked  deformity  if  the  patient  survives.     Death,   however,   usually 
'Ulierx-enes  within  a  few  days. 

The  tfeatment  must  be  energetic.  The  child  should  be  anesthe- 
tiied.  and  the  sloughing  tissue  removed  with  forceps  and  scissors,  and 
tbe  entire  diseased  tissue  destroyed  by  the  cautery  or  nitric  acid.    A 
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generous  diet  with  alcohol  should  be  given.  The  resulting 
which  sometimes  may  be  great,  may  be  relieved  by  a  pla 
tion. 

Syphilis  of  the  Tongue.— Next  to  the  lips  the  ton 
most  frequent  seat  of  extragenital  chancre.  It  occurs  most 
near  the  tip,  as  an  ulcer,  and  may  or  may  not  present  the  ch 
induration.  The  glandular  involvement  rapidly  ensues  in  tl 
tal  or  submaxillary  lymphatics.  It  is  to  be  distinguished  froi 
ated  gumma  by  its  rapid  onset,  by  the  implication  of  the  '. 
and  by  the  history.  To  distinguish  it  from  simple  and  t 
ulcers,  it  may  be  necessary  to  apply  the  test  of  treatment 
yields  promptly  to  mercury,  which  should  be  energetical!) 
persisted  in,  as  in  the  more  usual  forms  of  syphilis.  Smol 
be  prohibited. 

The  tongue  may  also  be  the  seat  of  gumma,  which  usu 
as  slow,  painless  growths  until  ulceration  takes  place,  when  t 
tion  is  often  extremely  rapid.  Gumma  occurs  more  often  f 
the  dorsum  than  near  the  tip.  Less  frequently  it  appears  as 
tion  of  the  muscles,  producing  an  enlargement  of  the  entire 
occurs  some  years  after  infection,  and  the  history  may  or  n 
in  the  diagnosis.  The  glands  are  seldom  affected.  Syphi 
in  other  parts  of  the  mouth  may  occur  at  the  same  time.  ] 
palate  is  the  seat  of  gumma,  perforation  is  apt  to  occur  unlc 
by  treatment.  It  may  be,  and  indeed  probably  often  is,  m 
cancer,  and  excision  has  been  undertaken  from  this  mistakei 
Increasing  doses  of  potassium  iodid  cause  the  gumma  t< 
rapidly,  and  this  agent  is  decisive  from  a  diagnostic  poin 

Tuberculosis  of  the  tongue  appears  as  a  superficial 
which  ulcerates,  producing  a  sore  without  excavation.  It  n 
ered  with  false  membrane,  on  removing  which  granulations 
the  surface.  The  ulcer  may  be  surrounded  with  miliar 
There  are  much  less  surrounding  induration  and  pain  than  in 
may  appear  as  a  primary  or  secondary  lesion.  Secondary  e 
of  the  lymphatics  of  the  neck  is  infrequent.  Its  course  i; 
pain  is  not  great.  Search  for  the  bacillus  is  by  no  means  a 
cessful.     If  found  it,  of  course,  settles  the  diagnosis. 

The  treatment  consists  in  complete  extirpation  of  the 
infiltrated  tissue — best  by  excision.  The  curet  or  caute 
used.  Cases  have  been  reported  where  the  tongue  has  bee 
on  the  supposition  that  the  disease  was  epithelioma. 

Cancer  of  the  Tongue. — The  tongue  is  one  of  the  or 
body  most  frequently  affected  by  cancer.  The  disease  alv 
in  the  form  of  epithelioma.  Men  are  attacked  much  more 
than  women,  and  the  favorite  age  is  from  forty  to  sixty-five 
has  been  met  with  at  twenty-five. 

The  disease  is  situated  more  frequently  upon  the  edge  of 
than  the  dorsum — in  this  differing  from  syphilis — and  on  th< 
oftener  than  on  the  left.  It  runs  its  course  in  about  a  year 
and  death  is  due  to  exhaustion  from  repeated  hemorrhage  c 
bility  to  take  nourishment.  It  is  further  hastened  by  the 
of  the  fetid  discharges  of  the  sore,  and  from  pneumonia  and 
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Those  affected  with  cancer  of  the  tongue  are  in  a  large  proportion  of 
cases  smokers,  and  this  is  found  to  be  true  in  women  as  well  a.s  in  men. 
In  a  limited  number  of  the  cases  only  has  cancer  existed  previously  in 
the  family.  Chronic  glossitis,  psoriasis,  leukoma,  and  syphilitic  lesions 
may  all  develop  into  cancer,  and  may  therefore  be  considered  as  a 
*'  precancerous  stage"  of  the  disease.  Persistent  sores  and  jiatchcs  of 
thickened  epithelium  upon  the  tongue  should  alway.s,  therefore,  be 
removed  If  they  resist  treatment.  The  lymphatic  glands  arc  involved 
early  in  cancer  of  the  tongue.  Those  most  frequently  aficclcd  arc  the 
submental,  llit,"  submaxillary,  and  those  at  the  bifurcation  of  the  com- 
mon carotid,  and  not  Infrequently  those  behind  the  mastoid  process 
and  the  upper  part  of  the  slemomastoid  muscle.  Tliesr  glandular 
tumors  may  attain  considerable  size,  and  their  growth  ap|M;ars  ti>  bc;ir 
little  relation  to  the  size  of  the  primar)'  cancer. 

Metastatic  growths  seldom,  if  ever,  appear.  Recurrence  is  the  rule 
after  operation,  and  it  may  take  place  in  the  unliealed  wound  or  cica- 
trix, or  in  some  of  the  above-mention ed  gland.s.  It  usually  occurs  on 
the  side  first  affected,  but  may  involve  both  sides.  It  has  been  seen 
within  two  weeks,  and  has  been  delayed  five  years.  Operation  certainly 
adds  some  months  to  life,  and  usually  saves  a  vast  amount  of  suffering, 
unless  recurrence  should  take  place  in  the  floor  uf  the  mouth. 


Flo,  24. — Cancer  fA  ihe  1«ft  hftlf  of  the  tonfn><^  "^^  '^^  fi^ci\  a1  the  mouth      Rapd  recurrent! 
after  removal  ot  half  of  the  lonsue. 

Symptoms. — As  usually  seen,  cancer  of  the  tongue  presents  a 
ragged,  excoriated,  ulcerated  surface,  with  hard.  Indurated  edges,  situa- 
ted on  the  side  of  the  tongue  some  way  from  the  tip.  The  tissues  of 
the  tongue  about  the  ulcer  are  indurated,  and  the  discharge  more  or 
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less  foul.  If  the  floor  of  the  mouth  is  involved,  the  movements  of  the 
tongue  arc  restricted  and  protrusion  from  the  mouth  may  be  impos- 
sible. Pain  varies ;  it  may  be  intense,  and  is  due  to  the  involvement  of 
the  lingual  nerve.  The  ctmtact  tif  spices  and  hot  foods  or  drinks,  and 
even  the  act  of  swallcmnng,  aggravates  the  sufTering. 

Tuberculous  ulcer  and  broken-down  gumma  are  the  conditions 
mcst  likely  to  be  mistaken  for  cancer.  Syphilitic  treatment  will  cau.se 
rapid  improvement  in  the  second,  and  should  always  be  tried  in  doubt- 
ful cases.  The  microscope  will  distinguish  between  cancer  and  tubercle. 
Here  diffcrcnLialioii  is  not  m)  important,  us  renioviil  is  indicated  in  both  ; 
the  prognosis,  however,  is  much  better  in  the  tuberculous  ulcer.  Tlic 
tuberculous  ulcer  may,  however,  undergo  cancerous  degener;ttion. 

The  only  treatment  of  cancer  which  pretends  to  be  at  all  curative 
is  complete  and  thorough  extirpation,  and  even  then  recurrence  i.t 
unforUmately  the  rule.  Operation,  ho\vever.  is  indicated,  as  it  prolongs 
life  and  lessens  .sufTerlng, 

The  possibility  of  preventing  the  development  of  cancer  of  the 
tongue  should  always  be  present  In  the  surgeon's  mind.  Irritating 
teeth  should  be  drawn,  and  (lersistcnt  ulcers  and  carcinomatous  patches 
should  be  freely  removed  if  they  resist  treatment. 

In  very  exceptional  cases,  «  hen  the  cancerous  nodule  or  ulcer  is 
small  and  situated  near  the  tiji.  the  rcnujval  of  a  wedge-shaped  piece 
may  be  all  that  ts  necessary.  In  the  great  majority  of  case?*.  li[4iwever, 
the  removal  t)f  half  or  the  whole  tongue  is  indicated.  There  are  many 
surgeons  who  consider  the  removal  of  the  entire  tongue  absolutely 
necessaiy,  when  any  operation  is  proposed.  The  weight  of  authority 
and  experience,  however,  seems  to  indicate  that  the  removal  of  half 
the  org;m  is  fully  as  successfid  as  the  removal  c^f  the  whole,  when  the 
growth  is  strictly  limited  to  <tnc  side.  If,  however,  it  has  passed  tlie 
median  Eine.  all  are  agreed  that  the  entire  tongue  must  Ije  sacrificed. 
Before  any  operation  on  the  tongue  the  patient  sliould  always  go 
through  some  preparatory  treatment.  The  mouth  .should  be  thor- 
oughly cleansed  by  the  frequent  use  of  mouth-washes,  and  the  surface 
of  the  sore  may  be  treated  daily  with  a  strong  solution  of  zinc  chlorid. 
The  pain  caused  by  such  an  application  may  be  much  lessened  by  the 
free  nse  of  cocain. 

All  tartar  .'^hould  be  carefully  removed  and  defective  teeth  drawn. 
The  secretions  in  the  mouth  in  these  cases  are  often  extremely  foul, 
and  arc  undoubtedly  the  cause  of  septic  pneumonia  after  operation. 
Before  the  removal  of  the  tongue  the  patient  should  be  taught  to  feed 
himself  by  the  use  of  a  lube  passed  into  the  esophagus.  It  is  of  the 
utmost  importance  that  a  full  supply  of  nourishment  be  introduced 
after  the  removal  of  the  tongue,  and  it  is  equally  important  that  this 
food  should  l>e  free  from  the  contaminating  wound-discharges  which 
may  easily  be  swallowed  with  it.  Feeding  through  a  tube  therefore 
becomes  necessary",  and  it  is  much  better  that  the  patient  should  learn 
to  do  this  himself.  During  the  operation  liemorrhage  is  usually  more 
annoying  than  dangerous.  The  numth  fills  up  with  blood,  which 
obscures  the  field  of  o[>eration.  and  the  blood  runs  down  the  throat 
and  gets  into  the  lar^-nx,  causing  suFtxatinn  and  the  consequenl  strug- 
gling and  delay.     This  is  best  avoided  by  turning  the  patient  on  his 
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side,  in  a  semi-prone  position,  during  the  operation.  The  blood  then 
runs  into  tht-  check  and  can  he  mopped  away.  Preliminary  ligation 
of  the  lingual  artery  is.  however,  a  perfect  protection  agaiii.st  hemor- 
rhage, and  should  always  be  done. 

The  tongue  has  been  removed  by  a  fjreat  variety  of  operations. 
These  have,  however,  given  way  to  two  mctJiods — namely,  the  White- 
head operation,  by  which  the  removal  is  effected  by  scissors  from 
within  the  mouth,  nnd  Kocher's  oiK-mlion,  by  which  the  floor  of  the 
rnouth  is  npened  from  the  snhmHxillary  triangle  anil  llie  tongue  drawn 
throui^h  the  f>(iening  and  then  removed.  This  method  permits  of  free 
removal  nf  enlarged  gland^i  and  the  preliminary  ligation  of  the  hn;.jual 
artery.  The  ccrascur  has  been  shown  by  experience  to  be  followed  by 
sloughing,  and  has  generally  fdlen  into  disfavor.  Cutting  tlirough  the 
jaw  is  to  be  advised  only  in  exceptional  cases.  Destruction  by  cautery 
or  electrolysis  should  never  be  undertaken. 

Kocher's  Method. — The  patient  is  to  be  thoroughly  anesthetized 
with  chloroform.  The  moutlt  is  then  oi>encd  by  a  reliable  gag  and 
the  tongue  transfixed  by  two  stout  ligaturc-s,  one  on  cither  side  of  the 
median  line,  near  the  tip.  The  submaxillar)'  triangle  is  now  ojiened  by 
an  incision  which  commences  beliind  the  angle  of  the  jaw,  runs  down 
the  anterior  border  (»f  the  sternomastoiil  muscle  to  a  level  with  the 
hyoid  bone,  then  parallel  with  this  bone  across  the  neck,  turning 
upward  near  the  median  line  to  end  near  the  lower  jaw.  The  submax- 
illary triangle  is  fully  opened,  and  the  submaxillary  gland,  all  the 
lymphatics  and  fat  being  fully  removed  after  ligating  the  facial  artery 
and  vein.  The  lingual  artery*  is  now  sought  for  and  ligatcd.  At  this 
stage  it  is  ivell  to  make  ciireful  search  for  enlarged  glands  about  the 
bifurcation  of  the  carotid,  and  if  any  are  founil,  the  incision  should  be 
proIi>nge(},  if  necessary,  downward  to  the  root  of  the  neck,  exposing 
the  entire  ciirolid  sheath.  This  is  imperative.  Having  carefully 
removed  all  suspicious  lymphatics,  including  those  in  the  submental 
space,  the  floor  of  the  mouth  is  to  be  opened  frcclj'  by  the  knife  close 
to  the  jaw.  the  incision  being  carried  well  back  of  the  growtfi  on  the 
tongue  and  nf  tlie  part  of  the  floor  involved.  The  mucous  membrane 
on  the  dorsum  nf  the  tongue  is  now  split  exactly  in  the  median  line 
well  up  to  the  lip.  and  the  muscidar  tissue  is  then  easily  torn,  dividing 
the  tongue  into  latend  halves.  The  half  to  be  removed  is  now  drawn 
through  the  wound  bcnc^ith  the  jaw.  and  is  cut  ofi"with  scissors  behind 
the  growth.  This  is  usually  done  without  bleeding.  The  part 
removcti  must  now  be  carefully  examined,  and  if  it  is  found  that  the 
cancerous  mass  is  everj-wlierc  surrniinded  by  healthy  tissue,  the  other 
side  may  In-  allowed  to  remain.  If.  however,  there  is  any  doubt,  the 
other  half  shoukl  be  removed  through  the  same  opening,  the  remain- 
ing lingual  arterj'  having  been  previously  hgated.  The  floor  of  the 
mouth  roust  now  be  most  carefully  examined  and  all  suspicious  tissue 
removed. 

Kochcr  advised  a  preliminary  tracheotomy,  hut  this  does  not  seem 
necessary,  as  the  ligation  of  the  Unguals  effectively  controls  hemor- 
rhage, anri  the  anesthesia  need  not  be  interruptcd- 

The  floor  of  the  mouth  is  now  packed  with  iodoform  gauze  in  long 
strip-s,  which  come  out  through  the  external  wound.     This  may  be 
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partly  closed,  well  packed  with  gauze,  and  firmly  bandaged.  A  firm 
bandage  adds  much  to  the  comfort  of  the  patient  and  facilitates  swal- 
lowing. The  packing  in  the  mouth  and  wound  must  be  frequently 
changed  when  it  becomes  saturated. 

As  soon  as  possible  the  patient  is  made  to  sit  up,  and  even  get  out 
of  bed,  for  in  this  way  he  gets  rid  of  the  saliva  and  discharges  much 
more  easily  than  in  the  recumbent  position.  A  large  part  of  the  mor- 
tality which  follows  excision  of  the  tongue  is  due  to  an  "  inhalation 
pneumonia."  Feeding  should  be  generous,  and  may  be  effected  by  a 
tube  passed  into  the  esophagus ;  and  this  is  much  better  done  by  the 
patient  himself.  The  feeding-tube  avoids  the  contamination  of  the 
food  by  the  wound-discharges. 

The  above-described  operation  seems  best  to  meet  the  conditions 
of  a  thorough  removal  of  all  disease,  and  is  probably  to  be  recom- 
mended in  all  cases  where  more  than  a  limited  portion  of  the  tongue 
is  to  be  taken  away.  The  Whitehead  operation  has,  however,  still  a 
number  of  adherents,  and  must  be  described. 

Whitehead's  Operation. — The  patient  is  placed  against  an  "  almost 
perpendicular  back-rest"  "  The  two  structures  which  are  responsible 
for  the  retention  of  the  tongue  within  the  mouth  are  the  frenum  and 
the  anterior  pillars  of  the  fauces,  and  if  these  structures  are  divided 
the  tongue  can  be  so  freely  drawn  out  of  the  mouth  that  the  operation 
is  converted  into  an  extra-oral  incision." 

The  tongue  is  now  rapidly  separated  by  cutting  through  these 
structures  and  the  floor  of  the  mouth.  All  bleeding  is  disregarded 
until  in  the  vicinity  of  the  lingual  arteries,  which,  according  to  White- 
head, can  readily  be  distinguished  and  caught  with  forceps  and  twisted. 
This  once  accomplished,  the  separation  continues  without  fear  of  hem- 
orrhage. As  a  precaution,  before  the  separation  is  complete,  a  ligature 
may  be  passed  through  the  glosso-epiglottidean  fold.  Dressing  is  by 
packing  the  mouth  with  gauze  saturated  with  Friar's  balsam  and  iodo- 
form.    This  procedure  is  not  applicable  if  the  glands  are  involved. 

In  cases  of  great  glandular  involvement,  operation  is  by  many  con- 
sidered as  contra-indicated.  In  non-operable  cases  much  relief  of  pain 
may  be  secured  by  a  section,  or  resection,  of  the  lingual  nerve,  or  by 
painting  the  surface  of  the  ulcer  with  cocain  before  eating  or  drinking. 


CHAPTER    II. 

DISEASES  OF  THE  JAWS   AND  GUMS,  PHARYNX,   AND 

TONSILS. 

DISEASES  OF  THE  JAVS  AND  GUMS. 

Gingivitis  {/nJ}(jintntitioti  of  the  Gums). — Anatomically  the  gums 
consist  of  a  dense  fibrous  tissue  closely  connected  with  the  periosteum 
of  the  alveolar  processes — practically  a  thickened  portion  of  the  peri- 
osteum, which  being  firmly  attached  about  the  necks  of  the  teeth,  acts 
as  a  ligament  and  an  elastic  cusixion  to  the  leetJi  in  the  alveoli.  This 
membrane  is  prolonged  into  the  alveoli,  lining  the  inner  surfaces  of 
these  cavities,  and  is  rrncctcd  upon  the  rotjts  of  the  teeth.  A  smootli 
and  vascular  mucous  membrane,  reitiarkable  for  its  limited  sensibility, 
and  continuous  with  the  general  mucous  membrane  of  the  oral  cavi'ly, 
covers  the  surface  of  the  gum.  Numerous  fine  papillx  arc  found  in 
the  gums  around  the  necks  of  the  teeth. 

Causes. — Gingivitis  nuiy  result  from  various  causes,  such  as  the 
decomposition  nf  particles  {\i  food  which,  owing  to  defective  cleansing 
of  the  mouth  and  tculh.  collect  about  the  necks  of  the  teeth.  It  may 
be  also  caused  by  accumulations  of  tartar,  by  the  excessive  use  of 
mercury,  by  chronic  lead-poisoning,  by  .scorbutus,  and  by  alveolar 
abscess. 

Symptoms. — In  these  various  forms  there  are  present  the  usual 
symploiiis  (>rinflanimatioii — pain,  heat,  sweUing.  and  discoloration — with 
hem«>rrhage,  suppuration,  fetid  breath,  and  a  tendency  in  some  cases  to 
the  formation  of  ulcers. 

Gingivitis  due  to  tartar- formations  is  characterized  by  the  deposit  of 
lime  salts,  calcium  phosphate  and  carbonate,  about  the  necks  of  the 
teeth,  near  the  free  edge  of  the  gums.  Examinations  have  also  de- 
tected in  these  deposits  bacteria  and  "  mould  fungi."  They  arc  found 
in  largest  quantities  and  most  frequently  about  the  superior  molar 
teeth,  near  whicfi  the  duct  of  the  parotid  gland  (Stenson's)  opens,  and 
the  inner  surfaces  of  the  tncisor  teeth  of  the  lower  jaw,  near  which  the 
ducts  of  the  submaxillary  and  sublingual  glands  open  (Wharton- 
Rivini).  Sometimes  these  deposits  appear  in  large  masses.  The  author 
removed,  on  one  occasion,  a  ma.ss  of  such  size  as  to  conceal  the  molar 
teeth  entirely;  it  had  been  mistaken  for  an  osseous  tumor.  The  de- 
posits vary  in  color  and  consistence ;  they  are  sometimes  yellowish  and 
sometimes  brown  or  black. 

Mercurial  gingivitis  presents  as  characteristic  features — marked  swell- 
ing, excessive  flow  of  saliva,  a  peculiar  fetid  breath,  and  a  tendency  to 
ulceration.  Gingivitis  due  to  chronic  lead- poisoning  is  distinguished  by 
the  presence  of  the  "  blue  "  line  or,  as  sometimes  described,  a  "  slate  "- 
colored  line  along  the  margin  of  the  incisor  teeth,  or  a  "  palc-grcen  *' 
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discoloration  of  the  gum.  Gingivitis  associated  with  scurvy  is  recog- 
nized by  the  swelling  and  sponginess,  with  looseness  of  the  teeth  and 
marked  tendency  to  hemorrhage. 

Diagnosis. — The  careful  study  of  the  history  of  each  case,  of  the 
symptoms  presented,  and  examinations  of  the  structure  involved,  lead 
to  the  formation  of  correct  diagnosis. 

Treatment. — In  all  varieties  of  gingivitis  the  cardinal  principle  of 
the  treatment  is  the  removal  of  the  cause.  Accumulations  of  tartar 
should  be  removeii.  Patients  suffering  from  chronic  lead- or  mercurial 
poisoning  should  be  promptly  taken  from  the  influence  of  these  agents. 
In  cases  of  scurvy  proper  food  and  remedies  appropriate  to  the  treat- 
ment of  this  disease  should  be  administered. 

The  treatment  of  the  inflamed  gums  consists  in  the  thorough  cleans- 
ing of  the  teeth  and  the  frequent  use  of  disinfecting  solutions,  deple- 
tion— either  local  by  the  knife  or  general  through  the  alimentary  canal 
by  cathartics — the  administration  of  tonics,  and  the  regulation  of  the 
diet. 

Solutions  of  potassium  chlorate,  boric  acid,  and  potassium  perman- 
ganate may  be  emplo\ed  as  disinfecting  agents.  In  the  first  and  sec- 
ondary stages  of  the  infl.immatory  action  the  parts  may  be  painted 
with  iodin  or  with  ioilin  and  aconite  solutions  (equal  parts),  or  a  solu- 
tion of  silver  nitrate  (i  :  lOo). 

Hypertropliy. — Hypertrophy  of  the  gums  occurs,  as  a  rule,  in 
elderly  persons,  and  maybe  caused  by  the  pressure  exerted  by  ill-fitting 
artificial  dentures  or  by  the  pressure  exerted  in  chewing  food  in  persons 
who  are  edentulous.  In  these  cases  the  hypertroph)'  is  gradual  in  its 
development,  rarely  painful ;  it  sometimes  acquires  large  bulk,  covering 
the  greater  portions  of  the  alveolar  border,  especially  in  the  upper  jaw. 
The  piithologic  character  of  these  growths  is  that  of  true  hypertrophy, 
all  of  the  structures  of  the  gums  participating  in  the  excessive  devel- 
opment. 

Another  form  of  gum  hj-pertrophy  occurs  as  a  congenital  condition 
in  which  the  gums  of  both  upper  and  lower  jaws  are  affected,  the 
masses  being  of  such  size  as  to  cover  the  teeth  entirely  to  a  level  with 
their  cutting  edges.  This  form  of  hypertrophy,  the  recorded  cases 
show,  occurs  in  patients  of  feeble  intellects,  undeveloped  physical  con- 
dition, associated,  in  some  instances,  with  unusual  hair>'  growth. 

Examination  of  sections  of  these  growths  shows  exuberant  devel- 
opment of  the  papilla'  with  increase  in  the  fibrous  tissue.  The  alveolar 
processes  are  also  expanded  and  lengthened. 

Symptoms. — The  prominent  symptom  of  this  affection  is  the  inter- 
ference with  the  mastication  of  food.  Frequently  the  large  size  of  the 
masses  prixlucc  much  discomfort. 

Diagnosis. — Tlie  distinction  is  to  be  made  between  h\-pertrophy 
and  fibr^mia.  The  symmetrical  development  nf  the  former  is  a  diag- 
nostic point  of  value. 

Treatment. — The  treatment  consists  in  the  careful  removal  of  the 
growth  with  the  knife,  thorough  scraping  of  the  bone  with  the  Volk- 
mann  spoon,  and.  if  necessar>-.  excision  of  the  alveolar  border.  Hen»- 
orrhage  may  be  controlled  by  applications  of  hot  water,  st\-ptics.  such 
as  tannin,  subsulphate  of  iron,  etc..  the  ligature,  and  in  severe  cases  the 
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cautery.  Pressure  may  be.  in  some  cases,  exerted  by  covering  the  sur- 
faces witti  layers  of  iodoform  gauze  and  bringinj^  the  lower  jaw  firmly 
in  contact  witli  the  upjxr  hy  a  figtjre-of-8  bandage. 

Tumors  of  the  Gums.-^UndLT  the  term  "epulis  "  (Figs.  25,  26) 
a  number  of  tumors  or  t;ro\vth!^  nf  the  gum  have  been  described.    The 


FK;.  25. — tVrioileal  tarvoiiu.  ur  epulis. 

term  means  literally  "  situated  on  the  gums, "  does  not  possess  any 
pathologic  signification,  and  therefore  its  use  should  be  abandoned. 
As  with  few  exceptions  the  so-called  tumors  of  the  gums  implicate 
the  alveolar  process,  it  would  be  more  in  accordance  with  scientific 


Fid.  36,— IVrioitcat  urcoma,  or  cpult». 

classification  to  divide  them  into  tumors  of  the  gums  and  tumors  of  the 
alveolar  process. 

Fibroma. — These  arc  strictly  tumors  of  the  gums,  taking  origin  in 
the  fibrous  tissue  and  being  chiefly  a  hyperplasia  of  the  connective- 
tissue  element.  They  spring  from  the  gum  between  the  teeth  or  from 
the  surface,  and  may  have  a  pedunculated  or  sessile  attachment.  Some- 
times these  growths  attain  quite  a  bulk,  and  bleed  freely  owing  to  the 
friction  to  which  they  are  exposed  in  mastication.  Generally  they  are 
insensitive  to  the  touch  and  arc  not  painful. 

Treatment. — Excision  close  to  the  surface  of  the  gums,  with  the 
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application  of  the  pencil  of  nitrate  of  silver  or  cautery  to  the  wound 
is  sufficient  to  effect  permanent  relief 

Qranuloma. — This  term  may  be  applied  to  growths  which  take 
origin  from  the  alveoli  of  extracted  teeth,  from  fistula:,  from  the 
exposed  pulp  of  diseased  teeth,  or  from  the  healthy  pulp  of  a  fract- 
ured tooth.  The  latter  have  been  designated  "tumors  of  the  pulp." 
The  tissue  which  participates  in  the  morbid  growth  is  tlie  connective 
tissue  of  cither  the  pulp  or  the  lining  membrane  of  the  alveolus.  The 
tumors  are  characterized  by  a  fungoid  appearance.  Those  which  origi- 
nate from  the  cavities  of  extracted  teeth,  from  old  fistulous  tracks,  or 
from  the  pulp  of  teetli  which  are  diseased  are  insensitive;  while  those 
which  occur  in  connection  witli  injur}'  to  the  tootli  which  exposes  the 
healthy  pulp  to  the  action  of  the  air  and  contact  with  irritants  are 
extremely  sensitive  as  the  result  of  the  inflammation  which  supervenes. 

Diagnosis. — Careful  examination  of  the  growth,  with  a  view  to 
detect  its  connection  with  the  tissues  of  the  alveolus  or  the  pulp-cavi- 
ties  is  necessary*  to  a  correct  diagnosis. 

Trfatm£fit.—-'\i\Q  treatment  consists  in  clearing  out  tlie  morbid 
tissue  from  empty  alveoli  or  fistula*  with  the  ciiret,  and  cauterizing 
the  surfaces.  Pulp-c;ivitics  should  be  excavated  with  the  proper 
dental  instniments,  and  the  cavities  filled.  In  the  st-asilive  varieties 
local  anesthetics  should  be  employed  to  prevent  pain. 

Angiomata. — Vascular  tumors  of  tbe  gums  may  appear  under 
two  forms — in  one  the  iibrous  element  predominates,  and  in  the  other 
it  assumes  the  characters  of  a  nevus  or  erectile  growth.  These  tumors 
consist  of  fibrous  tissue,  with  numernus  dilated  h I wkI- vessels.  They 
occur  most  fretpiently  in  children,  am!  tlevelnp  usually  in  connection 
with  the  anterior  teeth  of  the  upper  jaw.  Appearing  as  a  bright-red 
pimple,  they  may  increase  in  size  to  that  of  an  almond,  being  of  a 
purple  color,  of  a  soft,  spongy  consistence,  and  liable  to  bleed  freely 
when  roughly  manipulated.  When  Ihey  occur  in  connection  with  the 
teeth  from  the  pulp-cavity  or  fronv  the  alveolus  they  may  be  uccom- 
panied  by  severe  pain  and  frequent  hemorrhages. 

Treatmi-nt. — Free  excision  should  be  made,  the  knife  being  carried 
well  beyond  the  limit  of  the  affected  tissue,  with  removal  of  the  under- 
lying and  adjacent  bone  by  the  curet  or  pliers,  until  healthy  struct- 
ure is  reached.  Hemnrrhage,  which  is  sometimes  verj^  active,  may  be 
controlled  by  the  use  of  hot  water,  pressure  with  pledgets  of  iodoform 
gauze,  and  the  actual  cautery. 

Papilloma. — The  papillae,  which  form  a  constituent  part  fif  the 
gums,  in  rare  instances  become  the  .scat  of  morbid  action.  These 
growths  consist  of  a  mass  of  hypcrtrophicd  papillx-  of  the  mucous 
membrane.  They  have  a  characteristic  appearance,  some  of  them 
measuring  nearly  an  inch  in  length,  and  being  of  soft  texture,  with 
surface  in  some  places  ragged  and  in  others  smooth. 

Trentmnit. — Kxctsinn,  if  can*fully  jierfonned,  so  as  to  get  beyond 
the  limit  of  afTi-cted  tissue,  will  result  in  jiennanent  relief 

Epithelioma. — As  a  primarj*  disease  epithelioma  rarely  attacks  the 
gums :  when  it  does  occur,  it  is  usually  an  extension  of  the  disease 
from  the  lower  lip  or  cheek.  When  it  appears  as  a  growth  of  the 
gum,  it  takes  origin  in  the  epithelium  of  the  mucous  membrane  and 
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forms  irregular,  sloughing  ulcers,  with  indurated  borders  andof  very  rapid 
growth.  Later  En  the  course  of  the  disease  the  lymphatic  gl;inds  become 
involved.  Pain  of  a  lancinating  character  is  present,  the  discharge  is 
frequently  vcr>'  offensive,  and  there  is  a  tendency  to  hemorrhage.  The 
general  health  becomes  eventually  affected,  and  exhaustion  super\'enes. 

Treatment. — The  treatment  consists  in  early  and  free  excision, 
removing  not  only  the  soft  structures  implicated,  but  those  adjacent, 
with  the  teeth  and  a  section  of  the  alveolar  process.  It  is  advised  by 
J.  Collins  Warren,  in  cases  in  which  the  lymphatic  gland-s  arc  involved, 
to  remove  these,  and  to  endeavor  in  any  operative  procedure  to  include 
in  the  field  of  operation  all  tissues  affected. 

5arcoma. — This  variety  of  tumor  takes  origin  either  from  the  jieri- 
osteum.  when  it  may  be  classified  as  a  growth  of  the  gum.  or  from  the 
medulla  or  cndostcum.  when  it  should  be  regarded  as  an  affection  of 
the  alveolar  process.  The  tumor  may  be  of  ihc  spindle-celled,  round- 
celled,  or  giant-celled  variety.  The  last  form,  constituting  tlie  myeloid 
sarcoma,  occurs  most  frequently,  and  is  sometimes  associated  with 
spindle-  and  round  cells.  The  proportion  of  connective  tissue  and 
cells  gives  character  to  the  tumors  as  hard  or  soft,  and  determines  the 
relation  to  benign  or  malignant 
formations,  Tliey  may  be  at- 
tached by  a  pedicle  -or  by  a 
broad  base.  They  occur  at  the 

middle  period  of  life,  and  arise  

oftcncr  from  the  posterior  sur-  _-^ri^^  V  E^ 

(ace  of  the  gum  in  connection 
usually  with  the  teeth  of  the 
upjMrr  jaw.  The  periosteal  va- 
riety consists  largely  of  con- 
nective tissue  with  spindle-  or 
round  cells,  and  is  firm  in  con-       0|rVA  it' 

sistencc.  Thcendosteal  growth 
contains  the  myeloid  or  giant 
cells  (see  Fig.  27);  it  is  soft, 
and  sometimes  exhibits  a  ten- 
dency to  undergo  ulceration, 
which  gives  it  some  of  the  feat- 
ures of  a  malignant  growth. 

Treatment. — In  both  va- 
rieties the  treatment  con.si.sts 
in  extirpation,  the  soft  struct- 
ures and  bone  being  divided 
by  incision  and  section  some 
distance  beyond  the  attachment  of  the  tumors.  In  the  periosteal 
variety  the  section  of  the  bone  may  he  limited  to  the  alveolar 
process,  but  in  the  endosteal  form  tt  may  he  necessary  to  remove  not 
only  the  process,  but  a  portion  of  the  body  of  the  hone.  When  the 
disease  has  pervaded  the  antrum,  it  may  require  removal  of  the  upper 
jaw  to  obtain  complete  extirpation.  Operative  procedures  in  these 
cases  should  be  thorough,  in  order  to  assure  freedom  from  recurrence. 

Alveolar  Abscess. — Strict  definition  limits  alveolar  abscess  to  a 
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collection  of  pus  at  the  apex  of  the  root  of  a  tooth.  The  lining  mem- 
brane of  the  internal  surface  of  the  alveolus,  as  well  as  that  covering 
the  root  of  the  tooth,  may  become  the  seat  of  inflammation  at  any 
point,  and  suppuration  may  result,  constituting  alveolar  abscess. 

Causes. — Exposure  of  the  pulp  in  a  carious  tooth  to  the  influence 
of  the  air  and  to  the  contact  of  foreign  bodies,  as  particles  of  food,  etc., 
excites  inflammatory  action  in  the  pulp,  which  is  conveyed  by  conti- 
nuity of  structure  through  the  canal  of  the  root  to  the  tissues  sur- 
rounding the  apex.  The  same  condition  may  arise  from  a  badly 
filled  tooth,  inflammation  taking  place  in  tissues  which  have  not  been 
removed  from  the  pulp-cavity  or  canal  of  the  root.  Inflammation 
occurring  in  any  part  of  the  alveolus  may  be  caused  by  violence. 

Symptoms. — The  symptoms  may  be  studied  in  connection  with 
the  three  stages  of  inflammatory  action.  In  the  beginning  of  the 
stage  the  symptoms  are  those  which  characterize  engorgement  of  the 
delicate  blood-vessels  of  the  involved  structures.  Pain  of  an  acute 
character  is  most  marked — throbbing  and  lancinating;  heat  with 
redness  and  swelling  is  present  in  the  soft  tissues  covering  the  process 
adjacent  to  the  affected  tooth.  Swelling  of  the  face  ensues,  and  per- 
sists until  the  inflammator>'  action  subsides.  The  swollen  alveolo- 
dental  membrane  causes  the  tooth  to  project  from  the  cavity,  and 
efforts  to  replace  it  by  pressure  are  accompanied  by  severe  pain. 

In  the  second  stage,  when  plastic  exudation  has  occurred,  there  is 
an  abatement  in  the  severity  of  the  pain,  and  the  other  symptoms  are 
less  pronounced,  with  the  exception  of  swelling,  which  may  be  increased 
by  deposit  of  the  exudate.  The  alveolo-dental  membrane  is  increased 
in  thickness  by  this  deposit,  and,  as  a  result,  the  extrusion  of  the  tooth 
is  more  marked. 

In  the  third  stage,  resolution  occurring,  the  symptoms  gradually 
disappear  and  the  parts  assume  their  normal  condition.  If  suppura- 
tion supervenes,  the  symptoms  which  indicate  the  presence  of  pus 
appear.  This  event  may  be  ushered  in  with  a  rigor,  followed  by  an 
elevation  of  temperature  and  increase  in  the  pulse-rate.  The  pain  is 
greatly  increased  by  the  tension  produced  by  the  pus  confined  in  the 
small  space  at  the  apex  of  the  root.  The  pus  accumulating  makes  an 
effort  to  escape  by  tlie  way  of  least  resistance,  which  may  be  through 
the  canal  of  the  root  into  the  exposed  pulp-cavity,  or  by  the  side 
of  the  root  at  the  margin  of  the  gum.  When  these  avenues  of 
escape  are  not  available,  absorption  of  the  walls  of  the  alveolus  takes 
place;  a  small  opening  is  thus  made,  and  through  this  the  pus  leaves 
the  cavity,  reaching  usually  tlie  surface  on  the  buccal  side  of  the  mouth- 
cavity.  Decrease  in  the  pain  attends  the  escape  of  the  pus  from  the 
alveolus.  Marked  swelling  of  tlic  face  is  frequently  present,  with 
closure  of  the  eye  on  the  affected  side,  partial  or  complete,  and  closure 
of  the  jaws  to  a  greater  or  less  extent. 

The  pointing  of  the  abscess  varies  according  to  the  teeth  affected. 
In  the  upper  jaw  abscesses  connected  with  the  anterior  teeth  may  point 
over  the  hard  palate  or  into  the  nasal  cavities.  Those  associated  with 
the  posterior  teeth  may  open  upon  the  face,  in  front  of  the  anterior 
border  of  the  masseter  muscle  or  into  the  cavity  of  the  antrum.  In 
abscesses  of  the  teeth  of  the  lower  jaw  the  pus  may  descend  by  gravity 
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the  base  of  the  bont 


the  neck,  or  even 


pointing  at  this  place  o 
so  If-iw  dou'ii  AS  the  upper  border  of  the  clavicle. 

Diagnosis. — Usually  the  diagnosis  of  alveolar  abscess  is  not  dif- 
ficult The  presence  of  a  diseased  tooth  with  pulp-cavity  exposed,  or 
of  a  tooth  which  has  been  filled,  with  localized  symptoms  of  inflam- 
mation, distinguish  the  condition  from  periostitis.  When  the  abscess 
has  opened  spiinlancously  and  a  sinus  has  formed,  it  may  be  difficult 
to  decide  which  tonlh  has  been  the  exciting  cause,  if  there  should 
happen  to  be  more  than  one  in  a  diseased  condition.  In  such  cases  a 
careful  examination  is  necessary  to  arrive  at  a  correct  diagnosis. 

Treatment. — In  tiie  iniliaE  stage  the  treatment  consists  in  the  prompt 
removal  of  the  cause  and  the  adoption  of  such  measures  as  will  pro- 
mote resolution.  If  the  offending  tuoth  can  be  saved,  it  should  be 
treated  by  removing  the  disca.sed  pulp,  or  the  filling,  if  it  is  a  61Ied 
tooth,  clearing  out  the  canals  of  the  roots,  injecting  with  antiseptic 
solutions,  and  introducing  temporar>'  fillings.  If  the  tooth  Is  too  much 
diseased  to  be  saved  by  such  measures,  it  should  be  promptly  extracted. 
This  will  at  once  slop  the  progress  of  the  inflammatory  action.  Con- 
joined with  the  treatment  of  the  tooth,  local  and  general  measures,  for 
the  purpose  of  combjiting  the  inflammation,  should  be  resorted  to. 
Local  depletion  by  divi.sion  with  the  bistoiir)'  of  the  inflamed  tissues 
overlying  the  affected  tnnth,  the  application  of  leeches,  or  tht:  frequent 
use  of  hot  water  in  the  mouth,  will  unload  the  congested  blood-vessels 
and  aflbrd  relief  to  the  pain.  In  severe  cases  it  may  be  desirable  to 
employ  active  purgation  to  assist  the  local  measures  adopted. 

When  exudation  has  occurred  the  use  of  absorbents  is  indicated, 
as  the  a]>plication  of  tincture  of  iodin  over  the  parts.  In  this  stage 
section  of  the  inflamed  tissues  may  avail. 

Under  no  circumstances  should  hot  fomentations  be  applied  over 
the  face,  as  such  applications  invite  the  pointing  of  the  pus  tu  this  sur- 
face. The  surface  of  the  face  when  swollen  should  be  painted  uith 
the  pure  tincture  of  iodin  or  equal  parts  of  iodin  and  alcohol. 

\Vhen  suppuration  has  su[jer\'ened  and  the  i>us  has  not  escaped 
from  the  cavity  of  the  alve<»lus,  an  efTort  may  be  made  bj'  clearing  out 
the  pulp-chamhcr  and  canals  nf  the  root  to  secure  its  removal  through 
the  tooth.  If  an  abscess-cavity  has  formed  outside  of  the  alvenliLs, 
its  early  evacuation  into  the  cavity  of  the  mouth  is  demanded,  in  ortler 
to  prevent  pointing  upon  tlie  surface,  with  the  resulting  formation  of  a 
scar.  Frcfpierlly  sinuses  persist  after  the  spontaneous  opening  of 
alveolar  abscesses.  Tn  the';e  cases  careful  cxamin;ition  of  the  mouth 
should  be  made  to  detect  the  affected  tooth  and  secure  its  treatment 
or  removal. 

Periostitis. — Inflammation  of  the  periosteum  of  the  jaws  may 
occur  in  the  acute  or  chronic  form.  In  the  former  the  causes  may  hie 
the  irritation  of  diseased  teeth,  eruption  of  the  permanent  teeth,  trauma, 
specific  poison,  such  as  occurs  in  the  exanthematous  diseases,  tuber- 
culosis. pt>'alism.  or  phosphorus  vapor.  In  the  chronic  form  the  most 
frequent  cause  is  the  iwison  of  syphilis.  In  both  forms  the  alveolo- 
dental  membrane  may  become  involved,  inducing  conditions  relating 
to  the  teeth. 

Symptoms. — Intense  pain  of  a  diffused  character,  heat  in  the  part 
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afTected.  swelling  of  the  overlying  tissues  and  face,  with  general  con- 
stitutional ilisturbancc. 

Diagnosis. — Careful  examination  of  the  teeth  and  tissues  covering 
the  bone,  with  inquiry  as  to  exposure  to  a  cause,  will  assist  in  making- 
the  tiiagnosi.s. 

Treatmeot. — !n  tlie  acute  variety  prompt  interference  is  necessary 
in  order  to  prevent  the  occurrence  of  suppuration  with  the  resulting 
dangers  of  necrosis.  Prompt  depletion  by  general  and  local  measures 
should  be  employed.  Hot-water  fomentations,  the  application  of 
leeches,  and  free  incisions  with  the  bistoury  should  constitute  the  local 
IreaLment.  wliile  the  sy^tenlic  treatment  should  be  conducted  by  the 
administration  of  saline  cathartics  ajid  sedatives  to  allay  pain. 

In  the  chronic  form  potassium  iodid  should  be  adniinistcretl  in 
increasing  doses  until  the  pain  is  relieved  and  the  swelling  subsides. 
Incisions  are  also  of  service  in  promoting  absorption.  Where  a  sj-ph- 
ilitic  taint  of  the  system  is  present  and  the  symptoms  do  not  yield, 
mercury,  preferably  the  bichlorid,  should  be  combined  with  potassium 
iodid. 

In  periostitis  of  the  clironic  form  due  to  syphilis,  caution  is  to  be 
observed  in  the  extraction  of  teeth,  as  such  operations  are  ver>'  liable 
to  be  followed  by  acute  conditions  resulting  in  suppuration  and  necro- 
sis. Specific  remedies  should  be  administered  for  some  time  before 
tooth-extraction  is  pcrt'ormcd. 

Antnun-empyema. — Abscess  of  the  antrum  may  occur  as  the 
result  of  blows  over  the  ca\'ity,  injury  lo  the  alveolar  process  which 
opens  tlie  cavity  or,  as  is  most  frequently  tlie  cause,  the  tnmsmission  of 
intlamniator)-  action  from  carious  leelh  wliich  are  in  relation  with  the 
antrum.  The  teeth  in  most  intimate  relation  are  the  sccf>nd  bicuspid 
and  first  and  second  molars.  Occasionally  inflammation  may  be  imparted 
from  a  diseased  canine  tooth  or  first  bicuspid. 

Symptoms.^The  symptoms  indicating  suppuration  in  the  antrum 
arc  marked,  being  those  which  attend  inflammation  in  any  other  part 
— heat,  pain  increased  on  pressure,  reiiness  and  swelling. 

DiaKnosis. — In  some  cases  the  diagnosis  is  difTicult,  although  the 
history  of  the  ca.se,  presenting  a  definite  cause  with  the  .symptoms  of 
inflammatory  action,  guides  to  a  correct  conclusion.  The  escape  of  pus 
from  the  nasal  fossa  of  the  affected  side,  with  the  absence  of  any  con- 
dition in  the  fossa  to  account  for  it,  is  of  diagnostic  value.  The  pres- 
ence of  a  carious  tooth  in  relation  with  the  cavity  in  an  inflamed  state 
will  assist  in  making  the  diagnosis.  The  condition  of  the  canine  fossa 
should  be  carefully  examined  into,  ir  order  to  determine  the  presence 
of  pus  in  the  antrum.  Its  obliteration,  by  ihr  bulging  out  of  the  ante- 
rior wall,  indicates  tliat  the  cavity  is  occupied,  anti  the  resiliency  of  this 
wall  under  pressure  determines  the  question  whether  fluid  or  a  solid 
growth  is  within.  It  may  be  expedient,  where  doubt  exists,  to  employ 
the  transillumination  test,  a  small  electric  lamp  of  high  candle-power 
being  introduced  into  the  mouth,  the  patient  being  in  a  dark  n.>om  or 
with  the  head  cover<:d  with  a  dark  chith.  If  the  antrum  is  empty  when 
the  lamp  is  lighted  and  the  lips  arc  clo.sed,  a  translucent  curved  band 
of  light  immediately  appears  beneath  each  eyelid. 

Treatment. — The  treatment  consists  in  prompt  evacuation  of  the 
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pus,  with  the  use  of  douches  of  hot  water  and  antiseptic  solutions,  and 
in  some  instances  packing  witli  5  [icr  ct-nt.  iodofonn  gauze.  Access  to 
the  antrum  may  he  ohlatncil  through  the  n;isal  fossa  or  tlirough  the 
mouth.  The  operation  through  the  mouth  is  in  every  way  preferable, 
as  through  this  cavit)'  thorough  drainage  tan  bt  obtainfd.and  the  cav- 
ity of  the  antrum  more  reatitly  and  cmivcnieiitly  douched  or  packed. 
With  a  trocar  of  proper  size  an  opening  can  be  made  alxtvc  the  posi- 
tion of  the  first  molar  tooth,  through  the  anterior  wall.  If  any  one  of 
the  three  teeth  in  intimate  relation  with  the  cavity  is  in  a  diseased  con- 
dition. aiid  if,  ptissibly,  it  has  been  the  cause  of  tlie  Innammatlon  in  the 
antrum,  it  should  be  cKtracteil,  ami  an  opening  niaclr  with  trocar  or  drill 
through  the  alveolus.  Care  shouhl  lie  taken  to  guard  with  the  index 
finger  the  distance  to  which  the  instrument  enters  the  ca^-ity. 

Necrosis. — Various  causes  are  concerned  in  the  production  of  this 
affection  of  the  bones  of  the  jaws.  Among  these  arc  injury,  the  Irrita- 
tion of  distiiiscd  teeth.  hatlJy  treated  fractures  oi  the  jaw,  tuberculosis, 
syphilis.  sc«irl>utus,  rhcucnatisin.  excessive  use  of  niercuiy,  fumes  of 
phosphorus,  attacks  ofacute  tTxauthcmata  and  typhoid  fever.  In  some 
instances  the  extent  to  which  the  bone  is  involve*!  may  be  very  slight 
and  its  character  superficial,  while  iti  other  cases,  esiiecially  in  the  lower 
jaw.  one-half,  two-thirds,  or  the  entire  bone  may  be  implicated,  as  well 
as  both  the  compact  and  cancellated  structure.  The  lower  jaw  is  more 
frequently  attaclied  than  the  upper. 

Th«  pathologic  condition  leading  10  necrotJ!)  nuiy  originsle  eitKet  in  ihe  undufilfuin  t>r 
pt-Tioslcum,  dc»Tlof»inK  such  inlerfcrcnt-c  with  the  nutiilion  of  the  bone  llimugh  the  Klood- 
vcMcU  of  iheu*  tissues  as  will  nrsull  in  i\\e  death  of  the  bonr.  By  reawn  uf  ibe 
eKicruioD  of  the  periosteum  into  the  alveoti.  forming  Uic  slviiilu  denial  mcmlintne,  <mp- 
puniire  nciion  invadet  thc*^  faritie*,  and  ihe  teeth  become  Inowrncd  and  cither  fall 
out  or  may  be  removed  with  iltght  eSiirt.  In  the  alfecltou  dexrilied  as  pynrrhfca 
alveolarifl  their  eundiliiins  are  prr-M-nl.  In  nccrovi*  of  ihc  lower  jnw  the  *<'|ueMTum  and 
iovolucrum  are  fi.>fmed  a»  in  the  diaft  of  loii);  buucs.  whde  in  Ihc  upjicr  jnw  new  iHine  ia 
ni>l  foniKil,  hut  filiniiis  liMiie  pnrtially  fillx  up  the  C4viti4^s  left  after  the  removal  of  ihe  dead 
bone.  Thi»  difference  may  he  accounted  for  by  (he  dilTcrcntc  in  structure  between  Uie  upper 
and  lower  jawv  The  former,  I'unned  as  ii  \s  latfieLy  of  tinn  plates  of  compact  liune.  ik  dui 
tliehity  vascular.  The  Ittier  con^iMs  of  nia«*e*  of  caiiceltated  lluue  covered  by  densie 
layer*  of  compact  ti»ue.  in  lhi>  rcspecl  rcsem)>lir)f;  ihe  structure  of  ihe  long  bonei.  The 
new  bone  formed  in  necrosis  of  (he  lower  jaw  i*  •iifiieietilly  Mrong  10  carry  ihe  weight  of  an 
ar(ilicinl  denture. 

Symptoms. — The  symptoms  of  necrosis  are  usually  well  marked. 
These  arc  the  presence  of  suppuration,  with  swelling  of  the  alvc-olar 
processes,  loosening  of  the  teeth  in  the  alveoli,  and  marked  constitu- 
tional disturbances. 

Diagnosis. — Careful  Inquiry  as  to  a  cause,  with  a  study  of  the  his- 
tory of  the  case  and  examinations  of  the  cavity  of  the  moulli,  will  lead 
to  a  diagnosis. 

Treatment. — During  the  stage  of  suppuration  which  accompanies 
the  separation  of  the  sequestrum,  measures  should  be  adopted  to  keep 
the  mouth  scrupulously  cleanstd  by  the  use  of  antiseptic  solutions,  and 
tonic  remedies  should  be  administered,  conjoined  with  good  tliet.  nutri- 
ents, and  cxerci.sc  In  the  open  air,  to  combat  the  harmful  effects  of  the 
suppurative  action.  Efforts  should  be  made  by  the  prompt  incision  in 
the  mouth  of  pus-cavities  to  prevent  pointing  upon  the  face.  As  a  rule, 
it  is  advisable  to  await  cnmpletc  separation  of  the  sequestrum  before 
making  attempts  to  remove  It.  In  some  cases  where  the  morbid  action 
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is  intense,  it  may  be  advisable  to  interfere  before  separation  occurs,  with  | 
the  hope  that  by  such  measures  the  necrotic  action  may  be  limited,  if 
not  stopped.     In  all  cases  operations  for  the  removal  of  ihe  sequestra; 
should   be  iK-rformcd   throuj^li   the   mouth.     In   the   lower  jaw,   care 
should  be  employed  to  prf-scrve  fntact  the  newly  formed  bone. 

Phosphorus -necrosis. — In    the    Trunsiu  twits  of  tkf    American 
Surgical  Asioctation  Jor  iSS^  the  author  stated  his  views,  based  uport' 
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a  large  experience,  on  this  subject.  In  tliis  iwpcr  he  expressed  the 
opinion  that  the  effect  exerted  uptm  persons  exposed  to  the  fumes  of 
phosphorus  was  rather  more  gencrdl  in  character  than  local — that  a 
constitutional  impression  was  made  by  the  poison,  which  specially 
implicated  the  periosteum  and  placed  that  structure  in  a  morbid  con- 
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dition,  ready  to  undergo  inflammatory  action  in  the  presence  of  an 
exciting  cause.  The  conditions  most  prone  to  excite  inflammatory 
action  are  tartar-accumulations  about  the  necks  oi  the  teeth,  and  dis- 
eased teeth  with  exposed  pulps.  The  influence  of  these  causes  in 
the  production  of  periostitis,  with  resulting  necrosis,  is  similar  to  that 


D/SEASES  OF  THE  JAWS  AND  GUMS. 


5> 


manifested  in  syphilitic  aflcctions  of  the  tertiary  form  in  which  the 
periosteum  is  involved. 

The  xction  of  the  poiMin  through  ihr  iirstcm  upon  thr  p<rru>s(cuin  h>»  been  found  lo 
«(T«cl  UKifhidly  thf  ve-»«l*  of  ilie  iirui-lur*,  in  ihis  way  eicprliiiK  an  tmporlanl  inHuencc  over 
Ihe  nuthtiLin  of  ihc  l>onc.  The  loaic  cff«<ji  of  phonphoni*  im  x\\«  tn^an*  nml  iitructurf>  of 
ihc  body.  ■*  thr  liver,  hrart,  and  ari<rrii*s,  hav«  been  definitHy  esiahlished.  The  author 
therefore  believe*  there  exists  a  primsiry  morbid  condition  of  (he  perioMeum  and  hone,  ihe 
revolt  of  a  •i)-5teniic  inferCiun,  and  that  Ihe  irntalion  devehj])ed  hy  tlie  otmliliuus  sutcd 
betooie*  the  e«f  iting  cauw  of  the  inflammatory  action,  and  that  it  noei  nnl  ocrtir  in  conse- 
i]iKncc  of  the  direct  attiuii  uf  t1ic  iiihalcd  fuinei  u[xin  the  pcriuttteum  of  the  jnu. 
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Prophylaxis. — As  the  disease  occurs,  as  a  rule,  among  operatives  in 
match  factories,  the  prevention  may  be  accomplished  first,  by  the  enact- 
ment of  such  laws  as  will  control  the  conditions  which  surround  the 
operatives,  compelling  perfect  ventilation  am!  hygienic  surroundings. 
cleanliness  of  the  hands  at  the  time  of  traling.  and  careful  supervision 
of  the  teeth  ;  and  second,  in  the  iim-*  of  tlie  more  easily  oxydixable  form 
of  phosphorus,  the  red  amorphous  In  the  jjlacc  of  ihc  yellow.  Rare 
instances  arc  recorded  in  which  the  disease  has  appeared  as  the  result 
of  the  contact  of  articles  with  matches,  the  patients  liabitually  putting 
these  into  the  mouth.     Prevention  in  such  cases  is  easily  obtainable. 

Symptoms. — The  synipltmis  of  phosphorus-necrosis  differ  from 
those  of  ordinary  necrosis  mainly  in  intensity.  Tlie  pain,  winch  is  one 
of  the  earliest  symptoms,  is  at  first  interniittenl,  hut  in  time  becomes 
continuous.  The  first  and  second  stages  are,  as  a  rule,  rapidly  i>a.ssed 
through,  and  suppurative  periostitis  with  osteitis  manifests  itself,  causing 
the  teeth  lo  become  loose  and  pus  to  e.xude  from  the  alveoli.  The 
inflammation  quickly  extends,  involving  the  structures  of  the  gums  and 
detaching  llicm  so  as  to  ex]M>se  the  alvettlar  border.  Infiltralicm  of  the 
tissues  of  the  face  follows,  and  swelling  occurs.  Soon  the  tnflanunalion 
invades  the  entire  periosteal  membrane,  the  formation  of  the  laminaled 
bone  can  be  distinguished,  and  offensi\'e  discharges  escape  into  Ihe 
mouth.  When  the  lower  jaw  is  aflccted  the  pus  may  gravitate  to  the 
base,  and  escape  by  sinuses  at  this  point  or  at  some  point  lower  down  the 
neck.     If  the  inflammation  involves  the  condyle  of  the  lower  jaw,  ]iain 
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is  experienced  in  the  ear  of  the  affected  side,  and  closure  of  the  jaws 
may  become  complete.  The  geni:ial  health  of  the  patient  becomes 
deteriorated  in  a  marked  degree,  and  death  may  ensue  from  exhaustion 
or,  in  very  severe  cases,  from  gangrene  of  the  overlying  soft  structures. 
In  rare  instances  the  disease  may  assume  a  chronic  form,  and  the  gen- 
eral health  may  be  maintained  durijtg  a  period  of  years,  whilst  the 
sequestrum  slowly  disitUt^rates,  and  the  debris  is  carried  off  through 
sinuses. 

Diagnosis. — The  history  of  the  case,  establishing  the  fact  of  ex- 
posure to  the  toxic  eflects  of  phosphorus,  renders  the  diagnosis  ea.sy, 
A  pumice-like  appearance  of  the  sequestrum  and  of  the  new  bone- 
formation  has  been  described  as  characteristic  of  this  form  of  necrosis. 
The  author  has  observ'cd  this  deposit  on  some  of  the  specimens 
removed  by  him,  but  not  on  all. 

Treatment. — Tlic  treatment  of  phosphorus-necrosis  should  be  con- 
ducted on  the  .same  general  plan  as  in  ordinary  necrosi.s.  In  the  begin- 
ning .stage  the  treatment  should  be  directed  to  the  condition  of  the 
teeth.  If  cnllections  of  tartar  exist  about  the  necWs,  they  should  be 
carefully  and  gently  rcmovcci.  Diseased  teeth  should  receive  careful 
treatment,  so  as  to  relieve  the  sensitive  conditions  which  exist  and  to 
avoid  by  gentle  manipulation  the  development  of  peridental  inflamma- 
tion. Tcmporarj'  fillings  should  be  inserted  until  such  time  as  it  may 
be  prudent  to  employ  those  of  more  permanent  character.  Extraction 
of  diseased  teeth  should  be  performed  witli  the  greatest  care.  If  pos- 
sible, it  should  be  avoided,  owing  to  the  danger  of  provoking  irflamma- 
tion  by  the  laccratitm  of  the  structure,  The  soft  li.ssucs  should  be 
bathed  with  antiseptic  and  astringent  solutions. 

The  constitutional  treatment  should  consist  in  the  administration  of 
remcdic*  to  relieve  pain  and  promote  the  general  health,  and  of  agents 
which  may  possess  the  power  to  neutralize  the  cftects  of  the  poison 
and  arrest  the  disease.  The  commercial  nil  of  turjientine  has  been 
shnwn  by  experimentation  to  possess  antidntal  power.  The  patient 
shouUI  Im:  removed  at  once  from  the  influence  of  the  poison.  When 
the  inflammation  of  the  pcrio.stcum  i.s  well  established,  measures  should 
be  taken  to  arrest  the  action  and  thvis  limit  the  destruction  of  bone. 
Active  antiphlogistic  measures  arc  indicated,  free  incisions  of  llie  peri- 
osteum should  be  made,  and  internal  remedies  administeicd  to  combat 
the  inflammatorj'  action. 

If  the  inlliimniation  jws-ses  to  the  suppurative  .stage,  the  treatment 
should  be  supportivi-  and  expectant,  awaiting  the  separation  of  the 
sequcstnim.  Kffons  to  remove  the  necrosed  bone  before  this  occurs 
should  not  be  attempted,  as  experience  shows  that  these,  as  a  rule, 
will  result  in  an  extension  of  Ihe  disease.  Cleansing  of  the  mouth  by 
frequent  use  nf  hot  water  and  antiseptit:  solutions  shouhl  he  practised. 
The  sequestrum  should  Ik-  renioveil  ihrougli  the  mouih,  care  being 
taken  to  separate  the  lamina:  of  new  bone,  so  that  they  will  not  be 
fractured  or  drawn  away  with  the  sequestrum.  When  the  condyloid 
and  coronoid  processes  of  the  Icnver  jaw  are  involved,  disarticulation  is 
effected  by  dividing  the  structures  in  front  of  the  ramus.  In  some 
instances  it  may  be  necessary  to  divide  the  ligaments  of  the  articulation 
with  the  probe-pointed  bistoury'. 
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H3rperostosis  {Leonttasis  Ossea). — This  rarcaAection  usually  occurs 
in  connection  with  the  maxillae.  In  some  instances  the  bones  of  the 
skull  are  all  more  or  less  involved.  In  these  cases  the  cavities  of  the 
cranium  and  of  the  face  are  encroached  upon  by  the  thickened  bones, 
the  eyeball  may  be  forced  out  of  the  orbit,  and  the  nasal  fossa,*  become 
markedly  obstructed.  Nerves  which  traverse  canals  in  the  bunes 
aflfected  are  so  compressed  by  the  encroaching  bony  walls  that  their 
function  becomes  destroyed.     Sometimes  the  enlargement  of  the  bones 
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is  unifomi,  and  again  it  occurs  in  masses  or  bosses,  producing  great 
deformity  (Fig.  31). 

The  iMllKjlogic  chpncter  of  tbe  di*e«»c  bas  not  yet  been  deBiiilely  tlctennincd.  Heath 
rtf^rds  ic  a^  uiking  origin  in  an  inflamiiulory  affection  of  the  periosK^um  which  leads  to  the 
depokit  of  new  bone  ami  ihe  expaiuion  nml  filling  up  of  the  original  o.iveuiu  sLnicCurc  By 
otben  h  is  viewed  aa  a  manifestation  of  sjrphilis  or  nchiti&. 

The  disease  manifests  itself  at  an  early  period  of  life  and  advances 
very  slowly.  Its  presence  is  not  usually  recognized  until  deformity 
appears  as  the  result  of  the  increasing  thickness  of  tlic  bone  or  of  the 
bony  masses. 

Treatment. — Internal  remedies  are  ineHectual  in  arresting  the  prog- 
ress of  the  disease.  In  some  instances  the  up{icr  jaw  has  been  extir- 
pated.    The  bony  masses  may  be  ex[>osed  and  removed  by  the  chisel. 

Cysts. — Cystic  disease  appears  in  the  jaws  in  connection  with  the 
teeth  and  in  the  substance  of  the  bone. 

Two  forms  of  cysts  are  described  which  are  connected  with  the 
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leeth — the  first,  with  compleldy  (Jeveloped  teeth,  and  the  second. 
those  in  which  the  teeth  are  in  process  of  development  and  have 
not  erupted. 

The  first  form  is  of  inflammatory  origin,  occurrini;  at  the  apex  of 
discjiscd  teeth.  The  peridental  membrane  is  detached  from  the  root 
and  forms  a  .sac  which  contains  fluid.  The  cysts  vary  in  size  ;  in  most 
instances  they  are  smalt.  In  one  ca.se  recorded  by  Heath,  a  cyst 
attached  to  the  apex  of  the  root  of  the  last  molar  tooth  of  the  upper 
jaw  filled  the  whole  antrum. 

The  second  varictj"  of  cyst  connected  with  the  teeth,  the  dentigerous 
cyst  proper,  is  described  by  Tomes  as  caused  by  "  the  detachment  of 
the  investing  soft  ti.ssue  from  the  enamel  surface  of  the  tooth  by  a  small 
quantity  of  transparent  fluid  which  not  uncommonly  collects  in  the 
interval  m>  formed.  This  fluid  is  discharged  when  the  tooth  is  erupted  ; 
but  when  from  some  cau.sc  the  eruption  of  the  tooth  is  prevented,  it 
increases  in  quantity,  gradually  distending  the  surrounding  tissues  in 
the  form  of  a  cyst."  As  the  result  of  this  detachment  of  the  mem- 
brane, the  tooth  is  displaced  and  falls  to  the  bottom  of  the  cyst.  Some- 
times suppuration  occurs  in  these  sacs,  and  pus  may  escape  from  spon- 
taneous openings.  Again,  the  cyst-cavity  may  be  small,  little  or  no 
fluid  present,  and  the  tooth  firmly  fastened  in  it,  producing  the  condi- 
tion known  as  an  impacted  tooth.  The  cy.st.s  may  occur  in  connection 
with  any  of  the  teeth,  but  most  frequently  with  the  anterior  teeth. 
They  may  occupy  the  alveolar  j>roccss,  project  into  the  antrum,  or,  in 
rare  instances,  form  in  the  palatine  process  of  the  superior  maxilla,  on 
the  floor  of  the  nasal  cavity,  or  in  the  roof  of  the  mouth.  In  three 
cases  operated  upon  by  the  author  in  his  clinic  during  the  past  year, 
the  teeth  involved  were  the  canine.  All  were  firmly  impacted,  and 
section  of  the  teeth  showed  imjierfectly  developed  canals  with  the 
absence  of  pulp-chambers. 

Symptoms. — The  symptoms  which  attend  dentigerous  cysts  arc 
the  presence  of  swelling,  fluctuation,  which  may  be  elicited  by  pressure 
with  the  fingers,  sometimes  a  crackling  sound  when  (he  wall  is  thin, 
slow  growth,  painless  char:tcter.  and  the  absence  of  a  permanent 
tonth. 

Diagnosis. — The  diagnostic  point  of  most  value  is  the  absence  of  a 
permanent  tooth.  This,  however,  is  not  pathognomonic,  as  it  some- 
times happens  that  the  absence  of  the  full  complement  of  teeth  maybe 
accidental  or  may  belong  to  the  individual  as  a  matter  of  hereditation. 
Occasionally  a  temporary  tooth  occupies  the  position  of  a  permanent 
one,  and  careful  examination  -should  always  be  made  in  order  to  detect 
this  condition.  Exploration  with  the  exploring  needle  or  incision  into 
the  cysts  will  confirm  the  diagnosis  in  any  case. 

Treatment. — In  the  case  of  the  inflammatory'  cysts  developed  at 
the  a[>cx  of  the  roots  of  the  teeth,  extraction  reveals  the  presence  of 
the  cyst  and  cflects  a  cure. 

In  dentigerous  c>"sU,  In  which  the  encasing  wall  of  bone  is  thin, 
they  may  be  incised  by  a  strong  bi.stoury,  or  if  the  bone  is  thick  and 
strong,  by  the  chisel,  and  the  cysts  emptied  of  their  contents.  The 
cj'st  should  then  be  cleansed  with  hot  water  and  disinfecting  solutions 
and  packed  with  5  per  cent  iodoform  gauze.     Where  the  contained 
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tooth  is  firmly  impacted,  it  should  be  carefully  removed  with  the 
ticvalor  or  forceps,  so  as  to  avoid  injury  to  the  roots  of  adjacent  teeth. 
If  the  cyst-cavity  is  large  and  much  deformity  exists,  the  walls  should 
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be  crushed  in,  in  this  way  obliterating  the  cavity  by  approximation  of 
its  sides. 

Cysts  of  the  Lower  Jaw. — (^wing  to  the  structure  of  the  upper 
jaw  cysts  of  the  bone  rarely,  if  ever,  occur.  In  the  lower  jaw  this 
form  of  cyst  originates  in  the  cancellated  ti-ssue  of  the  bone.  Heath 
believes  the  cause  to  be  some  irritation  connected  with  the  roots  of  the 
teeth,  a  canccllus  expanding  and  producing  gradual  absorption  and 
obliteration  of  those  adjacent,  until  a  cyst  of  considerable  size  is  formed. 
They  may  be  unilocular  or  multihicular  and  contain  usually  a  viscid 
fluid.     Sometime.-i  they  produce  great  deformity  by  their  size. 

Symptoms. — -They  are  of  slow  growth  and  of  painless  character. 
Fluctuation  may  sometimes  be  determined,  with  crackling  of  the  wall 
when  thin. 

Diasrnosts. — Careful  examination  should  be  made  to  differentiate 
from  other  forms  of  tumors.  Through  error  in  some  cases  one  half 
of  the  jaw  has  been  excised,  an  operation  not  justifiable  for  this  con- 
dition. Exploration  with  small  trocar  or  needle  should  be  made  if  any 
doubt  exists. 

Treatment. — Cysts  of  the  lower  jaw  should  be  treated  in  the  man- 
ner advocated  by  J.  Mason  Warren,  by  incision  within  the  mouth, 
removal  of  the  contents  by  the  curet.  and  obliteration  of  the  cavity 
by  crushing  in  the  walls.  In  addition  to  these  measures  he  advised 
the  use  of  injections  to  maintain  a  sufficient  degree  of  irritation  to  favor 
the  dei^vosition  of  new  bone. 

Ttltuors. — The  upper  and  lower  jaws  are  very  frequently  the  .seat 
of  tumors,  both  of  the  benign  and  malignant  character.     The  morbid 


character,  containing  in  some  instances  masses  of  cartilage,  spicule 
of  bone,  or  cysts.     It  may  alsn  be  associatcH  with  sarcoma,  forming 

in  tht:5M.'  \annus  conihinattons 
chondrofibromas,  osteofibromas, 
fibrosarcomas,  and  fibromyx- 
omas. 

Kibrous  tumor)  may  de\*elop 
in  the  antrum  as  lobulatcd  ntasscs 
and  by  their  cx[>ansion  enter  the 
cavity  of  the  nose  or  eye,  or  pro- 
trude through  the  fadal  surface 
or  the  hard  palate. 

Srw/>fo>ifs.  —  Fibromas  arc 
characterized  by  the  symptoms 
of  b*.nit;n  tumors — slow  growth. 
painlrssnt->;s.  the  absence  of  any 
tendency  to  infiltrate  the  sur- 
rounding tissues,  firm,  unyielding 
consistence,  and  absence  of  any 
tendency  to  undergo  ulceration. 
They  produce  no  constitutional  depression. 

fymgmasis. — The  diagnosis  is  made  by  a  careful  examination  of  the 
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growth  and  a  study  of  its  history.  In  tlits  manner  it  may  be  distin- 
guished from  sarcoma  of  the  more  mahgnant  ty[»e  aruS  from  carcinoma. 

Treatment. — When  these  growths  occupy  the  external  surface, 
especially  if  small,  cither  pedunculated  or  sessile,  they  may  be  exposed 
and  removed  through  tlic  mouth.  They  may  be  removed  from  the 
cavity  of  the  antrum  by  a  similar  operation,  the  anterior  wall  of  the 
cavity  being  divided  by  a  strong  bistoury  i»r  chisel.  If  very  large,  it  is 
advisable  to  expose  them  by  section  of  the  cheek  and  detach  them  by 
the  periosteal  knife  or  elevator.  In  cases  of  recurring  fibroma,  it  i.** 
necessary  that  an  operation  of  greater  extent  should  be  pciformed.  the 
bone  being  \vidcly  cut  away  and  thoroughly  scraped  with  the  curcL 

Bnchondroma. — As  a  pure  growth  this  variety  is  extremely  rare. 
It  occurs  most  frequently  as  a  mixed  tumor,  in  combination  with  the 
fibroma,  myxoma,  and  osteoma.  It  may  attain  enormous  ."iize,  and 
when  developed  in  connection  with  the  upper  jaw,  it  may  invade  the 
various  cavities  of  the  face.     Usually  it  appears  in  early  life. 

Symptoms. — The  symptoms  of  enchoiidroma  arc  similar  to  those 
of  fibroma,  and  are  such  as  belong  to  benign  growths.  Appearance  at 
an  early  period  of  life,  lardy  growth,  absence  of  pain,  and  indisposition 
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to  undergo  ulceration,  with  firm  consistence  are  the  principal  symp- 
toms.    The  general  health  is  not  affected. 

Diagnosis. — During  life  and  prior  to  operation  it  is  difficult  to  distin- 
guish thU  form  of  tumor  from  those  which  belong  to  the  benign  group. 

Treatment. — KxtirT)ation  at  as  early  a  period  in  the  hi.story  of  the 
tumor  as  possible  is  the  proper  treatment,  before  it  has  caused  destruc- 
tion of  adjacent  structures  by  its  expansion. 
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Osteoma. — Osseous  tumors  or  exostoses  may  develop  in  connec- 
tion with  either  Jaw  and  from  any  portion.  Cases  of  osteomata  of  the 
antnim  have  been  rccortlcd  by  a  number  of  obser\'ers.  Osseous 
tumors  occur  mostly  in  old  or  niiclftle-aged  subjects,  and  arc  produced 
by  cxlenial  violence  resultinj^  in  diffuse  inflammation  of  the  periosteum. 
I-'ormerly  a  syphilitic  taint  of  the  s>'stem  was  believed  to  be  concerned 
in  their  production.  Their  attachment  to  the  bone  is  by  a  broad  base, 
and  they  often  grow  to  an  enormous  size. 

Symptoms. — The  tumor  is  essenlially  local  in  character,  and  pos- 
sesses all  of  the*  characlrristic  features  of  a  benign  growth.  Excessive 
hardness  is  a  pccnliarit}-.     The  general  heakh  is  unafTccled. 

Diagnosis. — Osteoniaia  are  to  he  differentiated  from  leontiasis  ossca, 
ossifying  periosteal  sarcomata,  and  odontomcs  of  larfjc  size.  Their 
extreme  hardness  distinguishes  them  from  Bbromata  and  cnchondro- 
mata.  When  doubt  exists,  the  introduction  of  an  exploring  needle  will 
determine  the  character  of  the  gmuih  by  the  resistance  ufTcred. 

Treatment — Exposure  by  incisions  through  the  mouth,  and  in  the 
case  of  antral  tumors,  division  of  the  anterior  wall  of  the  cavity,  with 
elevation  by  the  chisel  or  elevator,  constitute  the  methods  of  treatment 
to  be  pursued.  If,  owing  to  large  size,  such  procedure  is  not  practi- 
cable, the  tumor  should  be  uncovered  by  division  of  the  overlying 
structures  and  removed  by  the  chisel. 

Sarcoma. — Of  the  different  varieties  of  tumors  which  attack  (he 
jaws  the  sarcomatous  arc  by  far  the  most  common,  and  in  their  diverse 


FlO.  36. — Sarcoma  of  Uie  antrum. 


forms  they  occur  at  all  periods  of  life  from  infancy  to  old  age.  They 
appear  in  connection  with  the  different  portions  of  the  bones.  When 
developed  frora  the  alveolar  border  they  constitute  the  sarcomatous 
cpulides  which  have  already  been  described  (p.  45).     Sarcomatous 
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growths  may  be  peripheral  or  central  in  origin,  and  may  be  de\'elopcd 
from  the  periosteum  or  the  medulla. 

Twru  f(>nn«  of  pcrioMeal  Mrr<tma,  tiiffprin^  in  [Ulhologic  chnrarti-r,  pccMMit  llirmwlves. 
The  limt.  s  dfniie,  tirtn,  and  wnoolh  cruwlti,  c(«>»i»l*of  spindle-ccUfd  li**ue  ctunbiiicd  surae- 
tiinc^  wilh  ginni  cc1l»  ami  xjncul.c  of  Ixiiir,  giving  tl  on  ^-ciion  t)i«  a|i|ienrancc  of  nn  on1«}- 
tihninui.  Tumofs  uf  ihis  v«riclv  occur  in  yrmng  suhjccts,  are  iikiiaIK  ihc  result  of  injuiy  tu 
ihc  parts,  and  bk:  o(  slow  and  |nlinl^^^  gniwili.  Tlie  stuhiiI  fintn  *if  ptiiiwlriil  »rrunu 
ciifisisls  of  *mall  round  cells  wilh  spindlff-cclU :  it  is  of  softci  cnnsislcncy,  of  rapid  grovrch, 
atuining  l«Tf;c  size  in  a  »hurl  pcritMl  uf  time,  and  niay  uccur  at  laic  pcmnlh  of  \\\k.  When 
it  oriRinalcii  in  ihf  iinttum  i(  expands  the  walls  of  ihai  cavity  hy  its  growth,  and  may  pro- 
ject  inti>  the  na&c,  mouili,  pharyns,  or  even  iuto  the  ctnnial  cavity.  Centml  sarcoma  or 
myclotd  wrcoma  occtirt  mn>t  ftrqumdy  in  the  Inwrr  jaw,  and  tak(^4  origin  ftxtm  the  medulla, 
Mpnntliiif;  and  ex[janilirig  the  plaL»  of  Uic  bont;  MhJL-1i  form  a  capsule  for  it.  After  a  time 
tbi>  capiule  becnmcs  iih«nrhcd,  and  the  growth  mny  project  into  ihr  cMviltes  r>f  the  face  or 
CKlemally.  The  growth  beloLif^s  lo  caity  life,  and  in  rancly  seen  after  middle  life.  It  coii- 
*itt>  (A  giant  (rells  ecnbL-diled  in  n  Mfiunn  nf  ^|)indlr  celled  li«uie,  wilh  nrcaMonally  n  few 
found  cells-  On  secliori  it  presnith  a  liuctiilcnt  surface  of  n  (jrceni*h  tint.  When  it  invudei 
tbe  o«erlyit»K  sofi  siructures  il  prc^cnl*  nti  sppracance  chiM-ly  ^c^^tnlllil1J;  nirdnllnry  larci- 
soma.  In  some  ca>es  the  lutnor^  arc  very  vascular,  (he  ve<^ieU  enlarged,  givins  a  pulsating 
characicr  to  the  mass. 

Symptoms. — The  symptoms  of  sarcomatous  tumors  vary  with  the 
pathologic  character.     The  firm  periosteal  growth,  consisting  of  spindle- 


FlG.  37,— Central  or  mreloid  sarcoma  of 
the  upper  ]aw  :  pecliiralion  Itclow. 


Fit;.  3S.~4)arc(ima  of   the  body   of   the 
lower  jaw. 


celled  structures,  presents  the  symptoms  of  the  class  of  benign  tumors. 
Those  of  the  softer  forms — round-  and  giant-celled  varieties — possess 
features  more  or  less  characteristic  of  carcinomatou.s  growths. 

Diagnosis. — Sarcomata  of  the  difierent  types  arc  to  be  distinguished 
from  fibroma,  osteofibroma,  cystic  degenerations,  and  carcinomatous 
affections.  The  history  of  the  case,  with  the  symptoms,  age,  and  physi- 
cal characteristics  presented,  should  be  carefully  considered  in  arriving 
at  a  diagnosis. 

Trcatmatt. — The  treatment  .ihould  be  conducted  in  accordance  with 
the  character  of  the  growth.  The  tendency  manifested  by  all  forms  of 
sarcomata  to  recur  should  warn  tlic  surgeon  against  any  procedures 
other  than  those  which  involve  not  only  the  removal  of  the  growth, 
but,  to  a  greater  or  less  extent,  of  the  bone  from  which  it  springs.  In 
some  cases  in  which  a  general  invasion  of  the  surrounding  structures 
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existe,  no  operation  short  of  extirpation  of  the  entire  bone,  in  the  upper 
jaw,  and  of  one-half  or  more,  in  the  lower  jaw,  should  be  performed. 
It  may  be  possible  frequently  in  cases  of  small  tumors  to  extjosc  them 
sufficiently  and  remove  them  thoroughly  by  operation  through  the 
mouth.     This  method,  which  avoids  external  ciaitrices,  desirable  as  it 


Fig.  39. — Pcriofilcal  urcoma  of  the  lower  j»w,  thowing  ost'Cophytci  ( HorriRg ton's  cue). 

may  be,  should  not  be  employed  if  the  more  important  matter,  the 
complete  extirpation  of  the  morbid  nf^wth.  is  in  any  way  endangered. 
Carcinoma. — The  discussion  of  carcinomatous  affections  of  the 
jaws  may  be  limited  to  the-  considerations  of  the  epitheliomata,  as  the 
occurrence  of  the  other  forms  is  so  rare  as  to  make  their  existence 
problematical.  Kpilheiinnia  is  a  disease  of  later  pertiuls  of  life,  and 
may  apjK'ar  without  any  assij^nable  cause.  It  is  usually  limited  in 
position  to  the  maxi!lar>'  sinus  or  the  alveolar  or  palate  processes, 
taking  origin  in  the  glands  of  the  mucous  membranes.  When  it  orig- 
inates in  the  antrum,  its  rapidly  increasing  bulk  projects  the  walls  of 
the  ca\'ity  in  all  directions,  permitting  the  growth  to  enter  and  occupy 
the  ca\ities  of  tlie  face  or  the  cavity  of  the  cranium  ami  protrutle  as  a 
large  mass  on  the  face,  in  this  manner  producing  great  deformity.  As 
the  disease  advances,  ulcerative  action  supervenes,  copiou.s  oflcnsi^x 
discharges  occur,  accanipaiiled  in  some  instances  by  hemorrhages.  In 
the  later  stages  the  adjacent  lymphatic  glands  become  involved  and 
may  also  undergo  ulceration.  The  sj-stcmic  condition  of  the  j»atient 
rapidly  degeiK-rates.  the  strength  diminishts,  pain  Is  often  very  severe, 
a  peculiar  e.Kpressjnn  of  the  countenance,  cadaver-like,  appears,  and 
finally  death  results  from  exhaustion.  Un  section  the  mass  exhibits  a 
soft  consiittence  and  grayish  color. 
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Symptfffns. — The  symptoms  are  marked — in  alt  respects  characteris- 
tic of  malignant  grouths.  as  manifested  in  rapid  prowth,  presence  of 
pain,  and  disposition  to  infiltrate  the  surrounding  structures  and  under- 
go ulceration.  The  grave  constitutional  involvement,  with  tlic  accom- 
panying conditions  oi  extreme  exhaustion,  is  a  characteristic  symptom. 

Diagnosis. — The  diagnosis  is  not  difficult.  The  symptoms  are  so 
pronounced  in  their  characters  as  to  make  the  differentiaUon  from  all 
varii-'tics  of  tumors  easy. 

Treatment. — In  the  verj'  early  stages  of  the  disease  excision  may 
be  performed  with  the  promise  of  arresting  Its  progress.  If  pcrfurmed, 
the  operation  should  include  wide  remox-al  of  adjacent  structures.  In 
order  to  get  beyond  tlie  limit  of  the  morbid  tissue.  Partial  and  incom- 
plete operations  should  under  no  circumstances  be  undertaken,  as  they 
provoke  renewed  activity  of  the  disease.  In  the  late  stages  operative 
procedures  arc  ju.stified  for  tlie  purpo.se  of  relieving  suffering  from  the 
intolerable  conditions  present,  and  of  possibly  prolonging  life. 

The  Teeth.— The  care  of  the  teeth  and  the  treatment  of  the 
diseases  from  which  they  suffer  belong  so  exclusively  to  the  domain 
of  dentistry  that  but  little  is  left  for  the  consideration  of  the  general 
surgeon. 

During  the  progress  of  the  first  dentition  the  surgeon  is  called  upon 
to  relieve  the  irritation  produeed  by  tiu  eruption  of  the  tertk^  by  division, 
with  the  gum-lancet  or  bi.stour}',  of  the  overlying  gum-tissue.  Very 
serious  symptoms  arc  often  present,  and  grave  complications  sometimes 
attend  difficult  and  delayed  eruptions — as  disturbances  of  the  brain, 
stomach,  and  intestines,  resulting  in  convulsions  and  coma.  A  single 
incision,  the  knife  carried  into  the  tissues  until  it  comes  in  contact  with 
the  tooth,  is  sufficient  for  the  iiicisior  and  canine  teeth,  whilst  for  the 
bicuspid  and  molar  a  crucial  incision  is  required. 

Difficult  eruption  of  the  wisdom  tooth  in  adult  life  gives  rise  frequently 
to  serious  conditions,  as  trismus  with  exces.sive  pain,  swelling  of  the 
face,  and  constitutional  disturbance.  The  condition  may  be  due  to  the 
dense  character  of  the  overlying  gum-tissue  or  to  an  absence  of  suffi- 
cient space  in  the  alveolar  border  lo  accommodate  the  tooth. 

The  treatment  consists  in  the  free  division  of  the  i;um,  or  preferably 
the  removal  of  the  tooth,  the  patient  having  been  placed  under  the  in- 
fluence of  an  anesthetic  agent,  and  the  mouth  opened  by  wedges  or 
the  gag. 

DeformJtlM. — Defonnilies  of  rariouft  kindu  nuy  occur  in  thr  tcrth.  Tcm*  conditions 
conusi  in  (lisplncfrmrntv  fninran)  of  ihc  incisor  teeth  of  (hr  lower  >aw,  <)ue  to  the  hibil  nf 
thumb'KKkitig  dunn^  mfaiicj-,  tinpcrTei't  development  of  tlie  jaw,  itr  two  lone  retrulion  of 
the  decidunun  leelh.  The  trealmeni  cunsiiit!  in  ihe  remnvat  of  the  caiiv,  and  thr  adoption 
of  appliances  pnerting  continuous  ptw«urc  in  ortier  lo  force  the  leeth  into  llinr  pTO]>ct 
pout  ion. 

FHsii>ni  of  lb«  rooct  of  the  teeth,  with  t>ent  or  divergent  toot*,  ue  coadltioiu  »oinetimes 
met  with,  and  ^\w  rise  to  difficulty  in  eiiraciion. 

Sitp*rnHmfr>iry  ttttk  occur,  «•  a  rule,  in  connection  wilh  iW  anteri'M  tc^lh  tA  th^  upper 
jaw,  and  by  (heir  malpu^iiion  produce  much  deformity.  They  are  usually  ill  de^elc^ied, 
■nd  the  proper  treatment  i*  their  eKtmction.  An  «b*cncc  in  the  full  comptcmcnt  of  teeth  i* 
aanlelilnc^  iiliwi^eil  oji  a  niulter  of  hnedJIy.  Afrnormal  rnlargentent  .■HiiiietiiiiF3  occurs  in 
connmion  wilh  the  indaor  and  molar  teeth,  (tivinRrisc  loan  QnKi|{httyap|)nir>ncr.  S'tii,-ktit 
tttfh,  (lc<f  hbed  by  Jonathan  Hutcliintoo,  are  iceti  in  the  deciduous  and  permanent  let 
of  teeth  of  the  Tuliject*  of  hereditary  sypbilii. 

Dislocation. — As  the  result  of  external  violence  a  tooth  may  be 
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dislocated  Sometimes  this  occurs  in  iil-directcd  efforts  at  e?ctraction. 
Immediate  replacement  should  be  made,  the  alveolus  having  been  com- 
pletely cleansed  and  the  tooth  cleansed  and  disinfected.  It  should  be 
pressed  into  the  socket  with  firmness  and  the  Jaws  held  together  by  a 
firm  bandage. 

As  the  result  of  grtat  violence  a  tooth  may  be  forced  through  it 
socket.  This  accident  is  mo.st  liable  to  occur  in  connection  with  the 
teeth  of  the  upper  jaw  which  are  in  intimate  relation  with  the  maxillary 
sinus.     They  can  be  drawn  into  position  with  the  forceps. 

Fracture. — 1-Vacture  may  be  produced  by  violence,  as  by  a  blow^  oH 
fall,  or  by  the  ciTort  made  in  masticating  hard  substances.     The  crown 
or  the  root  of  the  tooth  may  be  broken.    When  the  former  is  fractured 
it  should  be  cut  away  and  an  artificial  crown  attached  to  the  root  by 
pivots  and  band.    After  fracture  of  the  root,  union  takes  place  as  in  bone. 

Caries. — This  very  common  affection  of  the  tooth  may  be  in  ehher 
the  enanicl  or  in  the  dentine  beneath.  The  investigations  of  Miller 
have  shown  that  the  active  cause  exists  jm  bacteria  whicli  arc  found  in 
the  moutli  in  large  number. 

The  predisposing  causes  are  defective  condition  of  the  enamd' 
exposing  the  dentine,  ab.sorption  of  the  enamel  due  to  pressure  from 
crowded  teeth,  and  the  presence  of  food  and  sub.stances  between  the  teeth 
in  a  stale  of  decomposition.  Pregnancy,  ill  health,  digestive  disturb- 
ances, and  hereditary-  conditions  are  also  predisposing  causes.  Among 
the  exciting  causes  may  be  included  acid  condition  of  the  .secretions  in 
the  mouth  and  the  invasion  of  the  dentine  after  exposure  by  micro- 
organisms, as  the  Lcptothrix  buccalis. 

Espomre  r>r  lh«  dentine  g<rr»  ri!«  to  a  condilion  dcKribed  ai  senntive  dentine,  iccoat- 
panivd  by  [naiii.  Wlieii  tiie  pnlpcavKy  in  o|)enr(l  ihe  cx)xjMirc  of  the  pulp  Iw  mlma^phcfic 
influcnres  urd  lh<r  conlsct  with  parTtHes  of  fond  provok^^  inilnmrnation.  As  the  result 
excGWvc  pain  occun,  owiitg  to  the  ptcvture  rxerted  in  the  pulp-r.-ivity. 

The  treatment  o%  ciries  is  the  work  of  iho  dcniUt,  and  consists  In  ihe  exraratinn  of  the 
civitY  fonncd,  so  u  to  remove  all  <li»c3»«l  (iwue.  and  then  in  the  6]lingof  it  with  some 
nuilerial  thai  will  encEude  the  agencies  rancemed  in  ihe  prmtudion  vA  the  morbid  uriion. 
When  the  [jutp  i»  invtiWed.  il  i«  import.inl  ihjit  ll\i«,  with  the  txmlenU  of  (lie  rool-oiHBls, 
bbould  be  cutnpleteljr  removed,  in  nrtler  thai  nu  liuue  should  renuin  tu  undci^  dccgmposi- 
tion  ftnd  ihufi  pmvnke  inthtrnmitlOirY  nriion. 

The  [ifevniliiiii  iif  rarin  by  the  frriiuriit  jtnd  pro))eT  rleansinfr  of  llir  minith  xml  terth 
with  lrM]th-bru<ih  and  aniisrplii:  «ilutinn<i  mid  loiilh-powden.  so  ns  \v  rem^ive  nil  partidn  of 
fixxl  (rum  Ibe  tnoulh  onil  ilie  «pare«  belwiifii  Ihr  teeth,  ond  the  c«rv  o(  the  generiil  hesltli 
■K  mnKcri  ti\  pnrnmounl  imporlan-ce  at  all  periods  of  life. 

NCCrOAla. — lixlemal  vioLctice.  certaip  morbid  condition?,  a*  sy-phi1ii>  and  MoHiuliUf  oimJ 
(he  c\ct^\c  use  tif  mercury  may  destroy  the  vascular  supply  iq  the  iccih  and  result  in 
necroaia.  A  marked  change  in  color  occurs.  'I"he  iccth  assume  n  dull  yellowish,  browniib, 
or  blacltUh  hue.  atid  evenluutly  hec-ome  detached  from  the  alveolus.  If,  by  their  presence, 
irritation  is  prodiKwI.  t1icy  «hmi1d  be  cKlractcd. 

Odontalfcja. — Toothache  may  occur  in  connection  with  inflamma- 
tion at  the  apex  of  the  rnot  of  the  tooth,  as  the  result  of  exposure  of 
the  pulp,  or  of  morbid  conditions  in  this  structure.  In  all  cases  of 
odontalgia  the  cause  should  be  carefully  investigated,  and  cflorts  by 
treatment  instituted  before  extraction  is  resorted  to.  To  afford  tempo- 
rar\'  relief,  pledgets  of  absorbent  cotton  saturated  with  chloroform,  oil 
of  cloves,  creasote,  or  carbolic  acid  may  be  introduced  into  the  cavities, 
and  the  gum  painted  with  equal  parts  of  tincture  of  iodin  and  tincture 
of  aconite.  The  patient  should  consult  the  dentist  without  delay,  in 
order  that  treatment  for  permanent  relief  may  be  promptly  instituted. 
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Extraction  of  Teeth. — This  is  an  optrration  which  the  surgeon  may 
be  called  on  to  perform  for  conditions  other  than  caries  of  the  teeth, 
such  as  occur  in  connection  with  the  extirpation  of  morbid  jjrowths, 
and  various  operations  on  the  jaws.  Simple  as  it  may  seem,  it  is  an 
operation  which,  in  its  proper  performance,  requires  judgment  and 
skill. 

Dislocations  at  the  tcmpuro maxillary  articulation,  fracture  of  the 
alveolar  process  of  the  upper  jaw  to  such  extent  as  to  open  the  max- 
illary sinus,  and  complete  fracture  of  tliir  lower  jaw,  have  been  recorded 
as  accidents  attending  unskilled  efforts  at  extraction.  Skill,  united 
with  properly  applied  force,  is  required  for  successful  performance  of 
the  operation.  Owing  to  the  abnormal  condition  of  the  rooLs  of  the 
teeth,  it  may  be  impossible  in  certain  cases  to  ]M.Tform  extraction  with- 
out greater  or  less  laceration  of  the  process.  In  performing  extraction 
the  gum  about  the  tooth  should  bo  iiidsed  and  the  forceps,  adapted  by 
the  construction  of  its  beaks  to  tfie  particular  tooth,  should  be  applied 
as  near  as  possible  to  the  neck  of  the  tooth.  In  the  extraction  of  the 
incisor  and  canine  teeth  rotation  with  traction  should  be  employed. 
I-ateral  motion  with  traction  should  be  used  in  dislodging  the  bicuspid 
and  molar  teeth. 

Hemorrhage  after  Extraction. — Ordinarily  the  hemorrhage  follow- 
ing tooth-e,\traction  i.s  slight  and  cease.i  .spontaneously.  In  some  c:tscs, 
however,  it  may  be  profu.se  and  continue  for  some  time,  causing  anxiety. 
In  persons  sufifering  from  hemophilia  or  purpura  hemorrhagica  the 
bleeding  may  be  so  persistent  as  to  cause  a  fatal  result.  Extraction 
should  not  be  performed  in  persons  suffering  from  the  hemorrhagic 
diathesis. 

The  methods  of  treatnunt  employed  in  arresting  hemorrhage  after 
tooth -extraction  consist  in  plugging  the  cavity  witli  pieces  of  S]ionge, 
cotton,  or  gauze  which  have  been  charged  with  some  styptic,  as  solu- 
tions of  alum,  tannin,  subsulphate  of  iron,  confining  the  plug  in  posi- 
tion with  a  compress  between  the  teeth,  and  holding  the  lower  jaw 
firmly  against  the  upper  by  a  roller  bandage  over  the  head.  If  these 
measures  are  not  effective,  the  cavity  may  be  touched  freely  with  the 
pencil  of  nitrate  of  silver,  or  the  actual  cauter\'  may  be  applied.  Con- 
joined with  these  measures  ergot  may  be  given  internally.  Digital 
compression  of  the  common  carotid  artcr>*  may  be  employed,  and 
finally  ligature  of  the  vessel  may  be  resorted  to  in  order  to  avert  a 
fatal  termination. 

Odontomata  {Tooth-tumors). — Tliese  tumors  consist  of  the  tissues 
entering  into  the  compo.sition  of  the  teeth — enamel,  dentine,  and 
cemcntum — in  varying  proportions,  and  their  enveloping  membranes, 
and  take  origin  from  the  germs  of  teeth  or  from  those  which  are  in  the 
process  of  growth.  Sutton  describes  seven  varieties,  among  them  the 
MHcular  Oihmtome .Vi^xiC^  has  already  been  considered  under  the  head  of 
the  Dentigerous  Cyst  (p.  54  and  Fig.  32).  The  wall  of  the  cyst  is  repre- 
sented by  the  follicle  of  a  tooth  which  ha.s  not  erupted,  and  the  tooth 
either  partially  or  completely  developed  rests  in  the  cyst  usually  in  an 
abnormal  position.  In  the  compound  follicular  odontome  the  thickened 
capsules  of  one  or  more  non-erupted  teeth  unite  and  undergo  ossifica- 
tion separately.     Such  cysts  usually  contain  numerous  denticles  with 
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small  masses  of  cemenlum.  The  fpitheOai  odontome  resembles  the 
cyst  of  the  lower  jaw  already  described  (p.  55).  They  consist  of  a 
collection  of  cysts  which  contain  a  visdd  fluid  oi  brownish  color. 
When  ulceration  of  the  mucous  membrane  covering  ihcm  occurs,  they 
have  the  appearance  of  epithelioma,  and  may  be  mistaken  for  myeloid 
sarcoma.  \ 

In  some  instances  the  fibrous  sac  of  the  tooth  in  which  it  is  devel- 
oped becomes  thickened,  and  thus  prevents  the  eruption  of  the  tooth, 
forming  the  fibrous  odontome.  These  tumors  are  cystic  in  character, 
and  on  examinaiion  arc  found  to  consist  Kirgdy  of  fibrous  tissue. 

Ccfncntomrs  atV'  odmilainnt<^M^  tumon  cunsisling  of  ci-iiirnium  in  whkh  llie  lootb   ii 
embedded.     Radiated  udunicxuro  arc  Uimors  connuclcd  witli  the  ruotn  of  the  Iccth,  and  are 
dcflcribrd  usually  as  ncosto»c«  which  con^st  of  ccmcDtutn.     Cemcntomos  are  occasioimll^  j 
found  in  the  hiunan  subject,  tnutr  frc(]ueiitly  in  the  hume  and  luwcr  order uf  aoimnls.    Com*  J 
pusile  cKlontonm,  the  most  interesting  raricty  of  the  group,  consist  of  the  elemenlit  nf  ih«  | 
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Kir.,  40. — Compoiite  o<luntonin  of  ujipLT  j^«. ,  fL'niotL'a   l>y  iwo  opciauon*  i  Warren  Siuicuni  i. 

tooth  germ,  eiuimcl,  denline.  and  temeiiium.  fu*ed  together  in  an  irrcRuUr  mass.  They 
nwjr  ariite  from  otic  ot  more  ([rnns  of  the  teeth,  and  do  nJ>t  po!we«  any  rencmhlnnce  in  «hape 
to  the  tcclh.  Tlicy,  howcfer,  powe.i»  the  featute«  uf  the  teeth  »o  far  as  reUle*  to  the  pn^eu 
of  cni(Jtion  which  ihcy  altcmpl,  cTcaling  iymptom*  whirh  dirrrl  niti-nlioii  Hi  llieir  chamcter. 
Thcy  appear  more  licqueiitly  in  the  Itiwcr  jaw.  In  the  upper  jaw  they  grow  to  a  larger 
lix«,  ana  in  some  case&  occupy  and  fill  the  cavity  of  the  aniniin. 

Odontoraes  arc  encapsulated  growths,  and  manifest  the  symptoms 
of  benign  tumors.  Their  differentiation  from  other  tumors  is  impor- 
tant in  order  that  the  proper  operative  procedures  should  be  under- 
taken. Enucleation  can  be  in  all  instances  efl*ected  with  little  or  no 
sacrifice  of  the  bone.  E,\dsion  of  tlie  jaw,  which,  under  a  mistaken 
diagnosis,  has  been  performed,  is  not  justifiable.  Careful  examination 
should  always  be  made,  therefore,  to  determine  the  character  of  the 
growth. 
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Closure  of  the  Jaws. — Tliis  afll-ction  occurs  in  two  forms — the 
spasmodic,  or  temporary',  ami  tlic  chronic,  or  ptririatiL-nt.  The  former 
is  usually  ihc  result  of  some  condition  wJiicli  aficcts  the  motor  fila- 
ments of  the  third  division  of  tlie  fifth  nerve,  causing  spasmodic  con- 
traction of  the  elevator  muscles  of  the  lower  jaw.  Among  the  causes 
maj'  be  enumerated  the  delayed  or  difficult  eruption  of  the  third  molar 
or  wisdom  tooth  of  the  lower  jaw,  tumors  v(  the  jaws,  alveolar  abscess 
in  connection  with  tlie  posterior  teeth,  necrosis  of  the  jaws,  suppura- 
tive tonsillitis,  anci,  finally,  tetanus.  Tlie  treatment  of  the  temporary 
form  of  jaw-closure  consi.sts  in  the  removal  of  the  causes.  In  cases  of 
impeded  eruption  of  the  wisdom  teeth  the  mouth  should  be  opened  by 
levers,  the  patient  bcin^;  placed  under  the  inRuence  of  an  anesthetic, 
and  the  offending  organ,  which  is  not  infrequently  found  to  be  an  im- 
perfectly developed  tooth,  extracted.  For  the  removal  of  the  other 
causes  stated  the  treatnieni  is  obvious. 

Permanent  jaw-closure  may  he  due  to  conditions  which  attach  the 
alveolar  processes  of  the  jaws  firmly  together  or  to  those  involving  the 
tcmporomaxillary  articulation.  Union  of  the  alveolar  borders  may  be 
accomplished  through  the  formation  of  cicatricial  tissue  or  of  an  osse- 
ous band.  The  former  is  the  result  of  inflammation  attacking  a  portion 
of  the  entire  buccal  mucous  membrane,  in  fonner  years  caused  most 
frequently  by  the  excessive  use  of  calomel  pnKlucing  severe  pt>'a]ism. 
The  formation  of  the  osseous  band  may  depend  upon  injiirj-  to  the 
parts  or  arthritic  inflammation,  leading  to  the  deposit  of  plastic  matter 
and  the  conversion  of  their  substance  into  osseous  tissue.  The  bridge 
of  bone  may  exist  between  the  alveolar  borders  or  extend  from  the 
lower  jaw  to  the  temporal  bone.  Jaw-closure  due  to  ankylosis  of  the 
temporomaxillary  articulation  may  occ!ir  as  a  result  of  inflammation 
attacking  the  joint,  frenuently  rheumatic  in  character,  or  as  the  result 
of  inflammation  following  injuries,  a.s  blows  or  fracture  of  the  neck  of 
the  condyle  of  the  jaw. 

The  pathologic  conditions  causing  jaw-closure  may  exist  on  one  or 
on  both  sides — unilateral  or  bilateral. 

The  symptoms  are  marked  ami  tlie  diaKnosis  is  not  difficult.  Where 
it  is  due  to  in\'oIvcmenl  of  the  joints,  il  may  be  in  some  cases  difllicult 
to  decide  which  one  is  afTccted.  The  histon.'  of  the  case,  with  a  care- 
ful examination  of  the  parts,  will  remove  the  difliculties.  Deviation  of 
the  jaw  to  the  afifected  side  sometimes  occurs.  When  this  symptom  is 
present  it  will  aid  in  making  a  diagnosis. 

The  treatment  of  jaw-closure  has  claimed  much  attention  and  has 
taxed  the  ingenuity  aiul  skill  nf  the  surgeon  from  the  beginning  of 
ojxrative  interference.  For  the  relief  of  jaw-closure  due  to  cicatricial 
contraction  the  simple  division  of  the  ban<ls  was  employed,  but  without 
permanent  result,  rc-formation  of  the  cicatrix  inevitably  occurring,  with 
greater  contniclion,  Excision  of  the  cicatricial  mass,  with  and  without 
the  transplantation  of  mucous  membrane  or  integument,  has  been 
equally  unsuccessful,  The  formation  of  a  false  joint  in  the  body  of 
the  hone  in  front  of  the  cicatrix,  .idvocated  by  Esmarch  in  1851. 
and  practised  by  himself  and  Rizzoli,  accomplished,  when  the  false 
joint  was  successfully  made,  the  opening  of  one-half  of  the  mouth 
to  slight  extent  Tliis  operation  is  of  no  avail  when  the  affection  is 
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bilateral.     The  employment  of  the  external  incision  produces  a  disfig- 
uring cicatrix,  especially  objectionable  in  females  (Mp.  41). 

The  author  has  overcome  the  difficulties  attending  the  accomplish- 
ment of  successful  results  in  these  cases  by  the  following  method  ofii 


Fig.  41.— Opn^tion  in  from  nf  cicatrix,  cpcninft  htii  onc>hnl(  o(  ihc  moulh  and  Icuvjng  cicalric] 

operation ;  At  the  time  of  operation  the  cicatricial  mass  is  freely  di\'ide<I 
on  one  or  both  sides,  as  the  case  may  be,  and  by  the  means  of  wedges 
and  levers  the  mouth  opened  to  the  fullest  extent.  A  long-handled, 
slightly  cui-ved  needle,  armed  with  a  strong  aseptic  twisted  silk  ligature 
of  sufficient  length,  is  introduced  at  the  angle  of  the  mouth  on  the 
inner  surface  and  carried  carefully  into  the  space  between  the  cicatriciaJ 
mass  and  buccmator  muscle,  the  point  being  made  to  emerge  at  the 
position  of  the  last  molar  tooth  of  the  lower  jaw.  The  hgaturc  is  now 
seized  with  the  forceps,  the  needle  withdrawn,  and  the  ends  arc  tied,  the 
ligature  lying  loosely  in  the  channel  thus  formed.  The  spaces  formed 
by  the  division  of  the  cicatricial  mass  are  now  packed  with  strips  of  5 
per  cent,  iodoform  gauze.  The  purpose  being  to  form  behind  the  cica- 
tricial tissue  a  canal  lined  by  mucous  membrane,  the  ligature  is  drawn 
backward  and  forward,  and  a  curved  probe  is  from  lime  to  time  passed 
through  it  At  the  end  of  tlircc  days  the  mouth-gag  is  gently  used, 
and  its  use  thereafter  continued  daily,  increasing  gradually  the  extent 
to  which  the  mouth  is  opened  (Fig.  42).  At  the  end  of  the  third  or 
fourth  week  a  grooved  director.  cur\'ed  in  proper  manner,  is  introduced 
into  the  canal,  and  a  blunt-pointed  bistoury  is  carried  along  the  groove, 
dividing  the  remaining  cicatricial  tissue  as  it  advances.  At  this  time  it 
will  be  found  that  the  canal  is  lined  with  mucous  membrane,  so  that 
reunion  of  the  divided  cicatricial  tissue  cannot  occur.  In  order  that 
the  function  of  the  muscles,  joints,  and  other  tissues^  which  by  reason 
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of  long  disuse  have  become  rigid,  may  be  restored,  the  patient  is 
required  to  continue  the  use  of  the  gag  for  a  period  ranging  from  two 
to  three  months.  In  the  meantime  the  alveolar  processes,  from  which 
irregular  and  distorted  teeth  have  been  removed,  have  undergone  absGr(>- 
tion  and  arc  ready  for  the  adaptation  of  artificial  dentures  (Fig.  43). 


t 
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Fig.  4a. — Author'*  gsg, 


Fig.  43. — Result  after  dirbion  of  cicatricial  tinue. 


The  treatment  of  jaru>-chsur€  due  to  the  formation  of  an  osseous  bridj^e 
consists  in  the  section  of  the  bridge  with  the  metacarpal  saw  and  the 
use  of  the  gag  to  open  the  mouth  and  restore  the  function  of  the  dis- 
used structures.  If  the  mass  is  large  the  segments  may  be  rt-moved 
with  the  chisel  or  dental. burr. 

In  fibrous  ankylosis  of  the  temporomaxiUnry  articulation,  causing 
jaw-closure,  the  treatment  con.sist.s  in  the  u.se  of  force  to  break  up  the 
adhesions,  the  patient  being  under  the  influence  of  an  anesthetic,  and 
the  restoration  of  the  function  of  the  joint  by  pa.ssive  motion. 

Jaio^chsure  due  to  osseous  ankylosis  may  be  relieved  by  exsection  of 
the  condyle  by  an  external  indsioii.  Simple  section  of  the  ramus  as 
practised  by  Diffenbach  is  not 
.sufficient,  owing  to  the  difflcuhy 
of  establishing  a  permanent  false 
joint  by  this  method.  In  order 
to  secure  a  freely  movable  and 
permanent  false  joint  the  au- 
thor has  practised  the  following 
method  of  operation :  An 
opening  being  made  beneath 
tJic  masscter  muscle,  ^  to  i 
inch  above  the  level  of  the 
crown  of  the  last  molar  tooth  of 
the  lower  jaw.  a  blunl-pointcd 
histourj-  is  pa«ised  from  within 
the  mouth,  scpaniting  the  muscle 
to  sufficient  extent  to  introduce 
the  Adams  saw.  With  this 
instrument  the  ramus  is  divided,  if  the  section  is  made  on  the  line 


FiO.  44. — Iropmuon  ol  mouth  bcfan  openiltun. 
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given.  \  inch  above  the  position  of  the  inferior  dentu 
into  which  pa-sscs  the  inferior  dental  arterj'  and  nerve.  Int 
ing  made  the  lion-j;i\ved  forceps  arc  introduced  and  the  upp 
seized.  The  blunt-poiutecl  bistoury  is  u-scd  to  divide  the  p 
sertion  of  the  lempora!  and  external  pterj'goid  muscles,  a 
is  made  to  twist  the  segment  out  of  position.  The  cavitj* 
the  removal  of  the  upper  segment  of  the  ramus  is  packec 
centiodoform  gauze, which  serves  the  purpose  of  separatini 
and  expanding  it,  as  well  as  of  controlling  any  hemorrhage 


FlO.  45. — Closure  o(  twenly-scven  vean' 
duraiioTi,  due  to  osseovis  ankylosis  of  tcm* 
poromnxillnry  anicuUlion,  ihowing  non- 
devdopfneni  of  lower  Jaw. 


Fk;.  4$.— Result  aflci  op* 
ion  (A  upper  Ihlrd  of  nmu: 
ftnd  comnoid  process  of  jk 
mouth. 


occur.  Repacking  of  the  caxn'ty  should  be  practised  on  th 
and  ever)'  seconti  day  thereafter,  di-s infecting  solutions  bei: 
cleanse  it.  The  gag  should  be  used  to  overcome  the  rig 
opposite  joint  and  of  the  muscles,  occurring  as  the  resul 
LatCTul  displacement  of  the  jaw  does  not  follow  the  remn 
upper  portion  of  the  ramus,  and  the  joint  formed  is  cap 
freely  movable. 

DISEASES  OF  THE  PHARYNX  AND  TONSILS. 

Pharyngitis. — Acute  catarrhal  inflammation  of  the 
generally  associated  with  that  of  the  palate  and  tonsils,     j^ 
pendent  afilction  it  may  be  caused  by  cold,  by  the  ingcstic 
rosive  substance  or  of  hot  water,  or  by  the  inhalation  of  sti 

The  symptoms  vary  with  the  intensitj'  of  the  disease 
cases  the  patient  experiences  a  sensation  which  he  describes 
throat,"  \vith  difficult  deglutition,  a  "hawking"  cough,  a 
secretion  of  thick,  tcn.icious  mucus.  In  severe  cases,  ina 
and  spasm  are  present,  with  regurgitation  on  attempts  at 
Hoarseness  of  the  voice  occurs  with  swelling  of  the  neck 
base  of  the  jaw  and  below  the  car.  The  linitig  membrane 
deep-red  color,  the  foUicles  are  enlarged,  and  ropy  mucus. 
sionally  plastic  matter,  covers  the  surface.    The  constitutii 
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toms  arc  marked  in  some  instances.  The  inflammation  may  extend 
through  the  Eustachian  tube  to  the  middle  ear,  producing  "otitis  media" 
alon^i  with  the  symptoms  referable  to  this  disease. 

The  treatment  of  phar>'ngitis  consists  in  the  use  of  constitutional 
and  local  remedies.  It  should  begin  with  the  administration  of  a  brisk 
cathartic,  followed  by  anodyne  and  diaphoretic  agents.  Local  reme- 
dies, antiseptic,  astringent,  and  detergent,  should  be  applied  by  inhala- 
tion, as  sprays,  washes,  and  by  painting  with  brush  or  sponge.  Wet 
compresses  or  an  ice-bag  may  be  apphed  around  the  neck.  Tincture 
of  the  chlorid  of  iron  and  chlorid  of  potassium  may  be  given  internally 
in  the  severer  forms. 

Follicular  Phaxyiigitis. — In  this  form,  which  is  usually  conse- 
quent upon  repeated  attacks  of  acute  catarrhal  pharyngiti.*;,  associated 
with  dechning  health  or  pulmonary  di-scasc,  the  foHicles  or  lymphadc- 
noid  tissue  in  the  mucous  membrane  become  hypertrophied  by  infihra- 
tion.  The  hypertrophied  follicles,  as  the  disease  advances,  increase  in 
size,  and  form  by  their  coalescence  numerous  elevations  on  the  phaiyn- 
geal  surface,  which  may  extend  to  the  fauces  and  nasophar)'nx.  In 
the  exudative  variety  the  follicles  become  filled  with  cheesy  contents, 
consisting  of  disintegrated  epithelial  cells  and  small  calcareous  i>arti- 
cles.  Granular  phar>'ngitis  is  called  commonly  clergymen's  sore  throat, 
as  this  class  of  men  is  thought  to  be  more  subject  than  any  other  to 
the  afTection.  It  sometimes  appears  as  one  of  the  manifestations  of 
specific  disease. 

Symptoms  of  digestive  disorders,  persistent  cough,  with  deterioration 
of  the  general  health,  usually  attend  the  presence  of  follicular  pharyn- 
giti.s.  An  inspection  of  the  pharynx  leads  to  the  determination  of  the 
diagnosis. 

The  treatment  includes  the  use  of  constitutional  and  local  reme- 
dies. If  a  cause  can  be  ascertained  to  exist,  it  must  be  removed. 
Internal  remedies  should  be  administered  with  a  view  to  correct  any 
disorders  of  the  digestive  tract,  and  to  restore  the  patient's  general 
health  change  of  mode  of  life  and  climate  is  sometimes  required.  The 
use  of  alcohol  and  tobacco  should  Se  interdicted,  and  rest  from  use 
of  the  voice  in  public  speaking  should  be  enjoined. 

The  local  treatment  should  have  for  its  object  the  promotion  of 
absorption  of  the  hypertrophied  tissues.  For  this  purpose  iodin  and 
its  preparations  are  indicated  as  local  applications.  Nitrate  of  silver  in 
a  solution  of  40  grains  to  the  ounce  of  water  may  be  applied  cautiously 
to  the  surface  with  a  brush  to  stimulate  the  absorptive  action.  Tincture 
of  the  chlorid  of  iron  in  undiluted  form  is  of  value  as  a  local  applica- 
tion by  reason  of  its  energetic  astringent  power.  Astringents,  as  alum 
and  tannin  in  solution,  may  be  used  in  the  form  of  spray  or  by  insuffla- 
tion. If  the  disease  fails  to  yield  to  the  usual  methods  of  treatment, 
the  hypertrophied  follicles  maybe  destroyed  by  very  careful  application 
of  caustic  remedies  or  by  the  Paquelin  cautcr\-.  When  dependent 
upon  a  syphilitic  taint  of  the  system  specific  remedies  should  be  admin- 
istered. 

Uembranotis  (IMphtheritic^  Pharyngitis.— This  form  of  phar- 
yngitis is  characterized  by  the  formation  of  a  membrane  upon  the  sur- 
face of  the  mucous  membrane  of  the  pharynx.    This  membrane,  as 
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recent  investigations  have  established,  is  formed  by  the  diphtheria 
bacillus,  discovered  by  I^ffler.  and  begins  in  small,  drcutar,  grayish- 
while  |ialches.  which  ircrease  in  extent  and  finally  coalesce,  often  cov- 
ering the  soft  palate,  tonsils,  and  pharynx.  The  membrane  may  be 
thrown  off  and  recovery  ensue,  or  a  fatal  termination  may  take  place 
as  a  result  of  an  extension  of  llie  disease  to  ihe  larynx  and  bronchi, 
and  of  systemic  intoxication  by  the  toxins  engendered  by  the  bacilli  or 
infectious  myocarditis,  producing  heart-paralysis  (Tillmans).  In  the 
mild  form,  which  has  been  termed  membranous  croup,  the  superficial 
layer  of  the  mucous  membrane  is  involved.  In  the  severer  form 
(diphtheria)  the  entire  membrane  is  affected.  The  inflamniator>'  prod- 
uct consists  of  fibrin  and  cells,  and  in  the  one  instance  rests  upon  the 
mucous  membrane,  while  in  the  other  it  iniiltratcs  the  mucous  mem- 
brane. It  is  a  local  infectious  disease,  and  occurs  in  certain  localities 
in  the  endemic  and  epidemic  forms.  In  the  severe  form  the  toxcnnic 
efTect  upon  the  general  system  may  be  profound,  causing  glantiular 
involvement,  pneumonia,  myocarditis,  diarrhea,  albuminuria,  and  paral- 
ysis, local  and  general.  The  membrane  may  extend  into  the  nose, 
through  the  Eustachian  tube  into  the  middle  ear.  into  the  mouth, 
through  the  esophagus,  into  the  stomach,  into  the  larynx  and  bronchi. 
establishing  the  most  serious  comj>lications. 

The  symptoms  are  so  marked  a-s  to  render  the  diagnosis  compara- 
tively easy.  A  positive  diagnosis  can  be  made  only  by  a  bacteriological 
examination,  which  should  be  made  in  ever>'  case. 

The  treatment  of  diphtheritic  pharj'ngitis  relates  to  the  adoption 
of  local  measures  and  remedies  to  combat  the  systemic  infection.  The 
patient  should  be  isolated  and  kept  under  the  best  sanitary  conditions. 
The  local  measures  which  may  Iw  employed  are  very  numerous,  as  arc 
also  the  conslitutieinal  remedies  which  Iiave  from  time  to  lime  been 
administered.  Inhalations  of  the  vapor  from  slacked  lime  have  been 
used  with  a  view  to  dissolve  the  inflammator)'  membrane.  Solutions 
of  lime  water,  lactic  acid,  and  lysol  are  also  used  as  washes  and  gai^les. 
The  application  of  tincture  of  chlorid  of  iron,  nitrate  of  silver,  diluted 
carbolic  acid,  i  :  lOOO  solutions  of  bichlorid  of  mercury,  glycerin- 
bichlorid  solution  (l  ;  20).  solutions  of  hydrogen  peroxid  in  equal  parts 
of  water,  and  olln-r  disinfectant  and  astringent  remedies  may  be  em- 
ployed. A  single  injection  of  a  solution  (i  :  500)  of  bichlorid  of  mer- 
cury into  the  tonsils  and  glands  under  the  jaw  has  been  recommended 
by  Nepvcu.  Tillmans  advises  the  destruction  of  each  dipliliieritic  focus 
at  the  beginning  by  the  actual  cautery,  the  patient  being  under  an  anes- 
thetic. TrachtH>lomy  and  intubation  should  be  employed  in  the  very 
early  stages  of  laryngeal  invasion.  The  most  encouraging  results  have 
been  obtained  hy  the  injection  of  the  antitoxpn  agent,  Hehring's  serum. 
The  injection,  on  one  or  two  occasions  in  the  inter\'al  of  twelve  hours. 
in  the  quantity  of  10  cubic  centimeters  or  500  units  or  more,  should  be 
made  under  antiseptic  precautions  in  the  wall  of  the  abdomen  or  in  the 
back  between  the  scjipulac.  The  systemic  treatment  should  consist  of 
the  administration  of  tonics,  tincture  of  chlorid  of  iron  aiul  quinin,  and 
stimulants.  Nutritious,  concenlratetl  fond  shoultl  \vi  given,  if  necessary 
by  the  stomach-tulxr  introduced  through  the  nose.  Potassium  chlorate 
has  been  much  used  as  an  internal  remedy,  also  minute  doses  of  calo- 
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mel  frequently  repeated.    In  epidemic  invasion  the  dissemination  of  the 
disea^  should  be  prevented  by  vigorous  sanitary  regulations. 

Tonsillitis. — Acute  inflammation  of  the  tonsils  occurs  very  fre- 
quently, and  at  all  periods  of  life  and  seasons  of  the  year.  It  is  espe- 
cially prevalent  among  young  persons  and  in  the  winter  and  spring 
months.  It  exists  under  two  forms,  the  superficial  (peritonsillar)  and 
the  deep,  or  follicular  and  parenchymatous.  Membranous  tonsillitis 
occurs  in  connection  with  membranous  pharj-ngitis  and  diphtheritic  in- 
flammations of  the  soft  palate  and  associated  parts.  It  begins  usually 
with  the  involvement  of  one  tonsil;  in  a  few  days  the  other  is  attacked. 
When  both  are  simultaneously  afTccted,  it  is  generally  an  indication  of 
septic  infection.  The  causes  concerned  in  the  production  of  the  dis- 
ease are  exposure  to  cold  in  wet  weather,  to  the  influence  of  unsanitary 
conditions,  impure  air.  and  sexual  excitement.  It  occurs  also  in  con- 
nection with  strumous  taints  of  the  system  and  rheumatic  and  gouty 
diatheses. 

The  symptoms  vary  with  the  form.  In  both,  the  attack  is  ushered 
in  with  a  chill,  followed  by  pyrexia  with  the  attendant  conditions.  The 
symptoms  characterizing  the  affection  follow  in  rapid  succession.  Dry- 
ness of  the  throat,  difficult  and  painful  deglutition,  impeded  respiration 
and  snoringj  hoarseness,  enlargement  of  the  glands  of  the  neck,  with 
pain  on  pressure,  abundance  of  ropy  adhesive  secretion,  the  effort  to 
dislodge  which  causes  pain,  stiffness  of  the  neck,  and  inability  to  open 
the  mouth  fully.  Inspection  of  the  parts  shows  the  tonsils  enbrged, 
of  deep-red  color,  and  covered  with  patches  of  lymph  which  give  the 
appearance  of  ulceration. 

In  parenchymatous  tonsilliti.s  these  sj'mptoms  are  intensified  and  the 
progress  of  the  disease,  unless  interfered  with,  leads  to  suppuration. 
Follicular  tonsillitis  is  usually  of  short  duration  and  yields  promptly  to 
treatment. 

The  treatment  consists  in  the  adoption  of  prompt  and  vigorous 
measures  to  arrest  the  progress  of  the  inflammatory  action,  and  thus 
prevent  suppuration.  In  mild  cases,  a  hot  foot-bath,  with  an  opiate 
at  night  and  a  saline  cathartic  in  the  morning,  the  patient  remaining 

jndoors,  will  frequently  terminate  the  affection.     Astringent  gargles 

'will  also  be  of  service. 

When  the  inflammation  is  intense,  active  purgative  and  local  deple- 
tion, by  incision  and  scarifications,  may  be  required  to  relieve  the  ten- 
sion. Remedies  should  be  applied  locally,  in  the  form  of  solutions,  by 
means  of  a  brush  or  mop,  in  order  to  cover  the  surfaces  completely. 

f  Among  these,  the  tincture  of  iodin,  diluted  with  equal  part:^  of  alcohol, 
oil  of  turpentine,  a  solution  of  nitrate  of  silver  (30  grains  to  the  ounce  of 
water),  and  the  ammoniated  tincture  of  guaiacum,  as  advocated  by  D. 
Hayes  Agnew.  Inhalations  of  steamand  sprays  of  astringent  agents  are 
abo  of  value.  Compresses  of  cloths  wrung  out  of  ice-water,  or  the  ice- 
bag  placed  about  the  neck,  are  soothing  and  of  decided  advantage  in 
combating  the  inflammation.     When  the  inflammation  is  due  to  rheu- 

[matic  or  gouty  conditions,  the  treatment  should  include  the  adminis- 

Itrationof  remedies  appropriate  to  these  diseases.  When  suppuration 
occurs,  the  abscess  should  be  promptly  evacuated,  a  sharp-pointed 
straight  bistoury  or  the  tenotome  bemg  used  for  this  purpose.     The 
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puncture  should  be  made  at  the  most  prominent  point,  the  surgeon 
bearing  clearly  in  ntind  the  position  of  the  internal  carotid  artery  and 
its  relation  to  the  base  of  the  tonsil.  The  knife  should  be  directed 
inward  toward  the  median  line  of  the  fauces,  and  not  outward  toward 
the  neck. 

Peritoasillar  Abscess. — Inflammation  beginning  in  the  tissue 
surrounding  the  tonsil,  if  not  controlled  by  treatment,  passes  on  rapidly 
to  suppuration,  and  the  pias  occupying  the  space  in  which  the  tonsil 
rests  may  burrow  into  the  surrounding  tissue  of  the  throat  and 
neck. 

The  symptoms  attending  inflammation  in  this  position  arc  similar  to 
those  presented  in  tonsillitis,  and  the  treatment  should  be  conducted 
upon  the  same  principles. 

Hypertrophy  of  the  Uvula. — The  uvula  is  subject  to  attacks  of 
acute  inflainniation,  which  occurs  usually  in  conjunction  with  a  similar 
condition  of  the  tonsils  and  soft  palate  Kdema  of  the  uvula  occurs 
under  these  conditions,  producing  elongation  and  hypertrophy.  As 
the  result  of  repeated  attacks  of  inflammation,  or  from  debiiitj',  chronic 
hypertrophy  may  ensue.  In  these  cases  the  uvula  is  much  increased 
in  size  and  length,  and  very  disagreeable  cflects  may  arise  from  the 
contact  of  the  elongated  organ  with  the  base  of  the  tongue,  the  rima 
glottidis,  or  the  posterior  wall  of  the  pharynx. 

The  symptoms  provoked  by  this  condition  arc  irritation  of  the 
fauces,  dryness  of  the  mucous  membrane,  and  irritative  cough. 

Treatment. — Local  remedies  are  of  little  avail  in  restoring  the 
organ  to  a  normal  condition.  The  only  cflective  treatment  is  amputa- 
tion, which  may  be  easily  performed  by  seizing  the  organ  with  the 
toothed  forceps  and  removing  the  neccssarj'  portion  with  the  probe- 
pointed  scissors.  In  some  cases  nearly  the  whole  of  the  uvula  has 
been  removed  without  producing  any  interference  with  deglutition  or 
articulation.  Sufficient  should  be  removed  to  obtain  relief  from  tlic 
conditions  present  and  to  avoid  the  repetition  of  the  operation. 

Hypertrophy  of  the  Tonsils. — This  aflection  occurs  most  fre- 
quently in  young  children,  and  occasional  instances  of  its  occurrence 
as  a  congenital  condition  have  been  recorded.  It  follows  repeated 
attacks  of  inflammation,  especially  in  those  uf  a  tubercular  taint  of  the 
system.  The  cflTect  of  the  inflammatory  action  produces  a  hyperplastic 
condition  of  the  lymphadcnoi<l  tissue  of  the  gland,  associated  with 
enlargement  and  induration.  The  glands  may  increase  in  size,  so  as 
to  meet  in  the  median  line  of  the  fauces. 

The  symptoms  attending  hypertrophy  cf  the  tonsils  are  well- 
defined.  A  characteristic  expression  of  the  countenance  exists,  with 
difficult  respiration  and  na.sal  articulation.  Warren  has  directed  atten- 
tion to  a  deformity  of  the  chest  which  occurs  in  children  suffering 
from  hypertrophy  of  the  tonsils  and  adenoid  growths  in  the  naso- 
phar>'nx  (pigeon-breast).  Thi^  condition  is  due  to  the  increased  activity 
of  the  diaphragm,  owing  to  the  obstruction  offered  in  the  fauces  and 
nose.  Masses  of  disintegrated  epithelium  occupy  the  crypts  of  the 
glands  and  give  rise  to  an  offensive  odor  from  the  mouth.  As  the 
result  of  the  mouth-breathing,  the  mouth,  fauces,  and  pharj'nx  become 
dfy,  and  the  last  is  covered  with  inspissated  mucus,  the  efforts  to  dis- 
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lodge  which  produces  sometimes  retching  and  vomiting.  Reflex  neu- 
roses may  occur  as  the  result  of  hypcrtrophied  tonsils. 

The  treatment  of  hypertrophy  of  the  tonsil.s  consists  tn  the  removal 
of  a  portion  of  the  gland  cither  by  caustics,  electrolysis,  or  the  knife. 
Harrison  Allen  restricted  abscission  to  the  removal  of  the  hardened 
cortex  and  the  slitting  up  of  closed  canals,  after  which  the  coarse  lob- 
ules were  removed ;  by  others,  simple  incision  is  advised.  Removal  by 
caustic  application  is  not  only  a  slow  but  also  a  painful  process. 

The  electric  cauter>'  may  be  used  with  good  effect.  ICxcision  may 
be  performed  with  the  tonsillotome  or  bistoury.  When  the  latter  is 
used  the  gland  is  seized  with  the  vulsellum,  drawn  inward  and  forward, 
and  that  portion  projecting  beyond  the  arches  of  the  palate  removed 
by  a  downward  incision  with  a  probe-pointed  bistoury.  When  the  ton- 
stliotome  is  used  the  ring  is  slipped  over  the  tonsil  and  the  instrument 
adjusted  so  as  to  include  the  portion  projecting  beyond  the  arches  of 
the  palate.  The  stylet  transfixes  the  mass,  and  the  knife  is  withdrawn 
or  pushed  forward,  making  the  section. 

Usually  but  slight  hemorrhage  follows  the  operation.  If  bleeding 
persists,  pressure  should  be  made,  astringent  gargles  of  alum  or  of 
gallic  acid  used,  and  the  surfaces  touched  with  turpentine,  subsulphate 
of  iron,  or  alcohol.  These  measures  failing,  the  actual  cautery  may  be 
applied,  and  in  cases  where  the  hemorrhage  endangers  life  the  common 
carotid  artery  should  be  ligatcd.  This  is  always  nece.ssary  where 
the  internal  carotid  artery  has  been  wounded  in  the  performance  of 
excision. 

Tumors  of  the  Ton^tlS.^CyStS. —Cystic  disease  of  the  XnVixiU  i«  rare.  Allrn 
report*  «  i:a>c  in  wbiclh,  ftwtiig  to  an  enlarged  condition  of  th©  tonsil,  accooipaniifd  liy 
ezcnsive  pharyngeal  irriiAtton  of  lonif  Klagding,  he  excised  ihc  cortri  ant]  ujicnvil  n  cyst 
the  sixe  of  fi  small  diutnut,  which  cuntnined  a  lai^f  ciiuiniiiy  of  glairy  fluid,  iclicring  6)c 
irriUIioD  at  once. 

Sarcoma. — Round-celled  sarcomata  of  malignant  type  attack  the 
tonsils,  and  are  characterized  by  ulceration 
and  sloughing.  They  occur  most  fre- 
quently in  the  middle  period  of  life  and 
in  association  with  genera!  lymphosar- 
coma. Their  course  is  very  rapid,  gland- 
ular in61tration  occurring  very  soon  in  the 
progress  of  the  affection. 

Treatment. — In  the  very  early  stages 
extirpation,  cither  through  the  mouth  or 
the  neck — the  latter  ]>referably — may  be 
performed  with  some  promise  of  success. 
If  the  condition  is  associated  with  general 
lymphosarcoma,  operation  should  not  be 
undertaken  unless  to  relieve  impending 
sufl"ocatiun  or  grave  complications.  Ex- 
tirpatitm  thnnigh  the  neck  may  be  accom- 
plished by  the  methods  nf  oj>crattnn  prac- 
tised by  Cheever,  I>angenbeck,  or  Miku- 
licz. The  incisions  may  be  made  over  the 
ramus  of  the  jaw  (Langenbeck),  or  from  below  the  mastoid  process 
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Mikullci'ik  ittciMoti, 


74 


INTERNATIONAL    TEXTBOOK  OF  SURGERY. 


along  the  anterior  border  of  the  sternodei'domasloitl  muscle  to  the 
greater  comij  of  the  hyoid  bone  (Mikulicz)  (Fig.  47),  The  inferior 
maxilla,  is  divided  with  a  chain-saw  in  front  of  the  insertion  of  the 
massetcr  mu.sclc  and  the  ramus  turned  out,  givin;,'  free  access  to  the 
deeper  portions  of  the  field  of  operation.  On  reaching  the  mucous 
membrane  of  the  pharynx,  this  is  opened  by  an  incision,  and  the  tumor 
is  removed.  Mikulicz  advises  preliminary  tracheotomy  and  packing 
of  the  pharynx  with  gauze,  in  order  that  deep  narcosis  may  be  main- 
tained. Ver>'  little  Jjemorrhage  accompanies  the  operation,  if  care  is 
used  in  the  dissection.  The  fragments  of  the  jaw  are  wireil.  and  the 
wound  is  drained  with  strips  of  iodoform  gauze.  In  tlie  removal  of  a 
large  retropharyngeal  tumor  tlie  author  found  this  method  of  opera- 
tion quite  devoid  of  difficulties. 

Carcinoma. — Carcinoma  of  the  tonsil  rarely  occurs  as  a  primary 
afTection,  l)eing  usually  an  extensicjn  of  the  tlisease  from  the  palate, 
tongue,  gum,  or  cheek.  The  tumor  presents  all  of  the  features  of  a 
malignant  gro^vth,  and  is,  as  a  rule,  epithelial  in  character.  Rapid  infil- 
tration of  the  adjacent  tissues  and  of  the  glands  of  the  neck  takes 
place,  interfering  Willi  articulation,  deglutition,  and  respiration.  Repeated 
hemorrhages  occur,  exhausting  the  patient^  and  with  impeded  respira- 
tion lead  finally  to  a  fatal  termination. 

Removal  uf  the  tumor  by  ojjcration  i-s  justifiable  only  in  the  very 
early  stages  and  before  infiltration  of  the  .surrounding  tissues  lias 
occurred.  In  the  later  stages  operation  may  relieve  for  a  short  time 
the  suffering  of  the  patient  or  render  his  death  le.ss  terrible.  If  any 
operation  is  performed,  it  should  be  through  the  neck. 

X/ingtial  Tonsil. — The  tissue  at  the  base  of  the  tongue,  which  is 
analogous  to  the  tonsil,  is  liable  to  undergo  inflanunation  in  cases  of 
chronic  pharyngitis,  hypertri*phy  of  the  tonsils,  tir  laryngitis.  Nodules 
LVaiying  in  size  from  that  of  a  pea  to  that  of  a  bean  apjx-ar  on  diher 
side  of  the  glos.so-e]iiglottic  ligament.  Removal  is  best  effected  by  the 
gatvanocauter>-. 

Acute  inflammation  of  the  lingual  tonsil  may  occur  and  provoke 
glossitis  and  edema  of  the  glottis.  Suppuration  may  ensue  as  the 
result  of  inflammatory  action.  The  treatment  of  the  affection  of  lingual 
tonsil  is  similar  to  that  of  the  tonsil  prajjc-r. 

Fauces. — Syphilis  of  the  soft  pidate  and  pharynx  manifests  itself 
in  the  secondary,  tertiar)',  or  inherited  fonn.  In  the  secondary  form  it 
appears  as  mucous  patches — pearl-covered  clc\ations  with  red  margins 
— on  the  surface. 

Qummata,  the  manifestations  of  tertiary  syphilis,  arc  developed  in 
the  submucosa  of  the  palate  or  of  the  pharynx.  Under  antisyphililic 
treatment  they  may  disappear.  More  frequently  they  unttergo  ulcera- 
tion, and  form  gummatous  ulcers  which  arc  rajiid  in  their  progress  of 
development  and  very  destructive  in  their  action  on  the  tissues.  Per- 
foration of  the  soft  palate  may  occur  in  a  short  time  by  the  ulcerative 
action.  As  a  result  of  the  process  of  healing  of  the  ulcers,  union  may 
occur  between  the  soft  palate  and  ]>usterior  walls  of  the  pharynx,  shut- 
ting off  the  nasal  foss;e  from  the  phar>'nx ;  or  uniim  may  take  place 
between  the  base  of  the  tongue  and  the  sides  of  the  phar^-nx,  produc- 
ing stenosis  of  the  pharynx.     The  openings  into  the  esophagus  or  the 
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IX  may  be  constricted  by  the  formation  of  cicatricial  bands.  These 
Fconditions  interfere  very  much  with  respiration,  deglutition,  and  articu- 
lation.    In  the  subjects  of  hereditary  syphilis  ulcerative  action  of  simi- 
lar character  takes  place  and  produces  similar  conditions. 

The  in'atment  consists   in   the  employment  of  constitutional    and 
local  measures.     A  vigorous  antisyphilitic  course  of  treatment  should 
.be  instituted  with  potassium  iodid  and,  in  some  cases,  mercury.     The 
'local  treatment  should  include  scraping,  cauterization  of  the  ulcers,  and 
the  use  of  antiseptic  .-iolutions.     Operations  for  the  relief  of  the  strict- 
ures may  be  performed  by  incisions,  excisions,  and  dilatation. 

Tuberculosis. — Tuberculosis  of  the  fauces  always  coexists  with 
tuberculosis  nf  the  lungs  or  larynx,  or  with  general  tubercidosis  of  the 
body.  In  the  beginning  of  the  disease  small  tubercles  appear  nn  the 
mucous  membrane,  accompanied  by  thickening  of  the  membrane. 
These  enlarge  and  finally  undergo  ulceration,  forming  ulcers  of  varj'ing 
size,  with  chee.sy  bases,  on  the  soft  palate,  tonsils,  and  pharyngeal 
walls.     Glandular  involvement  is  likely  to  occur. 

Tubercular  ulceration  oi  the  fauces  is  to  be  distinguished  from  syph- 
ilitic ulceration.  The  presence  of  the  disease  in  other  organs,  associated 
with  a  more  painful  character  and  a  more  marked  inflammatory  reaction 
on  the  part  of  the  ulcers,  is  a  point  of  diagnostic  value.  The  positive 
diagnosis  can  be  made  by  the  detection  of  the  tubercle  bacillus.  The 
treatment  is  general  and  local.  The  general  treatment  consists  in  the 
administration  of  creasote,  iodid  of  iron,  with  cod-liver  oil,  and  the 
adoption  of  such  measures  as  to  food,  mode  of  life,  and  climate  as  will 
arrest  the  progress  of  the  disease  or,  at  least,  hold  it  in  abeyance. 
Locally,  the  application  by  inlialations  of  airbolic  acid  in  weak  solu- 
tion, potassium  chlorate,  or  other  disinfectants,  this  treatment  being 
preceded  by  cauterization  with  the  galvanocautery,  will  be  of  service. 
Dusting  with  iodoform  and  touching  with  nitrate  of  silver  are  also 
recommended. 

Foreign  Bodies. — Foreign  bodies  when  swallowed,  by  accident  or 
design,  may  become  impacted  in  the  pharynx  and  give  rise  to  symp- 
toms of  dysphagia,  pain,  dyspnea,  and,  in  severe  cases,  asphyxia.  If 
the  surface  of  the  foreign  body  has  points  upon  it,  or  if  it  remains  long 
in  position,  ulceration  may  ensue,  followed  by  serious  hemorrhage. 
Small  foreign  bodies,  such  as  fish-  or  chicken-bones,  pins,  needles,  and 
bristles  from  tooth-brushes,  may  lodge  on  the  root  of  the  tongue, 
between  the  arches  of  the  palate,  or  in  the  crypts  of  the  tonsils.  Larger 
substances,  such  as  artificial  dentures,  coins,  and  pieces  of  meat,  may 
rest  in  the  pharynx  or  about  the  opening  of  the  larjTix. 

Irritative  cough,  hoarseness  of  the  voice,  frequent  attempts  at  swal- 
lowing, anxious  expression  of  the  countenance,  and  anxiety  arc  the 
symptoms  which  attend  the  lodgement  of  foreign  bodies  in  the 
pharynx. 

Removal  of  foreign  bodies  from  the  fauces  may  be  accomplished  by 
the  finger,  blunt-pointed  hooks,  forceps  of  suitable  construction,  or 
probang.  When  small  and  beyond  view,  the  laryngoscopic  mirror 
should  be  used  to  assist  in  detecting  them.  When  seized,  gentle  trac- 
tion should  be  employed  to  dislodge  the  substance.  If  it  is  large,  lat- 
eral and  rotary  movements  with  traction  should  be  made;  if  long  and 
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sharp-pointed,  an  eflbrt  should  be  made  to  withdraw  it  in  the  long  axis 
of  the  cy.vity,  in  order  to  avoid  penetration  of  the  walls  of  the  cavity, 
adjacent  organs,  or  blood-vessels. 

Sometimes  removal  may  be  efTected  by  the  use  of  emetics.  If 
deglutition  is  impaired,  the  hypodermic  injection  of  apomorphin  may 
be  resorted  to  for  the  purpose  of  producing  emesis. 

Tumors  of  Fauces.- — Various  forms  of  tumors  originate  in  the  soft. 
palate  and  pharj'nx.  Of  the  benign  variety,  that  most  common  is  the 
adenoma.  Fibroma,  chondroma,  papilloma,  lipoma,  and  cystoma  are 
rare. 

Of  the  malignant  group,  epithelioma  r^ccurs  most  frequently,  and 
usually  as  an  extension  from  adjacent  structures.  Sarcoma  Is  vary 
rare- 
Adenoma  occurs  in  the  form  of  small  masses  on  the  vault  and  sides 
of  the  pharj'nx  and  on  the  arches  of  the  palate.  Their  presence  gives 
rise  to  a  constant  hawking  and  expectoration  of  a  greenish-yellow 
mucus,  and  when  a  large  numbcT  occupy  the  nasopliar)'ngeal  space, 
difficulty  in  respiration  ensues.  They  may  he  easily  delected  by  in- 
spection of  the  throat,  aided  by  the  laryjigoscojie.  When  soft,  they 
may  be  removed  by  the  application  of  a  solution  of  nitrate  of  silver  or 
scraped  off  with  the  finger-nail.  When  firm,  ihcy  may  be  destroyed 
by  the  galvanocautery  or  removed  by  the  sharp  spoon. 

Epithciiomatous  ^mvfhs  present  all  of  the  features  which  character- 
ize them  in  other  structures.  In  cases  in  which  interference  with  deg- 
lutition or  respiration  occurs,  removal  may  be  effected  by  the  curet,  or 
preferably  by  the  operation  of  subhyoidean  pharj^ngntomy. 

The  entire  phar>'nx  may  be  removed  by  Langcnbcck's  method  of 
operation  after  prcliminar>-  tracheotomy  has  been  performed.  Hy  this 
method  the  tube  is  reached  through  an  incision  carried  from  the  middle 
of  the  lower  jaw  downward  across  the  greater  curnu  of  the  hyoid 
bone  to  the  cricoid  cartilage.  The  lingual  and  thyroid  arteries  and 
facial  vein  are  ligated,  and  the  altachniLnt  of  the  digastric  and  stylo- 
hyoid muscles  is  severed.  The  tube  is  now  exposed,  and  can  be 
removed  after  section  and  separation  from  its  lateral  and  posterior 
attachments. 

Sarcoma  of  the  round-celled  variety  occurs  occasionally  as  a  tumor 
of  the  fauces.  The  disease  progresses  as  in  other  situations,  and  the 
growth  may  be  removed  through  the  mouth  or  by  the  subhyoidean 
operation. 
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SURGERY  OF  THE  NOSE. 

Much  of  the  beauty  of  the  face  depends  upon  the  size  and  sym- 
metry of  the  nose,  a  nearly  vertical  arch  of  bone  and  cartilage,  covered 
with  flesh  and  integument,  placeil  as  a  protection  before  the  nasal  fossa:. 
The  liilter  are  twu  wedge-shajied  cavities  of  irregular  form,  which  ex- 
tend backward  to  the  pharj'nx  and  subserve  two  puqjoses,  that  of  an 
organ  of  special  sense  and  that  of  purifying,  saturating  with  moisture, 
and  warming  the  inspired  air.  The  air  enters  the  nasa]  fossa;  anteriorly 
through  the  nostrils,  two  apertures  ut  the  inferior  extremity  of  the  nose, 
and  passes  into  the  pharj'nx  through  twt)  openings,  the  posterior  narcs. 
The  nasal  fossa;  are  separated  by  the  septum  nasi,  a  thin  [wrtition  com- 
posed of  bone  and  cartilage,  which  forms  the  inner  wall  of  eacli.  The 
roof  of  each  fossa  is  narrow  and  arched  from  before  backward ;  the 
floor  is  broader,  more  nearly  level,  and  forms  the  roof  of  tlie  mouth. 
The  outer  wall  presents  three  thin,  scroll-shaped,  bony  shelves,  the 
turbinate  bones,  three  meatus,  and  the  openings  which  lead  to  the 
accessory  sinuses  and  the  lacrimal  sac.  The  turljinates.  of  which  the 
inferior  is  the  largest  anil  the  only  one  which  is  an  independent  bone, 
are  attached  anteroposteriorly  to  the  outer  wall  and  serve  to  expose  a 
large  mucous  surface  to  the  air.  The  superior  and  middle  turbinates 
arc  processes  of  the  ethmoid  which  serve  a  similar  purpose.  The 
superior  is  the  smaller  and  in  some  cases  is  divided  pcsteriorly,  a  con- 
dition said  by  Voltolini  to  be  nonnally  present  in  negroes.  The  three 
meatus  are  situated  each  below  the  turbiriate  bone  which  bears  the 
same  respective  name.  About  the  middle  third  of  the  middle  meatus 
is  an  oblong  fissure  which  leads  into  the  maxillary  antrum,  a  cavity 
hollowed  out  of  the  body  of  the  superior  maxilla,  measuring  about  27 
mm.  in  both  its  vertical  and  its  anteroposterior  diameters.  Accessory 
openings  into  this  cavity  may  sometimes  exist  posteriorly  in  the  middle 
meatus.  The  frontal  sifius  is  found  in  adult  life  between  the  two  tables 
of  the  frontal  bone  immediately  above  the  orbit,  and  communicates 
with  the  middle  meatus  anterior  to  the  ostium  maxillare  through  the 
infundibulum.  Sometimes  the  sinuses  on  the  two  sides  coalesce  to 
form  one  cavit>%  sometimes  they  are  separated  by  a  bony  [Kirtition. 
They  aa*  irregular  in  size,  and  may  be  quite  unequal  on  the  two  sides 
of  the  same  head.  The  sphenoid  sinus  is  hollowed  out  of  the  body 
of  the  sphenoid  bone,  and  may  be  divided  by  cellular  partitions.  It 
opens  .suiieriorly  into  tlie  posterior  ethmoid  cells  and  superior  meatus, 
and  inferiorly  by  a  foramen  into  the  iM^stcrior  nasal  space.  The  eth- 
moid cells  arc  not  simply  excavations  of  the  interior  of  bones,  hut  arc 
composed  of  masses  of  cells  separated  by  bony  lamins  and  divided  by 
a  partition  into  the  anterior  and  the  posterior  cells ;  the  former  open 
into  the  middle,  the  latter  into  the  superior  meatus.     The  nasal  fossa: 
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and  accessory  sinuses,  as  well  as  the  lacrimal  duct  which  optns  into 
tl»e  inferior  meatus  anteriorly,  are  lined  by  a  continuous  mucous  mcrm-^H 
brane.  except  in  Ihe  vestibule,  where  il  is  replaced  by  modified  cutane-^^ 
ous  tissue,  furnished  with  h  number  of  stiff  h;iirs.     The  ncrvc-supply 
is  from  the  branches  of  the  ophthalmic  .ind  suijcrior  inaxillar)'  divisions ^^ 
oi  the  Hfth,  branches  from  the  sphcno^ialatine  ganglion  and  from  the^| 
olfactory  nci-ve.      Beneath  the  mucous  membrane  on  the  turbinatc^^ 
bones  arc  several  masses  of  erectile    tissue,   the    turbinate    bodies 
(Schwellkorper  of  Zuckerkandl).  situated  one  over  the  inferior,  one 
along  the  border  of  the  middtt;.  and  ont:  at  the  posterior  extrcmitj'  of  j 
each  of  the  turbinate  bones.     They  obtain  their  blood-supply  from  tht^| 
deeper  capillaries  of  the  mucous  membrane  and  tif  the  iX"riosteum.        ^^ 

TTie  functions  of  the  nose  nre  four — ^the  s.pn'»c  of  txa*:\\,  ilic  modir'ication  of  insjnred 
air,  icwnancc  fur  the  muUulaciun  of  (hi^  voice,  and  caniliiiicil  nnietion  nnd  rxcrrlimi.  The 
nlfnrlory  trmct  i*i  locaird  alxi'vr  ihr  U-vrl  al  ihc  iipprr  ihirtl  of  lh<-  middle  tur1>inatc  body* 
where  the  filamenl*  of  the  oKacLoTj  ticr^e  are  ubuiixitinlly  distributed.  OdoriferoBx  jiarticlf  ~ 
are  here  (lisM>lve<l  in  llir  wniUN  Mrvrelion  nml  lu-titMoii  ibr  imjires^ton  on  ihe  ncrre  con 
iiiunicated  as  the  <^cn>c  c<f  amcll.  llcic  tlic  epithelium  of  thi;  iiiucuun  tnembrane  in 
ciliated,  nnil  u  imuUiir  vnnHj-  of  luliular  glfliul,  kmiHii  v.^  Ijowninti's  is  mrl  with.  Helul 
ihi*  level  is  the  rc»pir«ti>ry  tract,  which  include*  the  lower  and  middle  meiiitu.  The  li>ir 
or  vibrisM:.  ill  the  vemibule  tcrvc  Co  liltcr  tlic  inspired  air  from  the  coarser  dusL  Such  pMl 
Iklcs  a.s  escApe  this  tiltmlion  adhere  lo  the  mucous  membrane,  which  in  ihi«  re^oii  in  coi 
crcd  with  ctliiitc<l  epithelium.  At  the  tuimr  time  ihc  M  is  wArmed  an,d  chaifjed  wj( 
aqueous  vapor,  iwo  imponant  faciurs  in  the  proiectkin  of  ihe  re-S]>iratory  urgon*  at»d  ihc  pt 
CTvalion  of  perfect  hcallh.  The  Itwt-n  of  the  voice  de]M-nds  upcm  Ihe  rcsouant  charac 
of  the  nawl  cavity.  The  pharyngeol  vault  i^  a  suuiidinj;  h<inr<L ;  ihr  honmnlal  nirpajLcai^ 
throw  the  loncn  fucwani,  and  any  cl^^ure  or  diiiiini*hcd  cnlibei  iif  the>e  pa>>s;ities  will  csii 
the  vuice  Ui  Itise  its  canning -jHiwi-r  uiid  iiualily.  Tlie  M^relloiis  oT  llie  nasal  miiednx  zat 
brane  lubricate  its  surface  nrtd  tlini  of  the  larynx  and  eaojihagus,  and  funiish  the  moia 
taken  up  by  Uie  inapired  air.  "^ 

Cutaneous  diseases  of  the  nose  are,  as  a  rule,  the  same  as  thoA 

of  other  parts  of  the  f:ice.  Sarcoma,  epithelioma,  and  leprosy  occasioi 
extensive  destruction  of  the  nasal  tissues,  and  need  to  be  differentiated 
from  lupus  and  syphilis.  Though  csscnlially  a  cutaneous  disease. 
lupus  sometimes  primarily  attacks  the  nasal  niucons  membrane  and 
forms  characteristic  nodules  which  ulcerate  with  the  production  of  re- 
dundant, jelly-like  tissue,  not  prone  to  hemorchaf;c,  and  covered  with 
flat,  brownish  crusts.  Its  profjress  is  usually  slow,  but  exceptionally 
very  rapid.  It  may  be  dlstinj;uishcd  from  epithelioma  by  the  dark 
color  of  its  nodules,  its  pulpy  feel,  its  slight  ten<leiicy  lo  bleed,  the 
absence  of  a  hard  margin,  and  the  presence  of  tubercle  bacilli;  from 
syphilis,  by  its  failure  to  respond  to  an ti syphilitic  treatment,  and  usually 
by  its  slow  progress.  It  is  a  di.scase  of  youth,  localized  and  spreading 
by  infection.  Tubercle  bacilli  are  sparsely  found  in  its  tissue ;  general 
tuberculosis  has.  In  many  cases,  however,  followed  inoculations  with 
lupus,  thus  establishing  the  near  relationship  of  these  diseases.  The 
general  health  suffers,  and  the  treatment  must  be  primarily  directed  to 
its  support  The  pulpy  mass  of  diseased  tissue  should  be  removed 
and  causiics  applied.     Repeated  openitions  are  usually  necessary. 

Rhittosderoma  is  a  rare  disease  which  causes  extraordinary  hard- 
ness of  the  nose.  It  develops  slowly,  occludes  the  nasal  passages,  and 
is  characterized  by  the  presence  of  a  certain  bacillus.  Pawlowsky 
claims  to  have  obtained  good  results  from  injections  of  rhinosclerin, 
but  otherwise  the  disease  has  not  been  amenable  to  treatment. 


^^^^  lUHGER  Y  OF 

Syphilis,  when  present  in  the  nose  as  chancre,  mucous  patch, 
coryzit.  i>r  oilier  form  of  the  secondary  stage,  is  somftinics  diRicult  to 
rccoj»nizc,  but  is  of  less  interest  to  the  rbinologist  than  the  tubercular 
syphilidc  aiid  gumnia  of  the  tertiary  stage.  The  syphilide  appears  as 
a  dark  cre-scentic  paleli,  which  may  slowly  proj;[ress  vvithoiii  ulceration, 
or  may  rapidly  break  down  and  cause  extensive  destruction  of  the  flesh 
anti  framework  of  the  nose,  leaving  the  nasal  cavities  exposed.  A 
gumma  may  appear  in  any  part  of  the  nose,  but  most  frequently  is 
seen  on  one  side  of  tlic  septum,  where  it  forms  a  prominence,  which 
may  be  differentiated  from  tliat  produced  by  a  deviation  of  the  septum 
by  the  lack  of  bony  hardness  and  the  absence  of  a  corresponding  con- 
Ciuity  o?i  the  opjnisile  side.  It  resembles  also  a  sarcoma,  but  is  amen- 
able to  anl3syi>liilitic  treatment.  After  a  jjcriod  of  quiescence  it  breaks 
down  and  involves  in   its  destruction  the  ncii^hborini^  soft  and   bony 


Ku.-  4H. — SriijIJ  round-cell  sarcoma  (Weirj. 

tissues,  A  perforation  of  the  bony  .septum  may  not  cause  deformitj-, 
but  when  the  cartilaginous  septum  is  involved  the  tip  of  the  nose  sinks 
in,  and  when  the  na.sal  bones  are  destroyed  great  disfigurement  results 
from  the  sinking  of  the  bridge  of  the  nose.  A  gumma  on  the  floor  of 
the  nasal  fossa  may  result  in  a  perforation  into  the  mouth.  Hereditary 
syphilis  occurs  in  very  young  children  as  a  purulent,  oflcrisive  coryza ; 
in  older  children  as  gummata  and  ulcerations  of  the  mucous  mem- 
brane, with  destruction  of  the  nasal  framework.  In  these  cases  the 
prognosis  is  not  good,  but  the  strength  of  the  patients  may  be  main- 
tained with  tonics  and  cod-liver  oil.  In  all  forms  of  syphilis  mercury 
and  potassium  iodid  form  our  reliance.  Local  treatment  is  confined  to, 
the  removal  of  crusts  and  sequestra  and  the  maintenance  of  cleanliness. 
TnberculosiB  of  the  nose  is  rare,  usually  is  associated  with  gen- 
eral or  pulmonary  tuberculosis,  and  generally  occurs  in  the  form  of 
ulcers  of  the  mucous  membrane  of  the  septum  or  floor,  which  tend  to 
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spread,  not  to  heat,  and  after  cicatmation  to  recur.  Less  oft^n  it 
appears  in  the  form  of  .small,  soft,  friable,  sessile  tumors  of  irregular 
size  and  oullinc.  which  arc  easily  caused  to  bleed.  The  diseased  tissue 
may  be  curetted,  t^xcined,  or  cauterized  with  various  agents,  but  a  cure 
is  extremel)'  iiroblematical. 

GlanderB  i.s  a  rare,  almost  invariably  fatal,  (tiscase  in  man,  caused 
by  infection  from  a  diseased  horse.  U.suatly  a  short  period  of  incu- 
bation is  folEowed  by  a  jxiinful  swcthnj^  in  the  nose,  a.sflOciatcd  with 
lymphangitis,  a  cutaneous  eriLption,  and  severe  systemic  trouble.  The 
nasat  discharge  is  al  first  yellow  and  glairj'.  later  bloody,  thick,  and 
oflensivc,  Pyemic  symptoms  and  death  follow.  When  the  disease 
runs  a  slower  course  an  extensive  destruction  of  bftth  live  soft  and  the 
bony  parts  of  the  no.'ic  takes  place,  as  in  ver)'  virulent  cases  tjf  syphil- 
itic ulceration.  Life  has  been  saved  in  but  few  cases  of  this  nature. 
The  local  lesion  should  be  kept  clean  and  the  patient's  strength  main- 
tained in  every  possible  way. 

InllamniHtiuii  of  Uie  nasal  mucous  membrane,  called  thitlitis,  may 
be  acute  or  chronic,  and  presents  the  phenomena  of  vasomotor  db- 
liirbance.  Acute  rhinitis  may  be  of  reflex  origin,  and  is  symptomatic 
in  certain  diseases,  but  is  usually  due  to  taking  cold.  It  is  most 
frequently  catarrhal,  but  is  sometimes  croupous,  and  in  diphtheria 
tdipmhcritic. 

In  acute  catarrhal  rhinitis  the  mucous  membrane  is  at  first  dry, 
tlien  bathed  with  a  clear,  acrid  fluid,  followed  by  a  turbid  mucopuru- 
lent discharge.  The  distended  blood-vessels  cause  a  swollen  condition 
of  the  mucous  membrane,  which  occludes  the  respiratory  tract  and 
causes  pain  from  pressure.  Conjunctivitis,  tonsillitis,  pharyngitis,  laryn- 
gitis, and  bronchitis  may  accompany,  precede,  or  follow  the  attack. 
which  is  frequently  associated  with  fever.  The  duration,  when  due  to 
a  cold,  is  about  a  week.  Coryza  of  neurotic  origin,  as  in  hay  fever, 
recurs  with  a  certain  periodicity ;  the  swelling  of  the  turbinate  bodies  is 
non -inflammatory  and  due  to  a  vasomotor  paresis. 

Treatment. — I  have  had  good  success  in  checking  acute  rhinitis  by 
giving  in  its  early  stage  the  following  tablet  (Frascr's  InHuenza  No.  a) 
every  hour  until  the  throat  becomes  dry.  and  then  every  three  hours. 

I^.  Camphor,  gr.  \  ; 

Atrop.  sulph.,  gr. 

Strjxh.  arsen.,  gr. 

Ipecac.  gr.  ^.—\A. 

During  the  declining  stage  j^  grain  of  strychnin  arsenate  every  two 
hours  is  effective,  and  a  very  agreeable  nasal  spray,  which  will  give 
considerable  comfort,  is— 

1^.  Menthol,  gr.  xv; 

Spirilus  camph..  ^) ; 

Aq.  dcsl..  q.  s.  ad  siij. 

M.  et  fitt.     Sig.  Nasal  spray. 

Under  no  circumstances  should  cocain  be  employed,  for  while  It  gives 
temporary  relief,  it  prolongs  the  vasumotnr  fwresis. 

The  persistent  excitement    of  the    turbinate  bodies  by   repeated 


attacks  of  acute  rhinitis,  irritant  dusts  or  other  causes,  results  in  the 
loss  of  the  contractile  power  of  the  tissue  and  permanent  dilatation  of 
the  venous  plexus,  together  with  more  or  less  hypcrphisiii;  iiictumor- 
phosi;;,  a  condition  known  as  hypertrophic  fhlnltls.  A  true  hyper- 
trophy is  not  frequently  met  with,  while  what  ni.iy  properly  be  termed 
erectile  tumefactions  are  common.  They  may  be  distinguished  from 
one  another  by  the  power  of  cocain  to  contract  a  dilated  plexus  and  its 
inability  to  diminish  an  hypertrophy.  In  erectile  dilatation  anterior 
inspection  reveals  the  swollen  mucous  membrane  and  turbinate  bodies. 
Posteriorly,  grajHsh,  rasp  berry- like  masses,  due  to  an  enormous  increase 
of  the  vascular  plexus,  may  be  sceji  on  the  inferior  and  middle  turbi- 
nates, blocking  the  posterior  nares.  The  mass  on  the  tower  turbinate  is 
the  larger,  and  is  tlic  one  to  which  alone  treatment  should  be  directed. 
At  the  anterior  extremity  of  the  middle  turbinate  the  swollen  tissue 
may  press  upon  the  septum,  and  sometimes  a  myxomatous  change 
occurs  with  the  production  of  a  polypoid  condition.  Not  only  is  the 
free  passage  of  air  through  the  nose  interfered  v^ith  by  these  conditions. 
but  the  normal  secretion  of  fluid  to  moisten  the  inspired  air  and  lubri- 
cate the  passages  is  lessened,  so  that  the  pharynx,  larynx,  and  trachea 
become  dry  and  irritated,  a  frequent  sensation  as  of  dropping  of  mucus 
into  the  throat  is  occasioned,  the  sense  of  smell  is  frequently,  and  vocal 
resonance  always,  impaired.  Pressure  between  the  swollen  mucous  sur- 
faces and  the  septum  induces  headache,  asthenopia,  and  various  ner- 
vous symptoms.  Acute  and  chronic  catarrhal  otitis  media  is  a  frequent 
result  of  this  form  of  rhinitis,  and  treatment  of  the  latter  is  essential  to 
a  cure  of  the  former.  In  a  certain  number  of  cases  the  ear  disease 
may  be  cured  by  treatment  directed  to  the  nose  alone. 

7>fr7/«/**/;/.^Consiflerable  temporary  relief  may  be  afforded  by  re- 
moving the  adherent  mucus  by  means  of  an  alkaline  solution,  but  for 
permanent  benefit  a  reduction  must  be  made  in  the  size  of  the  dilated 
venous  plexus,  A  raspberry- like  mass  at  the  posterior  extremity  of 
the  inferior  turbinate  Ls  best  removed  with  the  snare,  which  should  be 
very  slowly  tightened  in  order  to  avoid  the  profuse  hemorrhage  which 
occurs  when  the  operation  is  performed  too  rapidly.  In  order  to  pro- 
duce a  cicatricial  bandage  which  may  mechanically  restrain  the  exces- 
sive dilatation  of  the  erectile  structure,  the  cautery  or  chromic  acid,  or. 
better,  monochloracetic  acid,  may  be  applied.  Coffin  recommends  sub- 
mucous injections  of  monochloracetic  acid  into  the  posterior  dilatations 
by  means  of  his  needle.  After  these  applications,  or  any  nasal  opera- 
tion, the  patient  should  be  warned  to  keep  away  from  any  store,  theater, 
railway  train,  or  other  place  where  the  air  is  vitiated,  a*  this  will  invite 
an  attack  of  tonsillitis.  As  a  further  precaution  against  this  result,  the 
frequent  use  of  an  oleaginous  antiseptic  spray  is  advisable. 

Mjny  wrilrr*  hkre  Aumhral  lo  the  ihmn'  that  the  hyji^rtrophic  farm*  the  ratiy  tUgv  of 
atrophic  rlllnhlfl ;  bm  I  ofrcc  with  lk>4wonh  thst  lUe  atmphic  ii  aii  RMrntuiUy  distinct 
disease,  whidi  anmlly  cnrtttni^nce^  in  chiUIhocxl  a^  a  piimknC  rhinitis  and  in  c  hi  racier!  Jted  by 
ttropbj  of  ill  ntts  »f  the  mucous  merabmic,  the  funiuUioii  of  exietudve  crust*,  and  the 
prevnc«  of  a  timl  ikIht  jirrulint  Hi  il«;lf.  Rice  reports  a  f rw  ca*««  omsed  l>jr  nccwHvc 
dsaiHle-*mol(in8.  but  *uch  are  rtry  tw. 

Treatnu'Ht  of  atrophic  rhinitis  (ozena,  cirrhotic  rhinitis)  is  not  satis- 
factory as  regards  a  cure,  but  great  alleviation  may  be  obtained  by 
keeping  the  mucous  membrane  carefully  cleansed  from  all  crusts  and 
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discharge  by  means  of  an  alkaline  antiseptic  douche  and  the  constant 
use  of  oleaginous  sprays.     The  jwtient  should  be  taught  to  remove  th 
crusts  by  a  cotton-wound  applicator  before  douching. 

MaligTiant  tnmors  yrc  rarely  met  with  in  the  nose.  Primary 
carcinoma  pmtictilarly  is  iiiiconinion,  though  secondary  deposits  may 
more  frequently  he  friuiid.  The  |Kiin  is  usually  less  than  in  carcinoma, 
elsewhere,  but  the  acrid  discharge,  the  ulcerated  grunious  mass,  the 
swollen  lymphatic  glands,  and  the  general  cacliexla  render  the  diagno- 
sis not  difficult.  In  the  early  stage,  before  the  development  of  the 
characteristic  symptoms,  the  diagnosis  may  be  made  by  a  microscopic 
examination  of  a  portion  uf  the  growth.  In  cases  of  cylindroma  ex- 
tirpation may  perhaps  be  undertaken  with  some  hope  of  success,  but 
in  all  other  cases  a  policy  of  noii-intLTferencc  is  best. 

A  sarcoma  is  perhaps  oftener,  yet  rarely,  fount!  in  the  nose.  It 
appears  as  a  red  or  bluish  soft  tumor,  which  cau.ses  considerable  cpis- 
taxis.  together  with  symptoms  referable  to  pressure  and  obstruction  of 
the  nasal  passages.  E^irly  and  thorough  removal  of  the  growtli  should 
generally  be  practised  ;  but  as  recurrence  must  be  expected,  and  as  the 
recurrent  growth  is  apt  to  be  more  rapid  in  its  development  than  its 
predecessor,  interference  with  a  sarcoma  which  is  found  to  grow  very 
slowly  in  an  adult  and  does  rot  mechanically  produce  serious  symp- 
toms tiemands  consideration  before  operating. 

The  only  benign  tumors  frequently  found  in  the  nose  arc  polypi, 
which  are  largely  composed  of  a  gelatinous  substance  held  m  a  tbm 
stroma  of  connective  tissue.  In  them  may  be  found  the  characteristic 
cells  of  myxoma  and  varying  proportions  of  glandular  structure,  which 
justifies  their  classification  by  some  authors  as  atienomata,  together 
with  other  adventitious  features,  such  as  cystic  degeneration.  They 
almost  invariablj-  spring  from  the  mucous  membrane  in  the  immediate 
neighborhood  of  the  middle  turbinate  bone,  and  are  easily  recognized 
as  shining,  bluish-gray,  grai>e-pulp-Iike  bodies  of  various  size,  movable 
and  resilient  when  touched  with  a  probe.  The  consideration  of  tlidr 
etiology  has  given  rise  to  two  ingenious  theories,  neither  of  which  can 
be  claimed  as  proved.  The  older,  advanced  by  Woakes,  ascribes  them 
to  a  degeneration  of  a  portion  of  the  middle  turbinate  bone,  with  re- 
placement of  the  local  mucous  membrane  by  a  niyxomatous  structure. 
The  more  recent  theory,  that  of  Bosworth.  is  that  in  some  manner  the 
transudation  of  serum  through  certain  portions  of  the  mucous  mem- 
brane is  interfered  with,  and  that  local  distuntions  are  thereby  formed, 
which  develop  into  polypi.  These  tumors  have  been  found  at  all  ages, 
but  are  met  with  chiefly  between  the  ages  of  twenty  anil  thirty,  and 
more  commonly  in  men  than  in  women. 

The  only //-<'^//«c«/ is  removal,  which  is  best  accomplished  by  means 
of  the  cold  snare,  placed  well  about  the  neck  of  the  polyp  to  insure  its 
complete  ablation.  The  removal  of  a  portion  of  the  subjacent  bone  to 
prevent  recurrence  is  an  unnecessar)'  procedure,  but  it  is  ad\'tsab1e  to 
touch  (he  stump  with  monochloracetic  acid. 

Vm  nrcly  there  may  Ire  seen  lo  spring  from  Ihc  mucous  iDcmhran?  an  imgular.  soft, 
|iu({>li«n  growth  fonrird  iif  «  network  of  connecdve  tissne  nipporliriK   d  mass  nf   blood. 
ve»ieli>.     Such  a  nunor  b  called  u  anglORUU     It  canK»  nasal  nbAlruclion  and  rrcquent 
rpitUxK  and  may  1m-  removed  in  the  same  nianner  as  a  l>alyp,  with  no  danger 
of  hemorrhage,  which  i»  not  great  if  Ibe  opcralion  be  done  ilowly. 
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Occasionally  the  papilla:  normally  present  \n  the  mucous  membrane 
undtTgo  hy|K:rtrophy  and  form  small  tumors,  papillonista,  which  are 
of  no  serious  importance.  When  they  occur  in  tiic  vestibule  they  may 
be  ablated  with  the  scissors  or  the  ciutery,  but  when  in  the  nasal  cavity 
proper  the  snare  is  the  best  instrument  to  use  for  their  removal. 

Fibromata  arc  firm,  irregularly  roimdcd  tumors  nf  light  color,  cov- 
ered with  a  vascular  network,  generally  found  in  the  upper  part  of  the 
nasal  cavity.  They  grow  persistently  ajid  push  aside  the  adjacent 
bonef.  They  may  invade  the  accessory  sinuses  or  the  orbit,  with  the 
production  of  exophthalmus,  or  press  apart  the  nasal  bones  and  cause 
facial  disfigurement.  Pain  is  not  common,  except  as  a  result  of  pressure 
upon  the  adjacent  tissues,  while  epistaxis  is  frequent  and  severe.  The 
usual  symptoms  of  na.sal  stenosis  arc  present.  Forliiiiately  these 
tumors  are  not  often  met  with.  Removal  should  always  be  attempted, 
because,  if  allowed  to  remain,  such  a  tumor  will  continue  to  grow  and 
eventually  destroy  the  patient's  life  by  the  invasion  of  vital  parts  or  by 
copious  hemorrhages.  The  galvanocautery  or  the  snare  may  be  used 
for  this  purpost*;  but  the  operation  must  be  very  carefully  |>erf«rmed, 
as  it  is  attended  with  d,uiger  of  a  great  and  even  fatiil  hemorrhage. 

Cystic  tumors  are  removed  in  the  .same  manner  as  polypi.  The 
possibility  of  the  occurrence  of  a  meningocele, a.s  described  byCruveil- 
hier,  should  always  be  borne  in  mind. 

Aside  from  the  cartilaginous  and  bony  outgrowths  of  the  septum, 
cliundromata  and  osteomata  are  of  rare  occurrence.  They  arc  of  slow 
growth,  are  not  difTKiiU  to  recognize,  and  should  be  rcmovcil  at  as 
early  a  sUige  as  possible. 

A  foreign  body  when  present  in  the  no.se  must  have  entered 
throufih  the  anterior  or  posterior  nares.  through  the  nasal  walls,  or 
have  developed  />/  sUu.  Cases  of  entrance  by  means  of  a  penetrating 
wound  through  the  nasal  walls  can  be  cnnsidercd  only  as  curiosities. 
Vomited  matters  may  be  driven  forcibly  through  the  posterior  nares 
and  lodged  in  the  nose,  and  a  postnasal  plu};.  intentinnally  introduced, 
is  occa.sionally  forgotten  ami  [K;rmttted  to  remain  ;  but  most  foreign 
bodies  arc  introduced  through  the  nostrils,  usually  by  children  and 
lunatics,  and  lodge  in  the  inferior  meatus,  where,  if  not  visible,  they 
may  be  felt  with  a  probe.  Sometimes  a  foreign  body  will  cause  no  notice- 
able symptoms,  but  in  many  instances  it  will  cause  jxiin  and  annoj'ance, 
nas^il  stenosis, and  a  unilateral  miicopMruIt-nt  disch^irge.  It  should  always 
be  removed  by  means  of  an  instrument  suitable  to  the  cast- — forceps, 
hook,  loop,  or  snare ;  never  by  means  of  a  stream  of  water.  Some- 
tinies  it  is  necessary*  to  diwdc  the  foreign  body  previous  to  its  removal 

Occasionally  a  foreign  bmljr  rrmnJna  tinnoticrd  in  ttit  luual  cairity,  and  the  salbtof  ihe 
tMia)  Mcrclinn  gitlhrr  upon  il  tn  fonn  a  rtllllOllCh,  or  n«>tal  c»lculu<^,  Khinuliths  hive  bcvn 
fiiund  iu  which  a  iiutlruA  couUI  luX  \k  ilrlcilctl,  ttintjjrh  |»niliulkly  »nr  al  fiisi  rxiMetl  and 
ewciilually  diuppcarcii.  Asa  rhiiiolith  i(lc^ca^cs  in  suz  ii  causes  annoyance,  pain,  unilateral 
Mpimims  ■Ai\>\  ihstlinigc.  l*^r^!W^r  u[ki]i  tlio  nci^'hlionii);  ]inrti  inay  cauM  ihrtn  (»  yirld  and 
proHufc  fiii'ial  tii^rigurcrrPKl.  nr  ulcrnttion  of  the  M>[«.-ijnt;tiir  wifl  Itn4ur»  may  occur.  Small 
ifainotilh*  are  rcni'jvcd  in  llie  mme  iiianiiet  a.«  oltirr  fi>Tcign  iKitlit:*.  Ijirgr  uncs.  if  ban), 
may  need  to  be  crashed  with  a  lilholrite,  provided  il  is  not  pos^ble  10  delnch  them  and 
pa»h  Ihem  into  the  pharynx.  \  tnaic  may  be  paiwed  about  a  large  rhinolith,  and  m>  it  niaj 
be  held  until  il  ran  be  divided  widi  a  !anall  nw.  Knonnously  laTKe  stones  tnay  re^juire  an 
etiemal  operation. 

Some  species  of  dlptent  occasionaily  lay  Ibcir  cgES  in  the  nasal  cavity,  and  the  larvic. 
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when  hatched,  attack  ihc  mucous  membrane,  penetrate  into  the  acce&mry  mdiuc*  uhI  ti 
the  ti»Mic»  beyond,  tle>tn>y  tlie  wtl  tJMue!>  and  bfue»  lu,  well,  entire  extreme  pain,  and  ton 
litncs  death.     A  Irrnimeni  mutt  highly  rrcoinmriKlH  is  tn  wash  out  all  the  cavities  in  wluC 
tbey  niuy  be  foutitl,  witli  ct|ual  jxtita  u!  cliluturuiiu  and  wiiici. 

The  Removal  of  Adenoid  Growths  in  the  Fharyxut. — -1 

patient  should  be  anesthetized  witli  ether,  chloroform,  or  bromid 
ethyl,  as  the  case  is  more  or  less  severe.     Bromid  of  ell»yl  will  gi^ 
but  two  to  three  minutes  of  unconsciousness. 

Anesthesia  being  complete,  and  the  child  lying  on  a  table  in  a  gCMxI 
light,  a  tonguc-dcpressor  makes  easy  the  introduction  of  O'Dwycr's 
gag.  The  head  is  now  slightly  raised  on  a  pillow,  and  three  bites  arc 
taken  with  a  l-6wenbcrg  or  Curtis  forcep.s — one  broad  median,  and 
one  at  an  angle  of  forty  degrees  on  either  .side,  to  free  the  fossa:  of 
RosenmOUer.  care  being  taken  to  go  behind  the  Eustachian  promi- 
nences. The  head  and  shoulders  of  the  patient  may  then  be  tjuickly 
turned  over  the  side  of  the  table,  and  the  free  hemorrhage  allowed  to 
flow  from  the  corner  of  the  mouth  into  a  receptacle  on  the  floor. 

In  this  position,  the  patient's  head  Jield  by  an  assistant,  the  Gott- 
stein  curet  may  be  employed  to  remove  the  debris,  care  being  tak< 
to  carry  the  ring  to  the  summit  of  the  pharyngeal  vault. 

A  Bosworth  snare  with  a  large  loop  may  advantageously  be  passi 
through  both  nostrils  to  complete  the  removal  of  the  mass  higli  up  \\ 
the  vault.     Small  pieces  of  ice  fed  into  the  nostrils  will  assist  mat 
rially  in  checking  the  hemorrhage,  which  seldom  persists. 

Fractures  of  the  nasal  bones  are  of  frequent  occurrence  as  the 
result  of  external  violence.  Both  nasal  bones  are  almost  invariably 
broken,  while  the  septum  is  frequently,  and  the  nasal  process  of  the 
superior  maxilla,  the  cribriform  plate  of  the  ethmoid,  and  one  of  the 
turbinate  bones  are  more  nirely  involved  in  the  fracture.  Displacement 
of  the  fragments  of  the  nasal  bones  cau.scs  depression  of  the  no.sc. 
which  is  readily  noticeable,  if  seen  prior  to  the  onset  of  the  swelling. 
and,  if  not  properly  treated,  afterward  persists  as  a  serious  deformity. 
Crepitation  can  usually  be  detected,  especially  when  the  fracture  is 
comminuted.  Kpista.xis  is  generally  present  and  is  sometimes  profust 
Emphyseniii  may  result  from  blowing  the  nose.  To  reduce  the  fract- 
ure, a  solution  of  cocain  should  be  applied  to  the  mucous  membrane  to 
check  the  hemorrhage  and  allow  the  painless  introduction  of  a  blunt 
instrument  like  a  director,  a  strong  probe,  a  Wagner's  sound,  or,  better, 
Weir's  forceps,  to  elevate  the  fragments.  If  the  septum  is  broken  or 
the  nas.il  cartilages  arc  separated,  the  fragments  must  be  maintained  in 
position  by  means  of  plugs  of  ivorj*,  cork,  iodoform  gauze,  or  other 
material ;  but  when  the  septum  is  intact  the  fragments  of  the  nasal 
bones  will  often  retain  their  proper  positions  after  replacement,  or  need 
only  the  external  support  of  adhesive  pla.stcr  or  compresses.  In  com- 
pound fractures  the  lacerated  surfaces  should  be  thoroughly  cleansed 
and  rendered  aseptic,  the  bony  fragments  reduced,  the  soft  parts  re- 
united, and  an  antiseptic  protective  dressing  applied.  The  closure  of 
wounds  of  the  no.sc,  whether  incised  or  lacerated,  requires  very  nice 
approximation  of  the  integumental  edges,  and  sometimes  a  support 
afforded  by  wire  sutures  is  needed.  Punctured  wounds  should  be 
searched  for  a  foreign  body,  which,  if  found,  should  be  removed,  and 


suRGnxy  or  the  nose. 
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the  wound  treated  in  the  same  manner  as  punctured  wounds  elsewhere 

on  the  body. 

The  repair  of  deformities  which  are  due  to  the  destruction  of 
the  whole  or  a  portion  of  the  nose  by  disease  or  accident,  as  well  :ls 
those  due  to  sinking  of  the  bridge  and  the  undue  enlargement  of  the 
tip,  is  accomplished  by  operative  measures  groupt-d  under  the  name 
rhinoplasty.  It  has  been  too  frequently  the  case  in  these  operations 
that  improvement  of  the  outward  appearance  hns  bt-en  the  «olc  object, 
with  no  reference  to  the  maintenance  of  the  functions  of  the  organ. 
When  a  nose  has  been  largely  or  completely  destroyed,  it  lias  been 
rebuilt  by  means  of  flaps  tiken  from  the  forehead,  the  arm,  the  hand, 
or  elsewhere,  but  the  organs  thus  formed  arc  less  comely  and  less  use- 
ful than  properly  colored  artificial  noses  made  of  metal.  When  a  por- 
tinn  i^{  the  '^oft  parts  of  the  nose  has  been  destroyed  and  the  bony 


Pin.  49.— Weir's  ciue  of  lengtlicning  no^e 
and  filling  gap  by  cliL-eli- flaps. 


I'JG.  50.— Reinli  lif  Wclr'i  caw  of  lenxihen- 
ing  ihe  nose  by  fLips  lakrn  from  tbc  cheek. 


framework  is  sufficiently  intact  to  preserve  the  respirator>'  function,  it 
may  be  repaired  to  advnntage  by  means  of  integumcntal  flaps  taken 
from  the  neighboring  or  from  distant  tissues.  The  form  of  the  nose  is 
exceedingly  variable.  Family  and  national  characteristics  are  transmit- 
ted through  many  generations,  but  certain  forms  are  con.sidered  deform- 
ities and  have  sometimes  been  operated  upon  for  cosmetic  reasons, 
while  others  look  for  the  relief  of  a  nasal  .stenosis.  A  common  char- 
acteristic of  these  cases  is  a  lack  of  symmetry  bttween  the  bridge  and 
the  tip.  In  the  most  marked  ca.scs  of  sunken  bridge  the  checks  are 
united  by  a  level  surface  in  the  midst  of  which  the  tip  projects  in  a 
somewhat  p>'ramidal  form,  while  the  common  pug  nose  is  the  least 
important  of  this  class.  The  opposite  condition,  that  oi  disproporliunate 
dnidopment  of  the  bridge,  is  occasionally  seen,  but  has  seldom  called 
for  operation. 

Kern  lut  laid/  re|xtrtcd  b  ouc  In  which  be  (trilled,  ihen  fnctured  the  uual  Iwnes,  and 
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fastcuvcL  liic  froRinvnU  in  sucti  a  niaritit-r  ihal  Uli^  putirnl  reLOvriH  froni  llic  operation  with 
a  Mraigh)  now.  Kigv  J*.  52  r^prpstnt  a  rnsr  of  Wcir'<  in  which  a  comhinM  bony  Aftd  nu- 
UlaginouB  cxufCBcntlioD  of  sue  eaUlet),  the  defonnily  being  reroored  without  apprecistile  acsr. 


Kn;    51.— Caw  o(   H  li-irgt  no«  oprrnlrri 
upon  by  Weir  to  ivlicve  melnncnoln. 


l-ii;.  53 — tJaw  cj]  laigc  nose  (after  open- 
lion). 


Ind. 
loo*^ 


H7/t-//  j'Ar  bridge  is  sunk  to  the  level  of  the  face,  any  attempt  to  ele- 
vate the  nasal  bones  or  tlicir  remains  is  usually  attended  with  ^rra^H 
difficulty,  and  if  llie  respiratory  function  is  performed  properly,  the  us^| 
of  a  false  nose  is  to  be  reconi mended  rather  than  a  plastic  operation. 
If,  however,  nasal  stenosis  has  been  caused  by  the  sinking  in  of  thc^ 
tissues,  these  must  be  elevated  and  maintained  Jn  position  in  such  ^H 
manner  as  seems  best  suited  to  the  individual  case.  ^* 

In  caws  «f  MiTikcn  nr  ilrflH:l«l  nu.-iul  biinL->  Wrir  iriMminctiiN,  fir^l,  that  a  bevelled  Ind- 
noii  he  mncle  Jt  the  junction  of  the  o»ta  nasi  and  ih«  tuiicrirtr  nuixillK,  am)  the  bun» 
enc^  al  tlietT  atUiclimciiL-'  by  incani  uf  a  graver'k  cfai>cl.     The  uppusilc  boiM?  may  be  in 
qociilly  i<Kisene<l  by  a  prying  motion  with  iSl-  chisel,  astiucd  by  pressure  with  the  th 
witbiiut  inciiion  on  thr  o|)i>(>!>ile  Mile.     Iti  ciu>l-i>  of  mure  cxleiuivc  injury  and  flatlenins^ 
mny  lie  necessary  to  make  an  incision  in  the  median  line  and  separate  the  nasal  bone^  mm 
one  anuihef.     The  sunken  bndge  can  then  be  raised  and  held  in  litu  by  translixiun  with  a 
pin  clamped  at  eilher  end  by  split  shut,  a  small  |hu1  of  iodorotn)  jtauze  or  a  itirlc  plate  being 
interposed  belween  the  sliol  nnd  the  no»c  to  svoid   premiiic.      The  lievelled  incision  ■«  m 
migigt-Htion  (if  Fnt-kanl,  iif  Pliiladrlphia,  to  jiri-vi'rit  .■u.-irriiig,  the  cut  beinjg  made  utiliqnely, 
instead  of  al  tiaht  ai^^des  to  the  surface.     In  ca>e  there  i«  objection  to  a  surface  inctMC 
ihc  chiwi   may  he  opt-nilcd  fmm  innidc  ;  bur  lUnnki  to  the  bevelled  cut,  a  re-iulling  cical 
thai  i«  vtiible  i»  rare,  provult-d  llu>ri)U(jli  aIl^i>«^i^ic  procaiilioni  arc  taken,      Aftct  opcnitiui 
of  this   nature  the  bones  shoulil,  if  p(»44bLc.  be  made  lu  cimfuTiD  Ui  the  ie<)uimj  puMli 
vriihoal  ihc  aid  of    external  pressure  or    stropping.      The  results  are  much  better  aj 
mure  satisfactory  if  no  iatemal  plo^are  left  tn  the  nu»lri]>  to  retain  Mcreticm  and  acl  u 
foreign  bodice- 
Angular  deformttles  or  bony  humps  on  the  no^e  may  be  removed  by  mAking  an 
inci^inn  nil  either  siilr  rxnii   rrdiiriuf;  iKf  Itciny  dernrmity  by  the  chisH  -.  or  tlie  method  of 
Roe.  of  Rotbeiiei.  may  be  eioployed,  <*tikh  consists  of  entering  the  now  fn»m  within,  and, 
after  making  an  incision  at  ihi-  jiirMlitin  "i  the  nasal  liones  and  laicial  caitilj^cs,  elevating 
the  si>ft  liMuu  and  Lhippioij;   away  the  nn»al   f»ines.  care  bcfiig  cxetri^eil  to  avoid  pvrKrture 
of  the  thin  skin  over  the  bndge.  whicli  must  lie  elevated  from  cither  side  with  the  t;miles) 


care.'     In  Keneral,  utiicr  upcratioos  u]>un  the  nasal  bones  are  best  |>erfoniicd  from  without. 


^N.   y.  Med.  Rtford^  July  iS,  1891. 


Fia  57. — J.  Solis-CohMi's  Fig,  38— Wcir*  pinilnum         Tm  ^i). — Martin's  nriificial 

KicldU:.  bridge.  brLdfC. 

slroDgly  dntwn  up  nvcr  thr  face  and  the  i>nrtti  dissected  back  until  the  natal  fouoe  uc 
i!X|M)s«].  Tlie  Kjilum  is  Iheu  divided  so  that  (he  ncise  may  be  lumnl  hack  i^uffirimtljr  fot 
the  introduclion  of  the  arulieial  bndgc.     The  I<jwm  Icps  should  be  inserted  in  Hrillcd  hole* 

in  Ihc  Mipenor  maxilllt  btgb  rm>ush  up 
so  th&C  the  B^x  may  nni  be  interfered  with 
in  their  muscular  exiiansiuii^  and  ajntnc 
tinn^.  Afler  ilie  M)lid  implanting  of  the 
u|>])cr  anil  lijwer  leg*  in  Inc  maxilln;  the 
face  is  drawn  iIuwd,  and  the  ineihi«m 
tinlm  in  a  <lny  or  two  wilhoul  evtrrnal 
evidence  of  it&  esiMcnce.  More  nxnilly 
Weir  uinl  a  jilaiintim  plalr,  rlliptiml  in 
sha|)e,  when  ilic  trtiiiy  \mHh  weie  not  w 
iriiiih  (Irslroyivl  nwi  the  end  nf  the  nose 
wai  strong  enough  to  need  no  immediate 

J.  Solis-Cobcn  nf  Philadelphia  hai 
(untier  modified  thii>  appliance  by  pet- 
loratinR  the  plaic  which  forms  the  arti- 
licial  bridge,  in  ordrr  lu  allow  gnuiuIaticiD- 
(issuc  (o  penelmle  ihe  holes  aod,  if  po^ 
Mble,  to  Kviin)  better  agaion  the  atnjpliv 
that  ic<uItN  in  c1ie  dcin  iminediately  over 
the  iimpU-  plai^.  The  tnstnimcnt  of 
Siilis  Cohen  o  a.  kite-shaped,  perforated 
plalintzcd  gold  pl.ilr,  with  a  pin  aoldered 
in  il«  mmc  acute  extreniitv,  which  is 
driven  iritu  an  iiilerslice  in  tne  frontal  or 
tja<al  bony  junction,  llic  legs  coiuut 
nf  jiluitnjceii  gnUt  springs  supplied  with 
p<.-(!>>  which  arc  sprung  into  hole*  bend 
n  Otp  maxilla  of  either  nde.  thus  aflToRl- 
ins  a  very  rigid  support  to  the  remodlellcd 
roM-,  When  the  dcprenjon  of  but  ime 
iMint  i>r  but  a  portion  of  the  b»»ny  bridge 
of  the  nowe  ia  la  be  remedied.  Weir  has 
Teeenity  introduced  oval,  bnai  -  shaped 
pieces  of  celluloid,  whith  are  worked 
intu  pu&itiuti  aflL-T  making  a  bevcrllnl  in- 
cision in  Che  tide  of  iHc  note  and  elevating 

the  (liMie.     The  wound  is  then  tmmedialely  cloaed  ami  healing  atlenipletl  by  first  intentioa. 

A  bridge  of  eellaioid  in  better  than  platinum,  in  that  the  tissues  surrounding  it  are  not 

■  //.  y.  Mfd.  Jcm-nat,  1892,  p.  451. 


Fic.  6a.— Hypertrophy  of  the  nose  (Weir). 


prone  lo  atrophic  chan|;ea.  Al  best,  ihcM  u|>cr«liotu(  vFTer  bul  lem[xjntf>-  iniiiruvement. 
Experience  h«i  d«iifin»tra(*(l  thai  tissac  changes  proi^Ms  slowly  wliere  ihe  imcKUTneni  in 
arctchcd  over  an  artihcial  biidgc,  nnti  bnl  few  canes  rcsi»l  iW  effccin  of  time.  A  |)crio!«teal 
membrane  would  Ie^Mn  evseniixl  In  prevent  atrophic  changes  in  the  inlei{uraent. 

/^;-  /foil-  has  iccnvcd  more  micntioii  tincr  John  O.  Roc  of  RocheHer  explained  U» 
etiolnj^  and  [lalhoJofpr,  and  •lUji^^Nted  opcrniive  trcaUncnt.  Heredity  is  an  imporUnl  faclnr, 
but  tnuiiiiCiMii  and  <ti«eaK  nrr  frrqueotly  the  prediipttung  causes  by  the  production  af 
nsMil  flrmisis  which  i!ilerfer»  with  the  circulaUou,  induces  vaKuIu  dittention  sod  hyper- 
iDphy  at  the  end  of  the  miv.  resulting  in  a  permanent  enlargnnent  of  the  tip.  Sometimes 
a  link  nf  development  iictiiwons  a  auiikrn  hridgc,  while  ihc  tip  develops  normally,  or  fre- 

3uenily  we  And  a  comhituiioti  ut  Ifiitli  coiuliituns.  I>r.  Koe's  method  of  cunecting  this 
eformily  »  to  render  llie  note  tymuieCrical  by  Tentoviii);  from  the  lip  the  tiaauc  which  i»  in 
excess,  so  as  to  render  it  proportionnte  with  the  bndge.  The  vestibule  is  cocunUed  and 
bnifhliy  illamj Dated  with  a  p^  liglil-     If  the  mucous  membrane  is  not  too  firmly  adherent, 


Flo.  $1. — Operation  tat  pug  dom. 


Fig.  6a.— Result  of  Roc's  operation. 


it  should  be  dissected  back,  lu  be  replaced  after  the  openilioR.  The  end  of  the  nose  il 
tumnl  upward  and  backwnrd,  and  held  with  a  retractor  by  an  a««islant  while  enoagh  of 
the  supcrllanus  liwue  i.t  dii»cctcd  out  ti>  ■llww  the  Q">c  lo  confciim  to  the  desired  vbape. 
The  judgraeiil  of  the  npenitiir  i«  his  only  guide  as  lo  the  ifuaniity  lo  be  remored,  and  gfeal 
care  is  needed  not  to  remove  loo  much,  not  to  remove  it  unevenly,  and  iiol  lo  wound  the 
nkin,  leat  Ihc  tip  br  made  loo  anall,  or  a  war  or  indentatiun  be  produced.  In  some  cases 
no  after' treatment  is  required,  while  in  olherx  n  »plint  iii  needr<l  in  keep  the  nate  in  proper 
shape  during  the  healing  process.  A  laifie  tip  is  not  always  due  to  excess  of  Its&ue,  b^it  may 
be  caused  by  a  roalfonnation  of  the  ranilagcs,  which  bulge  upward  with  a  con-eiponding 
ctincavtty  inaidr.  'ITiese  may  he  cut  tu  various  places  in  onlcr  lo  destroy  their  elasticity  ; 
Ihe  nose  is  then  adjuMed  tu  ii.t  pniiier  form.  Run  retained  dnring  healing  by  tncnns  of  an 
external  splint  comlitned  with  lubes  of  proper  size  and  shape  placed  in  the  nostrils. 

Fraclurf  of  the  vamer  is  rare  and  not  likely  to  be  recognized,  as  no 
di.splacemcnt  is  octiasioned.  In  comminuted  fractures  of  the  nasal 
bones  the  perpendicular  plate  of  the  ethmoid  is  sometimes  involved, 
but  the  more  commonly  involved  portion  of  the  septum  is  the  cartiiage. 
In  children  the  cartilage  is  frequently  dislocated,  an  accident  which  it  is 
difficult  lo  remedy,  because,  in  spite  of  treatment,  the  dislocation  and 
the  accompanyint;  twist  of  the  no.se  is  apt  to  recur.  Fracture  of  the 
cartilage  occurs  in  adults.  The  dislocated  or  fractured  cartilage  may 
be  set,  and  the  fragments  held  in  place  by  a  hard-rubber  tube  made  to 
fit  the  nostril. 

Botworth  has  reported  two  case*  of  diilotatioit  of  iht  teimmnar  eartHagr,  ascritwd  lo 
pmaarr  ol  the  ihiinin  in  using  the  handkerchief,  tn  tx>lh  rmsei  the  cartilage  wax  reduced 
with  good  results. 
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Deviations  of  the  septum  may  be  due  to  direct  injury,  improper 

modL*  of  lying  during  infancy,  congenital  deformity  or  unequal  craniaJ 
development,  and  may  be  bony,  cartilaginous,  or  both.  They  have 
been  classified  by  the  writer  in  the  following  manner,  as  a  convenient 
method  in   whicli  to  keep  records : 

<7.  Vertical  ( V )  ; 

b.  llorJzuntAl  ( H )  ; 

.-.  Oblique,  iis»;«iidi iig  and  descending  [O.  A.,  O.  D.) ; 

li.  Sigmoidal  (S]  ; 

r.  I'yramidal  (P). 

Itie  retiical  drflcclinn  hii&  uii  nnlcrior  and  a  posterior  plane,  wilh  the  line  of  the 
or  inttrrwxtion  perpendicular  to  the  Hikji  uf  the  imsal  cavjly. 

The  horiauntal  deJlt^ciiun  njtwKl-i  of  iwo  planes  or  face*,  wilh  the  ridge  or  inteisectiDn 
|MntIlel  with  the  floor  of  the  naMl  4.-avily. 

The  oblique  ucendiiig  i;oum»|»  trf  two  planea  or  faces,  with  the  ridge  or  intentcction  ris- 
ing Hbliiiuely  and  liackwaid.  usually  corrcjpondiiig  with  tb«  line  nude  by  the  artJcuUuon 
01  the  vomer  with  Uie  rarlilu^c  of  tlic  septum. 

The  oblique  desccoding  ridge  will  make  rJiher  an  acute  or  a  riyht  angle  with  this  line 

The  sicnioidal  i.t  repte«;nled  by  a  rigUl  hiifiioiilul  (letlrclii)n  in  llic  middle  roeaiui.  and 
a  left  hun»)ntal  dellcctiun  into  the  inferior  meatus  of  the  opposite  bide,  or  viri  ivrtJi.  Sig- 
moidal  deflections  may  be  horizontal  or  vertical ;  iii  tJic  Iniier  case  the  deflections  arc  ante- 
nor  in  ouc  and  poiteriur  on  the  Mjijuisiie  wdc. 

The  pyramidal  deflection  presents  three  or  more  planes,  whose  apex  points  dther  to  ibc 
nght  or  k'ft. 

Kecaid  of  aw  ojirratinn  may  be  quickly  and  cuiircniently  nude  thus : 
K.  H.  1>.  l.M.  Jin.  Trephine;  or 
1-  P.   D.  MM.  Saw; 

menning  in  the  fiist  ca^,  an  operation  with  the  trephine  on  a  right  horizontal  deflection 
which  caused  steno«i*  of  the  inferior  nieatu«  and  extended  few  |  of  ati  inch  ;  and  in  the 
second  ca.He.  an  nperution  with  llie  nabul  !>aw  un  a  left  pyranudul  deflection  projecting  into 
the  middle  tncniuv 

Tile  dcflectiuiu  iHu^t  frcqueoUy  iogT  with  are  cartilogitkuuK,  horizonlal,  or  oblique  asceod- 
ing,  in  the  anicrior  porimi  of  llic  nu)ial  cavity.  Next  in  fre(]ucncy  are  more  csiensive  ones 
of  the  name  xarictica  with  bone  posteriorly,  and  then  follow  in  order  the  pyramictBl,  veitical. 
<>ij^oida1,  and  oblique  devrerding.  A  horizontal  ddlection  which  invutvci  the  posterior 
border  of  the  vomer.   a»  well  as  a  purely  bony  deflection,  is  rarely  seen. 

Many  people  pass  through  life  in  comparative  comfort  with  deflected  vpta.  and  Ibe 
prepuce  of  a  deviation  alone  is  not  sufficient  warrant  for  An  operation.  Tlierc  must  alto 
be  present  some  reflex  or  direct  Imuble  which  niiiy  pmperiy  be  ascribed  in  inininaial  press- 
ure or  Menotiit,  tuch  bk  aitthma,  beadoclie,  asilienopta,  anemia,  or  inHammation  of  the 
other  lespirulory  oij^ns  or  of  the  middle  enr.  An  oj>eralion  sIujuM  be  aruided  in  raset 
of  hemophilia,  when  there  is  less  than  ^O  per  cent,  of  ovvhemaglobin  in  the  blood,  and 
when  the  patieut  has  goul  or  secondary  xyphili».  In  cases  of  diabetes  or  icnal  diKSae  the 
cvodition  of  the  palleni  as  regards  ihe!>e  complications  inu»t  determine  whether  an  opcrttioo 
is  advisable  or  not. 

Quelmallf  in  1 750  advocated  digital  iruinigmlation  for  the  correction  of  devialioas  of  the 
»e[vtu]n,  iind  the  (ir*t  ^n^gcstion  as  to  operative  treatment  t»  attributed  to  Chassaignac  in 
1S51.  Attem|its  to  trmovr  them  by  means  of  knivc!^  and  scissors  arc  altentled  with  much 
hemorrhage  and  accomjilish  little.  Approach  through  an  incision  invulviug  the  inlegumecA 
is  an  unneTef.;ari1y  fnTmidable  operation.  I'unchesand  fraction  funreps  have  been  emplojred 
10  cnuh  the  deviated  »eiMuiii,  which  is  then  held  in  iihice  by  rocAn*  of  naul  plugs  of  ivocy, 
cork,  or  other  material,  but  this  is  not  a  very  reliable  method.  We  are  inddited  to 
(loodwillie  for  the  revolving  Itnive.'k  known  by  his  name,  and  for  the  application  of 
the  vurgical  engine  lo  nasal  work  ;  to  Janris  for  the  ^uggr^tion  to  remove  earCilagiiKius 
deviations  bv  menrt  of  trunvTinion  and  the  snare;  and  In  llii.swtirth  for  populariring 
the  use  of  the  saw.  Of  lliesc,  the  bc«  are  the  very  thin.  sirai;jht,  probe-pointed  >aw» 
which  cut  either  up  or  down,  Preferably  one  operate?!  fmm  below  upwanl  (o  avoid 
obscuration  of  the  field  l>y  ihe  hcniorihage,  I  prefer  niy  own  nasul  trephine  with  tlic 
electric  motor  to  any  other  instrument,  fur  several  reasun.t.  It  can  be  Uhcd  in  many  cases 
where  the  ridges  appear  as  a  thickening  to  which  the  saw  could  with  difScuIty  be  applied  ; 
the  operation  is  done  more  quickly  and  with  Icsi  iterrou*  nhock  to  the  patient  than  by  nuy 
other  method  ;  the  lissTics  beyond  the  deviation  are  not  lacerated,  a  perfectly  clean  bore  i* 
made  without  annoyaDce  from  hemorrhage :  an  exploratory  channel  can  be  made  when  the 
posterior  face  of  the  deviated  septum  is  not  visible  ;  the  bunc  may  be  removed  w-ith  Ie^% 
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taolive  power  and  al  (lie  muqc  IJuie  wirtlt  greater  accuracy  (hau  ici  niij'ulher  nrnnncr.  KFft>rc 
the  npention  ihr  na,»il  caviijr  should  be  c1c»i!t<-d  wittt  an  antiseptic  wash  -,  ihcn  s  thin 
layer  of  cotton  wet  with  a  lO  i>cr  cent,  solution  uf  cocairi  ^liouLd  he  placed  over  lb«  ridge 
so  thai  every  part  of  tht?  Iimul*  to  he  remuvnl  i^  covered,  and  allowi;d  lu  ifiniiiii  for  ten 
■aiTiutei.  It  should  now  be  rttnoved.  and  the  naul  cavity  ag^ain  frc?ly  bathed  with  mi 
■antiftcplic  solution,  '['he  depLh  of  the  ridge  Miuuld  be  delcnnincd  widt  a  Hat  pmbc^  and  the 
Erection  of  the  HuorAf  the  cavity  fixed  in  the  mJnd  of  the  operator,  who  ^haidd  with  hi* 
left  hand  hold  the  gp-cculuin,  and  at  thv  vicne  Lime  ftlcady  the  patient's  bead,  and  with 
hi*  tight  intrnduic  the  ire]thittL',  guided  Uy  the  (jnH)vc  in  ihe  lower  lip  of  the  *pccu 
lum.  The  tiephinc  may  vary  in  nuc  fiom  ,',  to  j'^  in4:b  in  diameter.  I'he  cut  is  cii'cu- 
lar  anil  leaves  a  contrive  surface,  but  an  upi^ramr  with  sulTicieni  tikill  may  rjiu^c  it  In 
I  leave  a»  flat  a  surface  as  a  »aw.  When  the  perforaliuM  t»  complete  the  core  inay  letuain 
'within  (be  cylinder  of  (he  trephine  and  be  removed  with  it,  otherwise  it  tan  be  removtrd 
with  A  snare.  It  \s  nni  wi«^  to  ute  a  trephine  with  n  ktenil  opening.  The  aperture  fore  lcan»- 
ing  puqNneii  xlniulil  be  placed  behind  the  shiiulder  [u  prevent  ull  |nj!iAtblr  jtirnpin^.  After 
the  blredinc  ba:i  ceaiicd  the  clot  should  be  removed  fmtn  ihc  vestibule  to  allow  air  to  (MSa 
through  the  nu»ttil,  but  waaliing  should  be  uvuided  in  utder  tu  pm-cr%'e  the  trlot  ovtr  the 
wourvd.  An  insuHlalion  of  artsloL  powder  is  ndviwiblc.  Nu  plu);  or  foreijjn  body  should 
be  allowed  to  renuiiii  tT  avoidable.  Tht;  no^e  ^Ixmld  nut  be  blown  fur  nl  Icaft  eight  hour.s, 
and  then  uenlly.  An  antiseptic  spray  may  be  ii_sed  on  the  following  day,  but  much  fu->iMng 
is  apt  to  do  bamL 

Cailjla£iaans  and  bony  Apurs  of  the  Acptum  aic  best  removed  in  the  same  manner. 
The  UK  of  the  thermocautery  fi>r  the  desiruciiun  uf  ihcM;  ur  other  mi'iibi<l  conditions  of  lli« 
septal  IU6iies  should  be  un;tpahngLy  condemned,  as  the  resulting  cicadices  na(  only  jitevrni 
the  reprodociion  of  the  nimnal  epiihHial  structures,  but  aim,  by  promoting  Ncab-fomintiuiis 
within  the  nostril,  cau^e  great  nnnoyi-nce  and  often  serious  ucrvouft  reflexes  whii.h  rentier 
the  cunditioD  of  the  jkatient  iiitiilmible.  Eleclrolyu^i  is  an  unsurgical  and  unacicn title  pro- 
cedure wbco  applied  to  thii  coitditioo. 


Pui.  63. — StriLtghl  scissors. 


PlO.  &f.— Augnbr  acbtors. 


Fig.  65.— Corapre3slng-A>rcep». 


AftCh's  Operation. — Cases  in  which  the  sqjtum  is  not  thickened. 
but  bent  so  that  a  stenosis  is  produced  by  contact  with  the  outer  wall. 
sometimes  reqtiire  a  more  radical  operation  for  their  relief.  In  these 
conditions  the  operation  devi.scd  by  Asch,  a  modification  of  Adams's,  is 
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to  be  recommended.     This  consists  in  making  a  crucial  incision  by 
means  of  cspcciatlj-  devised  scissor-forccps  (Tigs.  63-65). 

The  pMlicnl,  after  hiiTinf;  the  noslnU  sI)^lyl^(l  with  sn  antiseplir  soluiion,  i.t  thoroughly 
ctherU«i,  nnd  the  he*A  \\  drawn  attx  tlie  <^gp  fif  the  rip^ratiiig-tiihle,  in  oidt-r  to  prevent 
the  blood  tunning  into  tlic  larynx.  The  elevator  is  then  introduced  Jnlo  the  siencMvd  iio»lri1, 
acvd  any  adhcHinns  that  may  exiit  nre  thoiYHi^hly  bruken  iip ;  if  (he  adhc»)ODs  should  be 
bony,  as  somctimeN Imppcns  it  will  be  necc&Hiry  to  use  a  Kougc.  If  aiiv  ftynetliinr  pxiM  at 
the  orlhi'i-  of  ihir  iHiMnl,  il  is  helirr  [o  divide  ihein  wime  days  liefcirc  the  opcnUion.  The 
cutliD|!-forceT>s  are  then  introduced  into  the  nostril,  the  blunt  blade  in  Uie  tacrui^cd  side,  and 
an  incisiim  is  made  horizuijially,  direrlly  ovri  llie  giralor  cdnvrxily  of  the  deviation.  Il  is 
Mimclimes  nii4  r^^y  tn  make  this  inciiiioii.  hut  the  instmmcnt  should  nal  be  withdrawn  noc 
iiKivcd  ftvin  its  line  uf  iuciMun  until  the  yiclrliag  suund,  indicttlinK  llic  division  of  the  car- 
tilngc.  is  perceived.  The  instrument  is  then  wiifadrawn  and  reintroduced,  ihi*  lime  in  a 
direction  it  ri^Iit  ungleA  to  the  funner,  and  n  cut  is  made  as  nearly  as  possible  acria<a  the 
center  of  the  tiral  incision  and  at  rijcbt  angles  to  it,  care  being  taken,  in  cases  where  the 
deviation  is  eKirenie.  that  the  nanvw  blnde  pastes  acroH  the  first  cut,  and  not  through  iL 
'ITic  opcmntr  then  pushes  his  finRcr  thnmgh  the  pawaRC  thus  made,  into  ihe  oppo^iie  nos- 
tril, hrenViiig  down  jn  this  w»y.  at  tlicir  b>M;s,  the  scginents  made  by  titc  crucial  ineiMun  : 
on  doing  this  properly  ilie  success  of  the  oprrialion  depends,  fiir  in  this  way  the  rrviliency  of 
the  cartilage  is  destroyed  and  the  return  nf  ihe  deformity  prevented.  The  cumpreuing- 
foiceps  are  then  introduced  and  b  further  straightening  of  the  wbolt*  scjilnni  effected.  'ITie 
heroarrhofje,  which  it  somelimr*  pretty  severe,  in  ehrcked  by  a  fspray  of  ice-cold  Dobell's 
whition,  and  a  properly  lilted  nasal  tube,  Asch'»oi  Mayer's,  according  to  the  requirements 
of  the  case,  is  ijttniduced  iniu  ihe  previously  stem^MHl  «de,  i  smaller  tube  being  introduced 
into  the  other  nostril.  This  usuully  ciiecks  all  hemorrhage,  and  tlic  piilietil  is  returned  to 
his  bed,  with  direclioii  ti>  have  Ihe  nnvtrils  sprayed  ool  with  cold  Uobcirs  .solution  every 
half-hmiT  for  Iwenty-rour  huurs.  At  the  cml  of  this  time  the  Inbe  is  removed  from  the 
non-steiiused  side  mid  nut  rc-plai^ctl.  At  the  end  of  f^itty-eight  hours  the  otlier  tube  is 
removed,  thoroughly  cleansed,  and  replaced,  the  nostrils  having  b«n  well  sprayed  nut. 
Thii  rcmuval  and  cleansiug  muat  be  repealed  doily  (at  from  Euuc  tu  six  weekv     The  pniient 
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Fio.  66.— Mayer's  hollow  spDni. 


Fir.  67. — Asch'a  hollow  splinL 


must  remain  in  bed  for  four  days.  At  the  end  of  this  time  he  will  be  able  lo  take  out  and 
replace  the  lube  him>>clf.  bul  he  must  be  insInicLcd  to  cleanse  it  ihoiuughly,  and  wash  it  in 
carboliied  water  befare  rcplacinR.  It  sometimes  happens,  after  the  tube  has  been  perma- 
nently removed,  that  sume  trrcgularilies  iire  obseivctl  in  Ihe  septum  ;  bul  these  arc  usually 
absorbed  in  time,  or,  if  Ihey  prove  Trfractory,  arc  easily  removed  by  ■  touch  of  the  gaUano- 
cantery  01  ctectrulrephinc. 

In  an  experience  of  over  aoo  rases  Asch  has  observed  no  unpleasant  resnlc.  Il  must  be 
borne  in  mind  that  it  is  abtsduiely  ncceasary  ihal  all  in*lnimrnti.  ii>*d  in  the  operation  be 
perfectlystcriLixed,  ami  that  the  parts  operated  upon  sliotdd  be  kept  in  as  a.sepiic  a  c<jndition 
fts  possible  for  four  days  subscquenlly. 

A  iiKire  recent  nperalion  for  the  [eductlim  of  n  vertiral  nr  horizontal  dcflnrlicin  nf  Ihe 
septum  where  the  concavity  intnides  ir*rlf  beyond  the  median  line  into  Ihe  occluded  nostril 
is  that  of  Watson  uf  Philadelphia,  wliich  conHStsof  sawing  up wiird  parallel  with,  or  in,  the 
median  tine,  to  include  the  entire  deflrction,  eausing  it  to  hang  as  a  nnp,  with  the  hini;^  cor- 
responding  to  that  porti-^n  of  the  septum  joining  the  up|wr  ends  of  the  niiulliug  U-sbapcd 
cut.  This  flap  is  nest  pushed,  bv  mi^iis  of  the  linger  on  its  convexity,  through  the  opening; 
in  the  septum  into  the  opposite  side  and  carried  upw.ird  ontil  the  rc5ilicncy  of  thf  hinge  it 
entirely  overcome.  The  flap  now  remains  in  the  previously  free  fossa  and  the  mucooa 
membrane  unites  with  remarknbJe  rapidity.  After  the  flap  ba«  been  piidie<l  through,  any 
posterior  narrowing  beyond  the  fcncsttaiion  in  the  stenosctl  side  may  be  corrected  by  fraclur 
■  ng  the  vomer  with  Weir's  septal  forceps.  An  .Mien's  or  Hcreus'  rnrlctuhc  may  be  dropped 
in  the  stenosed  side  fut  forty  eighl  hours,  shunhl  it  be  necessary  ;  but  it  must  cause  nu  pm»- 
ure.  and  after  thai  lime  it  must  be  removed  daily  to  he  thnnuiglily  cleansed ;  the  nostril 
meanwhile  should  be  sprayed  with  an  antiseptic  alkaline  solution.     In  some  cases  1  have 
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lit  or advantajcc  to  modify (hiii  operation  br  Ervphioinic  tfarouKb  t^r  septum  ivfo  ontices 
<OrfC*pQi«ling  111  ihe  emlft  of  the  U,  and  by  uMng  on«  ai  my  pnilic-poinit-d  uw*  to  make 
the  postsnor  cut  Bts^  opcntiiig  thrau^h  the  free  side,  sawiug  downward,  the  ituitu  o(  Ui« 
uw  plft|^ng  in  the  a]i[M>«ite  mulii*  iwnitrrinr  ui  thr  uct-ltmon.  Iliit  cut  i«  made  ircwcntic 
at  ihe  bottom  Ui  meet  ibe  dcKcndit^  cut  made  anteriorly  ihrougb  the  occluded  n&nm  the 
pTkifli  of  [hr  law  ihU  time  playing  in  the  (we  nnttril.  Ky  ihi.^  manner  of  n|trmling,  raeh 
cut  way  be  loade  (o  cunfurm  more  Di^rly  to  the  vertical  median  tine,  and  1  ibiuk  a  belter 
fmult  i%  punMhle  in  estcntive  operatiuns  on  acLciunt  of  the  view  we  grt  of  the  jjotterijir 
inoMuii  while  Mwinji;.  \VatK>ti'»  operation  certainly  gives  very  flattering  rc5ull>,  and  w 
far  is  in  advance  oi  any  oilier  yet  n-uggrsleit  for  llie  ixirrectiun  of  this  cspeciJil  kind  of 
deformity. 

Inflammation  of  the  Accessory  Sintises. — It  is  probably  a 
frequent  occurrence  during  an  attack  of  acute  rhinitis  tliat  the  niucouH 
membrane  Jtning  one  or  more  of  the  accessory  sinuses  becomes  the 
seat  of  an  acute  inflammatoiy  process  similar  to  that  of  the  nasal 
jnucous  membrane,  but  as  long  as  the  natural  outlets  of  the  sinuses 
remain  open  the  excess  of  secretion  escapes  into  the  nose,  and  no 
special  symptoms  are  presented,  aside  from  a  feeling  of  heaviness  and 
sometimes  a  dull  pain,  which  are  difTicuit  to  distinguish  from  the  sen- 
sations produced  by  the  rhinitis  itself.  This  condition  is  one  of  which 
we  know  little  or  nothing,  and  which  seldom  if  ever  calls  for  treatment 
beyond  that  given  for  acute  rhinitis.  Some  of  these  cases  become 
purulent,  and  gentle  irrigation  with  a  warm  saline  solution  may  be  of 
service. 

When  the  natural  outlet  of  a  sinus  becomes  occluded,  the  pent-up 
contents  are  apt  to  become  purulent,  and  the  resulting  pressure  causes 
great  pain.  This  condition  demands  immediate  evacuation  and  irriga- 
tion of  the  cavity.  Prompt  recovery-  usually  follows  ;  and  then  meas- 
ures should  be  taken  to  restore  the  patency  of  the  normal  outlet.  A 
chronic  empyema  may  result  from  such  an  acute  inflammation,  or  it 
may  be  caused  by  localized  disease  or  injury,  and  become  in  itself  the 
excitant  of  untoward  processes,  such  as  polypoid  degeneration  of  the 
mucous  membrane,  caries,  and  necrosis  of  the  bony  walls.  Atrophic 
rhinitis  sometimes  invades  the  sinuses  and  results  in  the  accumulation 
of  putrid  debris  and  degenerative  changes  in  the  tissues,  conditions 
which  require  irrigation,  curetting,  and  drainage.  The  manifestations 
of  syphilis  and  tuberculosis,  as  well  as  tumors  and  foreign  bodies,  are 
occasionally  met  with  in  the  sinuses,  and  call  for  appropriate  treatment 
A  unilateral  nasal  discharge  in  an  adult  is  usually  indicative  of  sinusitis; 
in  a  child,  of  a  foreign  body  in  the  nose. 

Empyema  of  the  Maxillary  3inus. — The  antrum  of  Highmore,  or 
maxillary  sinus,  is  the  sinus  most  exposed  to  injury  and  the  most  fre- 
quently subject  to  inflammation.  It  is  situated  on  a  tower  level  than 
the  frontal  and  ethmoid  sinuses,  and  its  opening  is  so  situated  with  ref- 
erence to  their  outlets  that  the  products  of  inflammation  in  them  may 
flow  into  this  sinus,  which  may  then  serve  as  a  pus-reservoir.  The 
opening  is  also  so  situated  in  the  middle  meatus  that  it  is  liable  to  be 
occluded  by  a  swollen  turbinate  body  or  a  pol)*p.  Finally,  a  very  large 
proportion,  if  not  the  majority,  as  many  claim,  of  cases  of  inflamma- 
tion in  the  maxillarj'  sinus  are  dependent  upon  the  presence  of  carious 
teeth.  The  inflammation  usually  commences  in  a  catarrhal  form  ;  the 
mucous  membrane  becomes  hypcremic  and  swollen,  later  edematous. 
The  blood-vessels  give  way,  causing  minute  hemorrhages,  and  as  the 
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swollen  mucous  membrane  begins  to  subside,  a  more  or  less  profuse 
secretion  of  muco-pus  streaked  with  blood  appears,  which  slowly 
chanjjes  its  characteristics  into  those  of  pure  pus  (empyema).  When 
the  mouth  of  the  sinus  is  open,  there  may  be  a  feeling  of  oppression 
and  fulness,  with  a  dull  pain  in  the  infra-orbital  region  and  a  unilateral 
nasal  dischar^jc.  If  the  attack  is  coincident  with  an  attack  of  acute 
rhinitis,  no  additional  treatment  is  needed  until  the  subsidence  of  the 
latter ;  but  if  there  is  no  coincidental  acute  rhinitis,  or  if  the  sinusitis 
persists  after  the  subsidence  of  the  rhinitis,  the  teeth  must  be  examined, 
and  if  possible  the  cause  of  the  trouble  determined.  If  a  carious  tooth 
appears  to  be  the  cause,  it  should  be  extracted  and  an  opening  made 
iijjward  through  the  socket  through  which  to  irrigate  the  antrum ;  but 
if  the  trouble  cannot  properly  be  charged  to  this  cause,  the  antrum 
should  be  irrigated  through  its  natural  opening  with  a  bland  alkaline 
solution.  This  is  frequently  sufficient  to  determine  resolution,  after 
which  any  intranasal  trouble  which  may  predispose  to  a  recurrence 
should  be  treated.  If  during  an  acute  attack  of  inflammation  of  the 
antrum  the  mouth  of  the  sinus  becomes  obstructed  and  much  pain  is 
caused  by  the  resulting  pressure,  immediate  evacuation  of  the  pent- 
up  contents  is  demanded,  either  through  the  natural  opening  or  through 
an  artificial  one  in  tlie  inferior  meatus,  or  by  the  removal  of  a  tooth 
and  trephining  or  drilling  into  the  cavity.  In  some  cases  an  acute 
attack  vS.  inflammation  of  the  antrum  pas.ses  into  a  chronic  stage,  char- 
acterized by  a  more  or  less  continuous  discharge  of  pus  into  the  nose, 
which  is  apt  to  become  decomposed  after  retention  for  a  day  or  two 
arui  to  have  a  fetid  odor,  which  may  readily  be  distinguished  from  that 
of  ozt-nu  by  the  fact  that  it  is  noticeable  to  the  patient,  more  so  at  times 
than  al  others.  When  this  is  of  dental  origin  the  offending  tooth 
shouUi  be  renioveil.  an  opening  drilled  upward  through  the  socket,  the 
sinus  thoroughly  cleansed,  and  permanent  drainage  secured  by  means 
of  a  tube  closed  with  a  small  stopper  during  mastication,  or  by  a 
gr.iduated  hard-rubber  plug  with  a  knob-end  which  may  be  removed 
in  order  to  introduce  the  tip  of  the  syringe-pipe,  which  is  made  of  the 
same  caliln-r  as  the  plug  employed.  In  syringing,  a  soft-rubber  bulb- 
syringe  should  be  used,  the  head  tilted  forward,  and  the  fluid  by  a 
gontU'  continuous  stream  allowed  to  flow  out  of  the  nose.  A  half-pint 
of  warm  antiseptic  fluid  may  be  used  as  frequently  as  pus  forms. 

In  the  absence  of  a  diseased  tooth  an  opening  should  be  made 
through  tlie  malar  ridge,  as  practised  by  Myles,  or  in  the  canine  fossa, 
larjje  enough  to  admit  the  finger ;  but  care  must  be  taken  not  to 
extend  the  fenestration  too  far  in  a  vertical  direction,  lest  it  cause  deform- 
ity and  injure  the  infra-orbital  ner\-e  or  its  accompanying  vessels. 
Through  this  aix:rturc  the  antrum  can  be  thoroughly  explored  and  any 
n(.vess.m*  ojKT.ition  readily  undertaken. 

In  cases  where  simple  evacuation  of  the  contents  and  sjTinging  for 
a  longer  v>r  shorter  jx^rioil,  as  well  as  a  packing  of  iodoform  gauze 
through  the  orifice  in  the  canine  fossa,  fail  to  effect  a  cure  of  the 
empyema,  we  must  have  recourse  to  a  free  curetting  of  the  walls  to 
it'move  a  jxvssible  pt^K^jHiid  degeneration  or  caries  within  the  cavity  of 
the  sinus. 

The  %iia^i\sxs  of  empj-cma  of  the  antnint  is  not  alwa>*s  easily  deter- 


mined.  In  an  adult  a  unilateral  purulent  nasal  discharge  is  almost 
pathognomonic  of  purulent  inflannnatifin  of  one  or  more  of  the  acces- 
sory sinuses,  and,  if  after  cleansing  the  nasal  fossa  the  pus  can  be  seen 
to  reappear  beneath  the  middle  turbinate  at  the  ostium  maxillare,  par- 
ticularly if  there  is  a  feeling  of  heaviness  or  pain  in  the  infra-orbital 
region,  the  presence  of  an  empyema  in  the  antrum  may  be  considered 
as  determined.  When  the  escape  of  pus  from  the  mouth  of  the  sinus 
cannot  be  distinctly  made  out.  transillumination  is  often  of  great  value 
by  showing  the  presence  or  absence  of  an  umbra  in  the  tnfra-orbital 
region.  lU  presence,  associated  with  symptoms  of  sinusitis,  renders 
the  diagnosis  of  antrum  disease  vor>*  probable.  It  must,  however,  be 
remembered  that  transillumination  by  the  electric  light  held  in  the 
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PlR.  6t — »,  Poftiehor  eihrntld  c«IU:  #.  Bnirrior  ethmoid  cclU  having  no  commanicftHMi 
iHih  Ol*  posterior  telU;  i,  «ph«noid  ilnm  and  iii  tommunication  wiih  th*  pcMrerLor  cihraoid 
cells;  J.  fronUJ  tiiiusL  t.  infunOitiuttim  ci>inmu»iL~.ttm);  willi  )^<-  middle  meaiMi;/,  Dnaatllarjr 
sinus  i/*,  oual  caoAl  commuoicBliniE  with  the  Ucrinial  wc  (liinchfcld). 


mouth  has  proved  a  great  disappointment  a<;  an  aid  to  diagnosis,  as  the 
umbra  is  not  always  visible,  and  the  orbit  is  often  illuminated  on  the 
affected  side,  though  the  antrum  may  be  entirely  occupied  by  pus  or 
even  an  osteoma.  It  must  be  borne  in  mind  that  unless  a  distinct 
umbra  is  shown  by  transillumination  the  diagnosis  must  be  confirmed 
by  other  means.  AH  doubt  may  be  removed  in  any  case  by  puncture 
through  the  wall  in  either  the  middle  or  inferior  meatus  or  the  canine 
fossa,  and  the  presence  or  absence  of  pus  determined. 

Acute  catarrhal  inflammation  of  the  frontal  sinus  may  occur  at 
any  stage  of  an  acute  rhinitis,  and  is  characterized  by  intense  frontal 
pain,  tenderness  under  the  superciliary  ridge,  conjunctival  congestion, 
some  photophobia,  and  occasionally  a  slight  edema  around  the  eyes. 
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If  the  inflammation  becomes  purulent,  these  symptoms  become  aggra- 
vated and  pus  appears  in  the  anterior  part  of  the  middle  meatus.  All 
of  the  symptoms,  after  persisting  for  several  days,  may  pass  off  sud- 
denly with  an  abundant  flow  of  mucus  or  pus  into  llic  nose.  The 
trratntcttt  is  the  same  as  recommended  for  acute  rhinitis,  with  tlie  addi* 
tion  of  douches  of  hot  water.  Dover's  powder  is  sometimes  very  use- 
ful, and  occasioiiially  a  Turkish  or  Russian  bath  is  beneficial;  but  aflcr 
the  latter,  any  exposure  to  cold  must  be  avoided  for  a  considerable  time. 
After  recovery,  all  nasal  obstructions  should  be  cleared  away  as  a  pro- 
phylactic measure  ajrjijnst  recurrence. 

Chronic  Empyema  of  the  Frontal  Sinus. — Chronic  empyema,  less 
frequently  niL'l  wiili  in  the  frontal  sinus  than  in  t]ie  antrum,  originates 
in  attacks  of  acute  inflammation,  and  is  generally  dependent  on  the  ex- 
istence of  nasal  obstruction.  It  is  characterized  by  local  pain  and  ten- 
derness, and  sonictimcs  bulging  of  the  walls  of  the  sinus.  The  pain  is 
usually  dull,  sonieliraes  severe,  worse  during  damp  weather  and  during 
acute  rhinitis.  T'us  may  be  found  in  the  front  [lart  of  the  middle 
meatus,  constantly  in  small  quantities,  or  occasionally  in  large.  The 
jiaticnts  become  both  mentally  and  physically  dq>rcsscd  and  apathetic. 
When  associated  with  other  trouble  the  diagncsis  of  empyema  of  the 
frontal  sinus  is  by  no  means  easy,  but  when  it  is  alone  it  may  be  reached 
by  exclusion.  If  pus  appears  in  the  front  part  of  the  middle  meatus, 
assuciatci)  with  symptoms  of  sinusitis  and  with  no  intranasal  condition 
capable  of  producing  a  purulent  discharge,  and  if  there  is  no  disease 
of  the  antrum  and  no  bare  bone  to  be  felt  in  the  ethmoid,  it  may  con- 
fidently be  said  to  come  from  the  frontal  sinus. 

Treatment. — Opening  the  frontal  sinus  from  within  the  nose  is  not 
advisable,  and  often  impracticable,  though  sometimes  when  an  external 
incision  is  refused,  we  may  obtain  good  results  by  removing  with  scis- 
sors or  forceps  the  anterior  portion  of  the  middle  turbinate  bone,  and 
succeed  in  entering  the  excretory  duct  of  the  sinus,  the  infundibulum, 
thus  evacuating  its  pent-up  contents.  A  stream  of  warm  boric-acid 
water  directed  toward  the  opening  will  frequently  give  relief  It  is  fre- 
quently necessary  to  enter  through  an  incision  above  and  parallel  to 
the  superciliar)'  ridge  or  made  vertically  between  the  superciliary  ridges 
a  little  nearer  the  one  over  the  Involved  sinus.  This  incision  is  made 
down  to  the  bone,  which  is  perforated  with  chisel  and  bone-forceps  so 
as  to  permit  exploration,  and,  if  necessary,  curettage  of  the  cavity.  A 
drainage-tube  may  then  be  passed  down  through  the  infundibulum  Into 
the  nose  by  Luc's  method,  and  the  external  wound  closed  and  dressed 
antiseptically  to  secure  primary  union,  ihc  drainage-tube  being  remo\'ed 
afterward  through  the  nose;  or  drainage  is  secured  through  the  exter- 
nal \vound  for  a  few  days,  or  the  cavity  may  be  packed  with  gauze  and 
the  wound  kept  open.  The  first  method  leaves  a  ver>'  slight  scar,  and 
is  preferable  in  suitable  cases.  After  operation  the  sinus  should  be  fre- 
quently irrigated  with  a  warm  boric-acid  solution. 

As  the  full  devclopmcnl  of  ihc  rronlnl  winu*  rirtw  not  tnkc  place  until  wveral  jrar*  after 
pa^erl}*,  the  nbovc-mcnlmnwJ  procwiurw  are  iio|  in(licnte<l  in  yuun^  furrsun*.  L'ndcT  Ihc 
«{;«  of  iwrnty.  rsprnaUy  when  thrrv  riisl^  in flFtm motion  in  ihc  >csncclloiia  strurture  of  the 
bunc,  Mylc7  nn*iiniinirti<l!i  ihnt  the  cxtrtnut  incfioii  hr  ntntlc  bftuw  an<]  p«ni1|ic1  Iq  the  inner 
bolder  of  the  superciliary  ridge.  Care  must  be  cxerciM-d  in  \\\\s  opcrstion  lo  avoid  the 
tnwrtlon  of  the  superior  oblique  iuum:)).-.  and  Jt  tnuM  be  rcitietnbered  itial  wounding  tbe 
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Bunular  Mtery  Rives  rJM  to  copious  hemorrhage.  After  mukinR  eilher  of  the»c  iocisions  tbe 
Binus  is  cnirrt^'l,  \rf  means  of  Uie  ntallel  and  diinel  or  gcugc,  in  sucti  fnuiiiK^r  ilinl  the  sinus 
DUjrbc  fully  explored.  In  conjunction  with  either  of  Ihe  above  meihods.  it  is  well  lo  retnovc 
theanlertor  cnA  nf  the  tniddle  lurhiniilr  bonr  and  rsjilurt-  ilir  infunilibuluni.  In  nu  nasal 
Opcniion  is  more  caution  required  in  maniputatinQ,  for  we  musi  recojcniie  ihc  extreme  ano- 
(ookal  variation*  which  Ofc  found  in  lhi«  sinuK,  butli  as  regards  mic,  position,  and  thickness 
of  the  walls.  ll  is  very  easy  to  pn^s  a  probe  ihrau^^h  the  ethmoid  cells  into  the  brain  cavity, 
thinking  we  arc  in  the  infundilmluin  ;  and  if  llic  electric  trephine  is  ii*ed  eilher  from  wilhm 
nr  without,  we  must  be  positive  as  to  the  relaiionaliip  of  the  parts,  else  we  may  do  irrepara- 
ble damage. 

Ethmoid  Disease. — .-Vcute  catarrhal  ethmoiditis  probably  frfqucnlly 
occurs,  but  little  is  known  ^ibout  it,  as  it  accampjuiics  and  pa.s.scs  away 
with  acute  rhinitis  and  c^Ils  for  no  special  treatment.  But  when  the 
secretions  are  wholly  or  partially  retained,  the  inflammation  assumes  a 
purulent  character  and  soon  attacks  the  delicate  bony  laminae  which 
separate  the  ethmoid  cells. 

Boswottli  and  Wright  bulli  assert  that  this  ia  the  muil  frev^uenl  form  of  purulent  inflam- 
nation  of  the  accessory  nnuses.  It  may  or  may  not  be  atsociated  with  pnin  nnd  irnrlrrncM 
at  the  root  of  the  nose  ;  but  there  i>  no  salislactory  way  of  diktiuuuiiluug  ji  from  Lnllamuu- 
tjfin  of  the  frontal  sinus  except  by  the  detection  with  a  probe  of  linre  butie  in  tbe  ethmoid. 
The  tre^/men/  coTi«i>l>  in  tlic  removal  of  all  na^vtl  utiriructiun,  iticludin^  the  anlcriur  eiul  of 
the  middle  turbinate!,  lo  belter  upproacli  the  ethmoid  cells.  tl  is  advisable  then  to  scoop 
away  the  gramilmton*  and  dlieated  hone,  and  afterward  lo  keep  the  cavity  clean  by  .syring- 
ing with  a  hiand  anliteplic  solution, 

Sphenoid  Disease. — When  pus  is  seen 'to  come  from  the  .superior 

meatus  and  flow  over  the  posterior  part  of  the  middle  turbinate,  it  may 
arise  from  the  posterior  ethmoid  cells  or  from  the  sphenoidal  sinus. 
Both  of  these  arc  apt  to  be  involved  at  the  same  time;  their  moutlis 
are  close  together,  and  a  differential  diagnosis  is  very  diflicult.  If  the 
pus  can  be  constantly  seen  in  the  rhinoscopic  mirror  to  trickle  tlown 
from  the  top  of  the  posterior  nares  alonp;  the  .septum  or  lateral  wall  of 
the  pharynx,  the  sphenoidal  sinus  is  probably  involved.  The  secretion, 
when  retained,  may  cause  destruction  of  the  bony  walls  and  break  into 
the  orbit.  Inflammation  of  the  sphenoidal  sinus  is  seldom  recognized 
by  itself,  but  is  usually  diaynosed  in  the  cour.sc  of  the  treatment  of 
infl.iinmation  of  other  sinuses. 

Treatment. — The  natural  orifice  may  be  enlarged  with  a  probe,  and 
a  syrinjjc  with  a  proper  cannula  introduced  for  the  purpose  of  cleansinjr. 
The  treatment  of  these  ca.-5es  is  apt  to  be  vcr>'  tedious,  and  it  \s.  well  to 
accustom  the  patient  to  syringe  his  own  sinus,  which  frequently  has  to 
be  done  many  times  a  day.  A  case  is  under  my  care  to-day  whose 
sphenoidal  sinus  I  trephined  fotir  years  ago,  giving  gre;it  relief;  but  it 
is  necessary'  to  syringe  the  sinus  every  few  hours  day  and  night  to 
insure  absolute  comfort.  Pus  contaiited  in  the  sphenoid  sinus  and 
posterior  ethmoid  cells  is  apt  to  break  into  the  orbit  and  compress  the 
vessels  and  nerves  of  the  eye.  disturbing  vision  and  producing  exoph- 
thalmos. The  only  means  we  have  of  relieving  this  condition  is  by 
llie  long-shaft  trephine,  the  penetration  being  made  as  near  to  the 
natural  orifice  as  possible.  The  middle  Itirbinale  bone  must  fre- 
quently be  removed  to  secure  access  to  the  same.  At  best,  the 
results  are  unsatisfactory  and  each  individual  case  demands  a  particular 
treatment 

Lcrmoycz  and  Dundas  Grant  have  differentiated  suppuration  in  the 
various  sinuses  of  the  nose  as  follows: 
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SiUNS  OF  Purulent  Sinusitis. 
Presumptive  : 

(a)    Unilateral  pus. 

{i)   Pain  relieved  by  evacuation. 

(c)    Subjective  fetor. 

(rf)  Polypi. 
Probahle  : 

(a)  Pus  at  orifice  influeticed  by  attitude. 

(l>\  Opacity  on  transillumination. 
Certain  : 

(a)    Irrigation. 

[h)    Puncture  and  aspiration. 

{c)    Puncture  and  irrigation. 

\d)  Puncture  and  transsufHation. 


Site  of  Sinusal  Suppuration. 
Pus  in  Middle  Mfcttut  .- 
Anterior  group ; 
Antrum. 

Anterior  ethmoidal  cells. 
Frontal  sinus. 
Pus  in  Olfactory  Slit : 
Posterior  group : 
Sphenoidal  sinus. 
Posterior  ethmoidal  cells. 


ANTERIOR  GROUP. 


SifiNS  OF  Suppuration  of  Antrum. 

Presumptive  : 

(n)   Unilateral  pus. 

\b)    Intermittence. 

\c)    Infra-orbital  pain. 

(i/)  Subjective  fetor. 

(<■)    Upper  molar  caries. 

(/)  Pus  in  middle  meatus. 

(^')  Mucous  polypi. 

(k)    lateral  swelling. 
Prob^ible  : 

(u)  Return  on  bending  forward. 

(i)  Opacity  on  transillumination. 
Certain : 

(<i)  Puncture  and  transsufflation, 

[i)  Puncture  and  irrigation. 

(c)   Puncture  and  aspiration  : 
(i)  Inferior  meatus. 

(2)  Alveolus. 

(3)  Canine  fossa. 

(4)  Middle  meatus. 

{d}  Catheterization,  inflation,  irrigation. 


Signs  of  Suppuration  of  Frostai, 

Sinuses. 

Presumptive  : 

(a)  Continuity  of  discharge. 

(b)  Scat  of  pain, 

(I)  Spontaneous. 

(aj  On  pressure. 
Probable  : 

(ii)    No  return  on  bending  forward. 
(*)    Return  after  antral  irrigation. 
{c)    Pus  on  tampon  in  hiatus. 
(d)  Transillumination. 

An  I  rum —negative. 

Fro  n  tal  — positi  ve. 
Certain  : 

(a)  Catheter. 

Inflation. 

Irrigation. 
{b)  Operation. 


SIGNS  OF  Suppuration  oc  Anterior  Ethmoidal  Cells. 
Presumptive :  Probable  : 

Pus  continuous.  Opacity  on  transillumination. 

Pain.  I^^sions  in  middle  meatus. 

Spontaneous  supra- orbital.  Anterior  rhinoscopy — pus,  granulations. 

On  pressing  lacrimal  bone.  Probing — pus.  blood,  bare  bone. 

Asthenopia.  Certain : 

Mental  depression.  Puncture  of  bulla. 

Elimination  of  antrum. 

(Exploratory  irrigation.) 


POSTERIOR   GROUP. 


SIGNS  OF  Suppuration  of  Sphenoidal 
Sin  IS. 

Presumptive  : 

(a)  Pain. 

(b)  Ocular  disturbance. 
Probable : 

Pus. 
(•i)  Between  septum  and  middle  turbinal 

(ant.  rhinoscopy). 
{b)  On  superior  and  middle  turbinals  and 
vault  (posterior  rhinoscopy). 
Lesions  in  olfactory  slit. 
(n)  Bulging  in  depth  (in  acute  cases). 
{b)  Mucous  polypi. 
Certain  : 

(a)  Pus  from  ostium  seen. 

(*)  Exploratory  catheterization. 

(r)  Exploratory  puncture. 


Signs  ov  Sippiration  of  Posterior  Eth- 
moidal Cells. 

Presumptive  : 

Same  as  sphenoidal. 
Probable  : 

Polypoid  middle  turbinal. 
Certain  : 

Return  of  pus  after  irrigation  of  sphenoid. 

Bare  bone  behind  middle  turbinal. 


Fic;.69.— Early  huiRiin  embryo,  show- 
ing branchiiU  arches  and  cLcfls. 


CONGENITAL  MALFORMATIONS. 

The  congenital  malformations  of  the  neck  arc  of  great  interest  from 
a  morphological  point  of  view,  though  few  of  them  arc  of  serious  prac- 
tical importance.  Tlicy  arc  due  to  errors  in  development  of  (i)  the 
branchial  clefts,  (2)  the  thyroltngual  duct,  (3)  the  lymphatics  of  t/u  neck, 
and  (4)  the  vfrte&ra. 

The  branchial  clefts  are  four  traiiswrse  grooves  on  each  side  of 
the  neck,  analogous  to  the  gill-slits  in 
fishes.     They  arc   visible  in    the    early 
stages  of  the  human  embrj'o,  as  shown 
in  Fig.  69. 

CoiTCspoiwlin);  with  the  groove  in  the  cpibl«»t 
ii  K  Biinilaf  grouvr  nr  dcurrsMun  uf  tlie  iinaryii- 
geal  hy|)obtit»t;  some  aulborilics  hold  that  iIicm; 
rror^Tes  ctMilesce,  and  (hut  ilie  clefts  are  linear  u^ieii- 
ing^  Cr^m  ihc  emetior  into  the  pharymt,  bs  in  fishci ; 
but  there  i«  no  ptxwf  vf  this,  and  the  bc»l  nuihur- 
itie*  hold  tlint  the  clefts  ore  merely  groovea,  and  thai 
the  phitynx  is  separated  from  the  »kin  by  a,  ihin 
Ujrer  aS  tneaoblasi  covered  by  eiiihlauic  and  hypo- 
blastic  epilheliumoa  its  twt)  surfaces.  The  bar  oi 
tiwiur  in  fmnt  of  the  must  anterior  cleft  1.1  called  the 
miinJiiiifiir  *<ir,-    ihc  next   bar   lying    between   ihc 

first  and  wconil  defU  is  the  \yi>ut  har,  anif  Ihc  other  two  bars  formed  by  the  pouerior 
cleftt  are  called  the  jirU  and  tftifin/  iram-ii"^  ar,lie>.  Tlic  onterii>r.  or  hyfmandibulat 
eUft,  develop*  into  ihe  cxtenia)  auditory  meatus  the  lympanuni,  and  the  Eustachian  nihe ; 
ihe  thin  ntembrane  at  the  bottom  of  ihe  cleft  forms  the  membraru  (ympani.  The  three 
posterior  clcft»  sbvuld  all  be  oblilcralcd  in  the  developmeni  of  the  neck,  but  if  this  Droce» 
U  ItKomplcte  one  of  the  followinK  defonnilji-i  may  result:  1.  Complete  branchial  li4uli  ; 
a.  Incomplete  bntncbtal  liMula ;  J.  Tbaryngcal  divciliculum :  4.  Branchial  dermoid  cyst, 
A  eempUle  iran^hiai  JUtuia  is  ]»odnce<l  when,  added  to  failure  nf  the  coalescrnce  of  the 
aiche*  bounding  a  cleft,  there  ■»  a  pcrfomti'm  of  thr-  nicmbrane  al  ihc  bottom  of  ihe  cteft, 
allowing  of  a  direct  paasi^  from  the  surface  to  the  jihur^'iis.  .^n  maimfUir  tiraneMial 
Jittuls  occun  from  failure  in  (he  coatevence  of  Ivro  adjacent  branchial  arches  or  bart, 
witbool  perforation  of  die  deft,  »  thai  the  tniik  from  the  surfat:e  i»  »hut  off  from  (be 
phaiyitx. 

A  ptnifyitgmi  JivertifHium  ts  produced  by  a  failure  in  the  closure  of  the  lidcs  or  one  of 
the  hypobUstk  grooves  between  the  bmnchinl  bars.  \  ifijHfAia/  dermoui  eytt  results  from 
•  part  of  the  dee[>er  purticin  only  or  0.  cleft  rcmnining  nnotjliterated,  (he  del;!  on  (he  surface 
and  the  (ttfwve  in  the  pharynx  being  closed  over,  'ITiis  sequestnited  portion  of  skin  or 
inucou<(  membrane  develop*,  and  itt  secreLooi  collect  and  dittend  it  into  a  more  or  lest 
globflUr  cyst. 

The  pinna  i»  developed  from  six  tubercles  which  grow  around  the  dorsal  etlremity  of 
the  hyomandiibular  cleft.  At  ibe  dunal  extremity  of  either  of  the  other  clefts  a  similar 
tobcrde  may  occur  and  dcrclop  into  a  lilUc  mass  of  cartilage  covered  by  muscle  and  skin, 
which  is  then  called  a  trrvical aurirU.  Al  lliis  s[)i>l  tX^u  the  .ik in  nay  show  a  diffrrrnl 
appmrance  from  the  re«t  of  the  neck,  being  either  less  pigmenicd  or  c«verc<l  with  thin 
son  hair.  These  indications  of  the  d^irsal  ends  uf  tlie  branchial  defls  may  be  called  Knpx't 
tpttt,  from  the  observer  who  first  drew  attention  to  ihem. 

Tbe  ihyrvtingiMt  ttttd  ts  a  tubular  diverticulum  which  Marl*  from  the  fnrcula  and  passes 
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down  llic  middle  Litii;  uf  tlie  iitxk  Ueliiml  |]ie  body  uf  the  hytiid  bone,  and  bifurmtrs  in 
from  of  the  upprr  pnti  of  llip  imdira.  Its  tuwcr  end  fortni  the  grratcr  part  of  ihe  iflfamu* 
of  Ihc  Ihymd  gland,  aii<l  l>lciui»  with  Ihe  Uccnl  lobe  of  Ihnt  bo«!j-  "in  each  »iclr.  The 
npppr  urihcF  of  thii^  duel  pcrstsLs  as  ihr  fonim^tt  eaenm^  and  bt^tweni  thoC  uiid  the  thjrmid 
ijilhmu»  lh«  duct  should  enlirely  diMppcAr.  but  Mvenil  dr[>2rtuics  from  this  are  known  to 
occur.  'I'hiu,  the  upjicr  pnrt  of  the  duel  fruin  the  tnouili  to  the  hasihTOid  maiy  p«nsiu  at  a 
fine  lube  jit«t  admittJDg  x  probe,  or  il  may  develop  iiiio  a  KublingiuiL  drnnoid.  The  |Mrt 
behind  and  juM  helaw  the  basihyoid  may  |>cnii!it  aud  be  diMendcd  luto  a  cy^l — suhkyaid  der- 
mmd  or  hiir*n.  I^-L'rfly,  ihc  infraliy(»id  p«rt  of  ihe  ditcl  may  persist,  and.  fluid  collecting  in 
it,  farm  a  cy^,  and  wheu  llii!^  cy.nt  WnU  or  \y.  <i]>ened  a  median  tervitiii  Jiitida  le^ullk. 
Tinnif  IgWe  the  thyroid  glnnd  may  dcvHop  in  ihr  wall  of  this  inirt  of  ihc  dad  ami  fonn 
iwlaCed  nodule*— u^rrruw/  thyroids — or  a  coutiniu>u.'>  pmteia.  the  />ymi»id.  The  Ut^iul 
portion  of  this  <lucl  is  lined  by  Miuamous  epithelium,  the  ihynitd  [lonion  is  lined  by  eolutn- 
nar  ciliated  cpiUieliuni.  and  wr  it  hap^x-ns  ihal  Uic  cy»ts  mnnn^  frum  the  sccumulalioa  of 
secretion  wilhin  ilifferrni  (xmion^  of  this  tube  have  different  contents  and  diHfercQl  epi> 
ihelium  lining  ihem.  Having  thu^  briefly  sketched  the  mode  of  origin  of  ihew  wariotu 
congenital  defecU.  we  nuiy  now  study  their  clinioil  features  in  a  little  tnorc  detail. 

Branchial  fistula  is  a  nire  dcfonnity,  and  may  he  easily  over- 
looked. It  appears  to  bt:  inherited,  for  it  may  occur  in  several  gen- 
erations of  a  family,  or  in  several  members  of  a  family^  and  it  is  not 
uncommon  to  find  it  occurring  along  with  some  other  congenital 
deformity,  particularly  a  cervical  auricle.  The  fistula  always  opens 
at  the  level  of  the  anterior  border  of  the  sternomastoid.  A  fissure 
from  failure  to  chise  over  the  thyrnliyuid  space  opens  just  behind  the 
angle  of  the  jaw ;  one,  from  failure  in  the  third  cleft,  opposite  the  thyri>- 
cricoid  space;  and  a  fissure  connected  with  the  fourth  cleft  opens  just 


FIC  70, — Shnwrmg  the  nsuaJ  placen  nf  opening  of  bmnehlAl  Rslnln^  i%.  9.  3)  and  Ihyro* 
Itngnal  Ibtula  (5) ;  4.  inciiion  for  removal  of  lubei^utotu  glands  beneath  the  upper  half  of  tti« 
siemomaslold  muscle. 

above  the  inner  end  of  the  clavicle  (Kig.  70).  If  complete,  they  open 
into  the  pharj'nx  just  behind  or  below  the  tonsil,  usually  by  a  narrow, 
slit-like  orifice,  into  which,  however,  fluid  may  escaix:  in  swallowing. 
More  often  they  arc  incomplete,  and  extend  deep  in  the  neck  toward 
the  phar>-nx  for  2  or  3  inches.  They  he  close  to  the  carotid 
blood-vessels,  and  the  relation  of  the  fi.stula  to  these  vessels  and  the 
nerves  of  the  neck  affords  interesting  evidence  of  their  mode  of  origin 
(Figs.  71-73). 

Thus,  when  the  fittula  lie*  in  the  cleft  of  ihe  bifurcAtion  of  the  comtnon  carotid  artery 
and  paues  alwve  Ihe  Mpcriat  Larjngeul  nerve,  this  fact  affords  strong  evidence  in  suppml 
of  the  view  that  the  hMiila  ii  an  unoblilemied  jiortion  of  the  .necnnd  branehia!  rlcfl.  inasmuch 
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«f  ihc  inletnal  camtid  artCTf  '\%  developed  rrom  ih«  third  arterial  ftrcb  in  (1)«  fintbmdiil] 
bar  i  while  the  external  mrulid  urtcry  is  dcvclo{>cd  from  the  iir»t  and  Kccund  arterial  tiches 
Ijing  in  tht  nmndibuUr  and  b^oid  bmn,  and  the  auitcrior  laryngeal  nerve  ia  in  the  first 
btaochUI  bttr. 

Treatment. — As  a  rule,  these  fistula:  give  rise  to  no  serious  incon- 
venience and  require  no  treatment.     If  the  discharge  is  troublesome. 


Fie.  71. — Fistul»  colli  conf;eniU. 


Flti.  72  —The  uune  during  lh<-  act  of  swallowing. 


PlO.  73.— 'FlMukiUS  tnci  dissected  and  ^own  runnini;  between  the  exiemiil  jugular  vein  and 
ilxr  tlemomELilnid  inu«-l«  1  Warrtn's  cur). 

or  if  attacks  of  inflammation  occur  in  the  fistula,  it  should  be  dissected 
otil.  This  operation  rc<|uircs  great  care,  owing  to  the  deep  position 
of  the  fistula  and  its  proximity  to  the  large  vessels  of  the  neck,  and 
should  only  be  umlerlaken  when  its  ncccssit)'  is  proved. 

Fharyngeal  divcrtictUa  arc  very  rare  deformities,  which  prob- 
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ably  arise  from  non-c[osurc  of  a  branchial  groove  and  a  ip-adiial  dila* 
tation  and  proIon{;aIion  of  the  pharyngeal  pit  tluis  caustxi.  If  they 
are  small  and  if  fuod  docs  not  gain  access  to  them,  they  give  rise  to  no 
symptoms ;  but  if  foud  passes  intn  them,  it  accumuliites  there  and  sets 
yp  catarrh  of  the  mucous  lining  or  even  acute  innammation  of  the  wall. 
The  tumor  may  then  be  felt  from  the  outside,  and  the  patient  will  suffer 
from  dysphagia  or  dyspnea,  according  as  the  pouch  presses  upon  the 
gullet  or  the  trachea  (Fig.  74*. 

If  the  condition  is  diagnosed,  the  diverticulum  should  be  excised. 
For  this  a  careful  dissectiuu  should  he  made  on  to  the  tumor  through 


Pig.  74. — EsophagcaJ  ditrcriiculum.     A  &ac  from  [he  Icfl  aide  of  the  csoph: 
wotDHii.     >'Dr  manr  jrcan  retention  of  ftxid  in  the  pouch.     Kcmovoi.    Suture  oi 
gni.    Recovery  (Mixler's  cose;  Warcc^ii  Museum) 


of  an  olil 
the  e&u[ih«- 


an  incision  in  front  of  the  steniomastoi<l  muscle,  great  care  being  taken 
to  avoid  the  vessels  and  nerves  of  ihc  neck  The  pouch  is  cut  away, 
and  the  opening  in  the  jiharynx  is  closeci  hy  a  close  series  of  fine 
.sutures.  The  external  wound  must  not  be  entirely  closed,  but  cither 
a  large  drainage-tube  or  a  tampon  of  gauze  should  be  left  in,  passing 
quite  down  to  the  sutured  pharj^nx. 

Branchial  Dermoids. — There  arc  two  situations  in  which  cysts 
arising  from  unoblileraled  portions  uf  branchial  clcfls  and  pouches  may 
be  met  willi^n  tin*  intMilh  between  ttie  geniohyoglossus  and  the  mylo- 
hyoiil  or  Iiyoglossus  muscles,  and  in  the  neck  beneath  tlic  deep  fascia 
and  close  to  the  carotid  vessels.  These  cysts  arc  soft,  slowly  growing 
painless  tumors,  of  a  marc  or  less  distinctly  globular  outline.  They 
may  remain  stationary  for  years,  or  from  the  time  they  arc  first  noticed 
they  may  steadily  enlarge.  The  wall  usually  contains  cutaneous  struct- 
ures, and  the  contents  of  the  cysts,  in  addition  to  epidermic  debris,  fat, 
cholestcrin,  and  sweat,  may  include  hairs,  Some  more  deeply  placed 
are  mucous  cysts;  these  .spring  from  the  pharyngeal  grooves  opposite 
the  cutaneous  clefts.  Branchial  dermoids  are  recognized  by  the  .struct- 
ure o{  their  walls — skin  or  mucous  membrane — and  by  their  position. 
The  only  treatment  is  excision.  The  sublhtznal  dermoids  may  often  be 
removed  through  an  incision  in  the  door  of  the  mouth  carried  down  to 
the  cyst-wall,  wiiich  is  tlien  carefully  separated  from  its  surroundings 
by  a  blunt  dissector.  The  cennrat  dermoids  must  be  removed  through 
an  incision  in  front  of  the  sternomastoid  mu.sclc.  These  cysts  are 
usually  not  firmly  adherent  to  surrounding  parts,  and  their  complete 
removal  is  not  difficult  (Fig.  75). 

ThyroHngnal  dermoids  arc  met  with  in  three  situations — in  the 
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tongue,  at  tJie  hyoid  bone,  and  lower  down  in  the  neck  over  the  thyroid 
cartilage. 

In  the  tongue  these  cysts  are  placed  exactly  in  the  middle  line, 
between  the  two  geiuohyoglossi  muscles ;  if  of  large  size  they  push  up 
the  tongue,  or  even  force  it  out  of  ihe  mouth,  .ind  thty  project  below 
the  mandible.  They  are  of  slow  growth  and  may  remain  stationary 
for  years.  They  are  hned  with  a  .stratified  squamous  epithelium  and 
filled  with  soft  yellow  sebaceous  matter,  and  they  may  contain  hair  or 


^ 


FtC.  7S. — Brancbiat  cyst. 

tcclli.  Thcyarc  best  removed  by  an  incision  in  the  mucous  membrane 
of  the  floor  of  the  moulh.  The  cyst-wall  i.<  easily  exposctl  and  sepa- 
rated from  the  soft  cellular  ti.s.suc  in  which  it  lies.  They  can  be 
removed  by  a  submental  incision  in  the  middle  line  from  the  chin  to 
the  hyoid  bone,  carried  through  tljc  mylohyoid  muscle. 

At  Uie  hyoid  bune  these  cysts  are  usually  small,  ovoid  in  shape,  and 
tense.     They  He  on  the  thyrohyoid  membrane  and  project  up  behind 
the  body  of  (he  hyoid  bone,  to  which  they  are  usually  fixed.     The 
I  cyst-wall  is  thin,  and  the  contents  arc  mucoid.   They  have  been  thought 

I  to  be  bur.s;e.  and  have  been  described  as  subhyoid  bursx;  but  an 
I  examination  of  their  wall  shows  them  to  be  lined  with  columnar  epi- 
I         thclium,  which  may  be  ciliated.     They  arc  best  removed  by  means  of 
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a  transverse  incision  immediately  helow  the  body  of  the  hyoid  bone. 

The  deep  ccr\'ical  fascia  is  divided,  the  sternohyoid  muscles  are  sepa- 
rated, and  the  cyst  thus  exposed  is  carefully  separated  from  the  hyoid 
bone  and  the  thyrohyoid  membrane  and  removed  entire. 

The  lower  part  of  the  thyrolingual  diict  may  form  a  cyst  over 
either  the  thyr»id  or  cricoid  cartilage  or  the  vcr>-  liigliest  part  of  the 
trachea.  They  arc  usually  .small,  Icnse,  ]»aiciles}>  .swdl!ing.s.  placed 
either  in  the  middle  line  or  on  the  left  side.  They  are  liable  to  enlarge 
and  burst  externally,  and  then  leave  a  sinus  which  refuses  to  heal.  This 
sinus  opens  in  or  close  to  the  middle  Hne  and  runs  up  beneath  Oie 
sternohyoid  muscles,  usually  as  high  as  the  hyoid  bone,  to  which  its 
upper  end  may  be  firmly  fixed  (Fig  70).  The  cyst  is  uriginally  lined 
with  cohimnur  epithelium  on  which  cilia  may  be  found,  but  ^is  the  result 
of  inflammation  this  may  be  more  or  less  destroyed  and  replaced  by 
granulation-tissue.  In  the  wall  of  the  sinus  small  areas  of  tissue 
exactly  like  the  structure  of  the  thyroid  ^land  may  be  found.  The 
cases  of  aberrant  thyroids  or  broiichoccles  which  lie  in  front  of  the 
larynx  develop  from  tlie  thyrolingiral  duct. 

The  only  ftrafitutit  to  be  recommended  for  cither  the  cyst  or  the 
fistula  is  complete  removal.  A  probe  should  be  pa.sscd  along  the  whole 
len}»th  of  the  fistula,  and  an  incision  of  the  same  length  is  then  made 
throufrh  the  skin,  platysma,  and  fascia;  the  sternohyoid  muscles  are 
separated,  and  the  exposed  fistula  is  then  removed  entire,  great  care 
being  taken  to  excise  its  upper  extremity,  for  if  any  part  is  left  behind, 
its  eriithelial  lining  ctintinues  to  '^crrete,  and  the  fistula  |H.Tsists. 

Cystic  Hygroma  of  the  Neck. — Children  arc  sometimes  bom 
with  large,  irregular,  multilocular,  cystic  tumors  lying  deep  in  the  neck 
beneath  the  stcmoma.stoid  muscle  in  clo.ic  relation  with  the  carotid 
vessels,  or  in  the  posterior  triangle  of  the  neck :  sometimes  the  cystic 
mass  extends  along  the  subclavian  vessels  into  the  axilla.  Such  c>'sts 
vary  in  size  from  a  pea  to  an  orange  ;  they  are  smooth,  lined  with  a 
single  layer  of  flattened  lymphatic  etKJothclium,  and  their  contents  are 
limpid  fluid.  The  cysts  arc  bound  together  by  a  varying  amount  of 
fibrous  and  fatty  ti.ssue.  The  tumor  is  not  encnpsulcd,  but  is  firmly 
blended  with  the  sheaths  of  adjacent  vessels  and  muscles,  and  is  gener- 
ally attached  to  the  skin.  Such  tumors  form  irregular  swellings  in  the 
neck  or  axilla,,  often  of  large  size.  They  are  soft,  painless,  and  fluctuating 
in  places,  with  firmer  masses  felt  between  the  larger  cysts.  They  are 
very  liable  to  attacks  of  inflamniation,  in  wliich  great  swelling  occurs, 
with  redness  of  the  skin,  local  edema,  and  fever.  Wlien  the  inflam- 
mation subsides,  it  Is  found  that  one  or  more  of  the  c>'sts  no  longer 
fluctuates  as  before,  and  that  later  on  it  shrinks  and  may  disappear. 
These  acute  attacks  have  an  alarming  aspect,  but  are  really  curative  in 
eflecl.  obliterating  cyst  after  cyst  until  only  a  slirunken  solid  band  or 
cord  is  left  to  represent  the  original  cystic  mass.  The  tumor  may 
gradually  .shrink  and  disap[K'ar  'without  any  attack  of  acute  inflain- 
mation. 

There  is  no  .satisfactory-  treatment  of  these  cases.  Excision  of  the 
mass  should  not,  as  a  rule,  be  attempted,  as  it  is  attended  with  the 
gravest  difficulties  and  dangers,  owing  to  the  absence  of  any  circum- 
scription of  the  mass  and  owing  to  its  close  attachment  to  the  sheaths 


FiC.  76,-  iVrvir.il  nl 

tion  hot  sedative  fomentations — belladonna  or  opium — should  be  assid- 
uously applied,  and  if  suppuration  occurs,  a  free  incision  should  be 
carefully  made. 

A  single  lymphatic  cyst  with  thin  wall  lined  with  lymphatic  endo- 
thelium and  clear  limpid  contents  is  occasionally  found  under  or  behind ' 
the  stemomastoid  muscle.  These  cysts  are  of  very  slow  growth,  and 
are  usually  not  noticed  till  some  years  after  birth.  They  form  globular 
swellings,  smooth,  fluctuating,  and  not  tense,  and  if  large  and  project- 
ing sufficiently,  they  may  be  seen  to  be  translucent.     A  single  cyst  of 
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this  kind  should  be  dissected  out,  great  care  beini;  taken  in  separating 
it  from  the  great  vessels.  Both  these  forms  of  lymphatic  c>'stic  tumor 
arc  believed  to  be  due  to  an  error  \\\  development  of  the  I>-iTiphatic 
vessels  of  the  neck. 

Cervical  Rib. — An  additional  rib  is  sometimes  found  connected 
with  the  seventh  cervical  vertebra.  It  may  be  unilateral  or  bilateral, 
complete  or  incumplete.  When  complete,  it  forms  an  arch  of  bone 
above  the  first  dorsal  rib,  and  is  tipped  with  cartilage  and  united  ante- 
riorly to  the  cartilage  of  the  first  dorsal  rib.  The  subclavian  artcr>' 
passes  over  the  rib  and  is  raised  by  it  above  its  normal  po.-iition,  so  that 
the  pulsation  of  this  arter>-  and  the  thrill  easily  produced  by  gentle 
pressure  of  the  urterj-  against  the  rib  may  suggest  tlie  presence  of 


Fig.  77. — Orvi>ca1  ritt  removed  for  brachinl  nctinilgi.-i  frnm  a  woman  thirljr-flve  jrcaiv  of  fft. 

Cure  (Warren). 

aneurj'.sm.     The  brachial  plexus  is  also  over  the  rib,  and  in  some  cases 
the  bone  causes  pninfid  pressure  upon  the  nerves  (Figs,  yd,  77). 

As  a  rule,  no  treatment  is  required  for  this  condition.  Its  chief, 
importance  lies  in  the  errors  of  diagnosis  to  which  it  may  give  rise, 
being  liable  to  be  mistaken  for  a  new  growth  or  an  ancur\'sm.  In  the 
rare  cases  in  which  by  its  pressure  it  causes  pain,  the  rib  may  be 
excised.  The  operation  is  done  through  an  incision  across  the  base  of 
the  posterior  triangle.  With  a  blunt  dissector  the  soft  parts  are  sepa- 
rated from  the  bone,  which  is  then  divided  at  each  end  by  bone-forceps. 
The  proximity  of  the  .subclavian  ves.sels  and  the  ccmcal  ner\'es  must 
be  borne  in  mind. 


INJURIES  OF  THE  ^fECK. 

Conttisions  of  the  neck  are  not  very  common;  they  arc  caused 
by  blows,  fspccially  in  boxing  and  fighting,  and  by  squeezing  force,  aa, 
in  garoiiing  an<l  hanging. 

Ill  addition  to  the  nnliniry  efTtxts  nf  cnnttisitm,  fracture  of 
hyoid  bone  and  of  the  cartilages  of  the  larynx  may  be  produced.' 
The  great  comu  of  the  hyoid  bone  may  be  broken  at  any  part  and  in 
more  than  one  place;  the  superior  comu  of  the  thyroid  cartilage  may 
be  broken  off.  transversely  or  obliquely,  and  may  then  be  displaced 
upward,  outward,  or  forwartl.  The  pomitm  Adami  may  be  flattened  by 
the  opu'ning  out  of  its  angle,  or  either  ala  may  Ik-  curved  inward  as 
well  as  broken.  The  cricoid  cartilage  may  be  fractured  vertically  with 
or  without  displacement,  and  tlie  trachea  may  be  severed  In  the 
slighter  cases  of  these  injuries  the  patients  experience  some  difficulty 
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and  discomrort  in  spcccli  and  deglutition,  and  a  careful  examination  of 
ihe  parts  reveals  tlic*  lesion  hy  the  displacement  and  mobilltj'  of  the 
fragments.  The  fractures  may  unite  by  fibrous  tissue  or  by  bone. 
When  the  lesion  is  more  severe,  there  are  great  swelling,  dyspnea,  dys- 
phagia, and  danger  of  suffocation,  either  from  displacement  of  the 
parts  or  from  swelling. 

Suppurniion  may  occur  in  connection  with  these  fractures,  and  the 
pus  then  burrows  in  the  neck  and  bursts  into  the  mouth,  larynx,  or 
pharynx.  This  greatly  adds  to  the  patient's  distress  and  also  to  the 
danger  from  dyspnea  and  bronchopneumonia.  Severe  shiKk  may  occur 
from  contusions  of  the  front  of  the  neck  even  when  no  fracture  is 
caused. 

Trtatnwnt. — In  the  slighter  cases,  rest  in  bed  for  a  few  days,  with 
some  form  of  support  to  the  part,  such  as  a  properly  applied  bandage, 
is  all  that  is  required.  In  severe  cases  any  shock  present  must  be 
coniljated  hy  heat  to  the  precordia  and  feet,  and  by  general  stimu- 
lants. Dyspnea,  if  severe,  must  be  at  once  relieved  by  tracheotomy, 
and  the  patient  must  be  nursed  with  the  greatest  care.  Should  symp- 
toms of  suppuration  supervene — increased  ill-defined  brawny  swelling, 
increase*!  local  pain  and  tenderness,  and  pyrexia — free  incisions  down 
to  the  innanied  cellular  tissue  must  be  made  at  once,  and  hot  anti- 
septic fomentations  applied.  If  resjMratory  obstruction  persists,  tra- 
che«'»tomy  must  txr  performed,  The  surgeon  mii.st  never  forget  the 
danger  of  dyspnea ;  it  may  come  on  suddenly  from  .some  abrupt  dis- 
placement of  a  fragment  of  cartilage,  and  he  should  hold  himself  in 
readiness  to  operate  at  any  moment. 

Wotmds  of  the  throat  arc  frequent  and  very  important.  They  are 
most  often  siiicidal.  but  they  may  be  homicidal  or  accidental.  They 
arc  inflicted  by  nizors,  knives,  scissors,  daggers,  swords,  and  cutting- 
instruments  <jr  all    kinds,  and  by  bullets. 

A  cut  throat  may  be  of  the  nature  of  a  stah  or  a  punctured 
wound,  but  is  generally  an  incised  wound.  When  suicidal,  the  wound 
is  usually  on  a  higher  level  at  the  left  end  of  the  cut.  and  extends 
farther  to  the  left  than  to  the  right  of  the  middle  line;  the  edge  is 
often  jagged,  especially  on  the  left,  and  there  may  be  slighter  scratches 
or  cuts  due  to  the  ineffectual  efforts  of  the  would-be  suiddc.  These 
wound.s  may  be  classified  according  to  their  depth  into  superficial  or 
mm-pftul rating,  pinaratiti/^ — those  that  extend  into  the  air-passages, 
and  in  some  cases  into  the  food-passage  as  well ;  and  complcit  where 
all  the  structures  in  front  of  the  neck  are  divided  quite  down  the  spine. 
They  arc  also  classified  acciirding  to  their  height  in  the  neck  into;  (1) 
those  above  the  hyoid  bone.  (2)  those  through  the  thyrohyoid  mem- 
brane. (3)  those  ihrnugh  the  lar>-nx,  and  (4)  those  through  the  trachea. 
It  will  be  well  tt>  notice  the  parts  liable  to  injury  at  these  different 
levels. 

Above  the  Hyoui  Botu. — The  wound  may  involve  the  skin,  pla- 
tj'sma,  cervical  fascia,  digastrics,  mylohyoid,  geniohyoid,  geniohyo- 
glossus,  hyoglossus,  and  sternomastoid  muscles,  and  dee[KT  slill,  the 
intrin.sic  muscles  of  the  trmgue:  llie  facial,  lingual,  and  external  carotid 
arteries,  the  facial,  lingual,  and  extemiil  jugular  veins,  the  hypoglossal 
nerve,  and  the  submaxillary  gland  and  its  duct     Wounds   in   this 
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situation  bleed  very  freely  and  (jravcly  interfere  with  the  movements 
of  the  tongue,  and  therefore  with  deghililion. 

Tftraugh  the  Thyrohyout  Sptue. — Tliis  is  the  common  seat  of  sui- 
cidal wounds.  The  parts  that  may  be  injured  arc  as  follows:  Skin, 
platysma,  cervical  fascia,  anterior  and  external  jugular  veins,  sterno- 
hyoid, thyrohyoid,  and  .stemomastoid  muscles,  the  superior  thyroid 
and  external  carotid  arteries,  the  superior  laryngeal  nerve,  the  thyro- 
hyoid membrane,  and  tlic  epigtotlis.  Wounds  in  this  situation  are 
attended  with  less  hemorrhage  than  those  higher  up  the  neck ;  the 
pharynx  is  generally  penetratL-d,  and  division  of  the  superior  laryngeal 
nerve  may  lead  to  permanent  anesthesia  of  the  side  of  the  larynx 
involved. 

Throui^h  the  Larynx. — In  addition  to  the  more  superficial  struct- 
ures, the  thyroid  cartilage  may  be  severed  cither  above  or  below  the 
vocal  cords.  The  su|K'rior  thyroid  arteries  and  carotid  vessels  may 
be  wountlcJ;  but  the  deep  position  of  the  carotid  vessels  beneath 
the  thick  sternomastoid  muscle  very  securely  protects  them  from 
injur>'. 

Through  the  7>a^//t*(T.— This  is  the  least  frequent  seat  of  these 
wounds.  The  thyroid  gland  and  its  vessels,  the  carotid  vessels,  and 
the  trachea  arc  the  other  parts  most  exposed  to  injury. 

The  peculiarities  and  dangers  of  cut-throat  wounds  are  {a)  the 
hemorrhage  that  may  attend  them.  If  the  common  carotid  ves.sels  are 
diviiled,  death  is  certain  and  almost  immediate;  the  bleeding  from  the 
smaller  vessels  is  often  profuse,  and  blanclics  the  patient.  {b\  If  the 
wound  is  in  the  tower  part  of  the  neck,  there  may  be  entrance  of  air 
into  a  vein,  causing  either  instant  death  or  very  great  embarrassment 
of  the  circulation.  {/)  Tlie  great  frequency  of  wound  of  the  ntr-pas- 
sages,  with  the  attendant  dangers  of  asphy.xia  finm  blood  (lowing  into 
the  bronchial  lubes,  and  of  septic  bronehopnenmonia.  (ti)  Wide 
gaping  of  the  wound  and  very  slow  healing;  in  some  cases  a  fistula 
communicating  with  the  air-passages  persists,  (r)  Wound  of  the 
larynx  may  cause  pcrma]ient  aphonia.  (/(  Division  of  the  superior 
laryngeal  nerve  causes  anesthesia  of  the  same  side  of  the  larynx,  and 
in  deglutition  food  may  pass  into  the  trachea  and  lungs  and  set  up 
bronchopneumonia,  {g)  The  patients  are  generally  ^^ittTering  from 
great  mental  depression,  occ7\'k\C}T\i\\y  from  maniacal  excitement;  they 
may  refuse  to  take  food  and  resist  all  efforts  to  feed  them  artificially, 
and  in  some  cases  they  will  tear  open  the  wounds  afresh. 

The  causes  of  cieath  in  cases  of  cut  throat  arc  hemorrhage, 
entrance  of  air  into  the  heart,  asphyxia  from  blood  entering  the 
lungs,  or  from  inflammatory  edema  of  the  glottis,  bronchopiieumunia, 
and  exhaustion. 

The  treatment  of  these  cases  has  been  greatly  improvefl  of  late 
years.  All  hemorrhage  should  be  at  once  arrested  by  ligaturing  bleed- 
ing vessels.  The  wound  and  the  skin  around  should  next  be  carefully 
cleansed,  but  antiseptic  lotions  tnust  not  l>c  allowed  to  enter  the  air- 
passages.  The  divided  tissues  shouM  then  be  united  as  accurately  as 
(jossibic  by  buried  and  superficial  sutures.  This  must  be  done  with 
great  care,  so  as  to  unite  exactly  the  severed  parts  and  obtain  complete 
apposition  of  the  wound.     If  the  epiglottis  or  laryngeal  cartilages 
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divided,  they  must  be  united  by  sutures.  If  necessary,  an  anesthetic 
should  be  given  to  permit  of  the  carefuE  closure  of  the  wound.  The 
entire  wound  should  be  closed  and  a  dressing  of  wetted  double  cyanid 
of  mercury  and  zinc  gauze  and  wool  fastened  round  the  neck  with  a 
bandage  carried  also  over  the  head.  The  patient  should  be  placed  in 
bed  on  his  back,  with  the  head  raised.  The  next  point  to  attend  to  is 
to  feed  the  patient  If  the  phar>'nx  or  esophagus  has  been  opened,  or 
if  the  superior  laryngeal  nerve  has  been  divided,  the  patient  must  be 
fed  artificially.  The  best  plan  is  tu  pass  a  large  new  French  catheter 
through  the  mouth  into  the  esophagus,  and  through  that  to  inject  slowly 
warm  milk  and  egg.  Two  quarts  of  milk,  three  eggs,  and  some  tea 
should  be  administered  daily.  Some  prefer  to  pass  the  tube  through 
tile  nose.  If  a  soporific  or  a  purgative  is  required,  it  is  administered 
with  the  food.  The  patient  must  be  watched  to  see  that  he  does  not 
interfere  with  the  dressing  and  tear  open  the  wound. 

The  part  should  be  dressed  on  the  second  day.  If  there  is  any 
swelling  or  sign  of  inflammation  at  any  part,  the  stitches  at  that  part 
should  be  cut.  Should  edema  of  the  glottis  supervene,  the  wound 
should  be  opened  up,  the  glottis  scarified,  and  if  that  does  not  remove 
the  obstruction,  tracheotomy  should  be  at  once  performed 

Hematoma  of  the  Stemomastoid. — Children  at  or  soon  after 
birth  sonietiniL-s  present  a  firm  rounded  swelling  in  the  stemomastoid 
muscle.  These  are  traumatic  in  origin,  and  are  the  result  of  more  or 
less  extensive  rupture  of  tlic  stemomastoid  muscle  with  hemorrhage 
into  its  sheath. 

The  swelling  is  usually  not  noticed  until  a  few  days  or  even  a  few 
■weeks  after  birth;  it  is  generally  unilateral,  but  has  been  seen  on  both 
sides.  It  may  be  found  at  any  part  in  the  length  of  the  muscle,  and  is 
about  equally  frequent  on  the  two  sides.  It  is  usually  of  small  size — 
as  large  as  a  cherry  or  a  gooscberr)* — but  has  been  known  to  involve 
the  entire  muscle.  The  tumor  is  finn,  rounded  in  outline,  painless,  and 
not  tender;  when  of  large  size  its  center  has  been  known  to  be  soft 
and  fluctuating.  The  skin  over  it  is  not  discolored,  and  there  are  no 
signs  of  bruising.  The  swelling  gradually  lessens  in  size  and  disap- 
pears spontaneously.  In  very  rare  cases  a  small  induration  may  per- 
sist for  years  at  the  site  of  the  tumor.  In  a  certain  number  of  cases, 
probably  about  20  per  cent,,  a  shortening  of  the  muscle,  leading  to 
torticollis,  ensues  (see  p.  1 10). 

A  section  of  these  swellings  examined  with  the  microscope  shows 
fragments  of  mu.scle-fiber  undergoing  degeneration,  surrounded  by  a 
quantity  of  fibrous  tissue.  In  the  earlier  stages  there  are  evidences  of 
effused  blood.     The  sheath  of  the  muscle  is  iintom. 

It  is  thought  that  in  a  very  few  ca.ses  the  muscular  rupture  is  due 
to  intra-wterine  violence.  In  the  great  majority  of  ca.ses,  however,  the 
lesion  occurs  during  parturition,  either  from  the  stretching  of  the  neck 
which  occurs  as  the  head  turns  forward  over  the  pubes.  from  traction 
on  the  head  by  the  accoucheur's  hands  or  forceps,  or  often  by  traction 
upon  the  after-coming  head.  The  condition  is  most  often  met  with  in 
first-born  children,  and  after  Inng  natural  labor,  breech-presentations, 
or  where  turning  has  been  neccssary. 

Thc  tumor  requires  no  active  treatment,  for  it  undergoes  spontane- 


ous  absorption ;  but  careful  gentle  friction  and  movements  of  the  head 
should  be  practised  to  hasten  this  absoqition  and  to  prevent  any  per- 
manent shortening  of  the  muscle. 


TORTICOLLIS,  OR  VRY-NECK. 

This  is  a  defomiily  produced  by  contraction  or  permanent  short- 
ening of  one  steniomastoid  muscle,  aided  In  some  cases  by  the  same 
change  in  other  ccr\'ical  muscles. 

Catises. — The  cases  have  been  commonly  divided  into  two  classes, 
the  congenital  and  the  acquired ;  but  it  is  exceedingly  doubtful 
if  it  is  ever  really  congcnitiil — /.  c,  present  at  the  time  of  birth. 
The  most  frequent  cause  of  torticollis  is  an  injury  of  the  muscle 
(hematoma)  received  during  birth  (sec  p.  109).  The  result  of  this  is 
noticed  when  the  child  is  a  few  months  old,  and,  in  the  absence  of 
obvious  postnatal  cause,  the  deformity  was  assumed  to  be  allied  in 
nature  to  tilipes.  and  so  was  spoken  of  as  congenital.  Other  causes 
of  the  deformity  are  abscesses  beneath  the  stemnuia.stoid  muscle,  cer- 
vical caries,  and  hysteria.  In  painful  afrectlon.s  of  the  side  of  the  neclc, 
such  as  acute  inflammation  of  a  gland,  the  head  may  be  held  in  the 
position  of  wry-neck  to  relax  the  tension  of  the  part  and  relieve  the 
pain  ;  but  the  sternoraastoid  muscle  of  the  aficcted  side  is  relaxed,  not 
contracted,  and  the  attitude  is  caused  by  the  contraction  of  the  mus- 
cles on  the  other  side  of  the  neck.  In  large  abscesses  beneath  the 
sternomastoid  muscle,  also,  the  head  is  he-Id  in  a  position  to  relieve 
pres.sure.  As  a  rule,  in  these  cases  the  position  is  quickly  corrected 
when  the  acute  or  chronic  abscess  is  treated ;  but  in  some  few  cases 
of  long-standing  inflammation  adhesions  may  persist,  fixing  the  mus- 
cle in  its  unnatural  position.  In  cervical  caries  there  is  rigidity  of  the 
muscles  of  the  neck,  and  in  some  cases  the  face  is  twisted  to  one  side 
and  not  held  straight.  Here  the  deformity  is  but  a  part  of  a  general 
muscular  sp;ism  in  the  neck.  There  are  a  few  cases  in  which  one 
sternomastoid  muscle  is  held  contracted  without  any  obvious  cause  of 
the  contraction,  and  in  which  the  cause  is  functional  or  hysterical. 

The  deformity  varies  in  degree  in  different  ca.ses.  The  head  is 
held  in  the  pnsitinii  it  assumes  under  the  contraction  of  one  slemo- 
mastoid.  The  occiput  is  approximated  to  the  shoulder  of  the  affected 
side ;  the  chin  is  raised  and  turned  ta  the  opposite  side,  and  the  ear  of 
the  same  side  is  depres.sed  toward  the  shoulder.  Any  attempt  to  cor- 
rect this  position  is  resisted  by  the  prompt  contraction  of  the  sterno- 
mastoid muscle;  if  the  head  is  thrown  back,  the  deformity  becomes 
less  marked.  If  the  trapezius  is  contracted,  too.  it  stands  out  promi- 
nently, and  the  shoulder  is  raised. 

Secondary  Changes.— If  a  child  is  allowed  to  grow  up  with  this 
dcfonnity,  the  side  of  the  face  which  is  drawn  down  docs  not  develop 
SO  fully  as  the  opposite  side,  and  when  growth  is  complete  there  is  a 

L marked  asvmmctr\'  of  the  face.  This  fact  has  been  used  as  an  argu- 
ment in  support  of  the  view  that  this  form  of  torticollis  is  due  to  some 
lesion  or  defect  in  the  central  nervous  system  cau.sing  unequal  <ievcl- 
opment  of  the  two  sides  of  the  face  and  neck.  This  view  is  untenable, 
however. 
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In  lorg-standing  cases  other  secondary  changes  occur  in  the  spine 
and  the  lateral  muscles  of  the  neck.  The  cervical  spine  is  cun'cd — 
concave  on  the  affected  side — the  intervertebral  disks  being  com- 
pressed, thinned,  and  fibrous  on  the  concave  side,  and  sometimes 
reduced  to  a  thin  layer  of  cartilage  on  each  vertebra,  with  a  space 
between.  The  bones,  too,  show  changes,  the  bodies  of  the  vertebr* 
being  lipped  on  the  concave  side,  the  articular  processes  enlarged, 
and  the  transverse  processes  thickened  and  sometimes  united  together 
by  bone.  The  curve  in  the  cervical  spine  leads  to  compensatory  cur- 
vature lower  down.  The  scaleni  and  other  muscles  on  the  side  of  llie 
neck  whose  attachments  are  approximated  by  the  attitude  of  torticollis 
become  permanently  shortened  or,  rather,  do  not  develop  to  their  full 
length. 

Treatxaect. — The  facts  just  stated  afford  the  strongest  reason  for 
correcting  this  deformity  early,  for  when  these  secondary  changes  have 
occurred,  treatment  can  never  be  entirely  satisfactory. 

In  the  slightest  form  of  the  malady  and  in  its  earliest  stages,  par- 
ticularly when  it  has  resulted  from  inflammation  beneath  the  sterno- 
mastoid  muscle,  careful  friction  of  the  side  of  the  neck  (massage),  and 
active  and  passive  movements  of  the  head  will  be  sufficient.  To  this 
treatment  may  be  added,  in  slightly  more  severe  cases,  the  wearing  of 
an  apparatus  to  hold  the  head  in  the  corrected  or  over-corrected  posi- 
tion. In  the  majority  of  cases,  however,  and  in  all  cases  where  it  is 
impossible  to  correct  the  deformity  under  an  anesthetic,  the  sterno- 
mastoid  muscle  must  be  divided.  This  can  be  done  subcutaneously  or 
by  the  open  method. 

5ubcutaneou5  Section. — Until  lately  this  method  was  invariably 
adopted.  The  sternal  head  is  severed  quite  close  to  the  sternum  by 
passing  a  sharp-pointed  tenotome  beneath  it  and  cutting  out  toward 
the  skin.  The  clavicular  head  is  more  difficult  to  divide.  A  puncture 
should  be  made  through  the  skin,  platysma.  and  cer\'ical  fascia  at  one 
border  of  the  muscle  and  close  to  the  clavicle ;  a  round-ended  teno- 
tome should  then  be  passed  beneath  the  muscle,  the  cutting  edge  of 
the  knife  being  kept  along  the  bone;  then  the  edge  is  turned  toward 
the  muscle,  which  is  divided  by  quick,  short  movements.  Care  has  to 
be  taken  not  to  injure  either  of  the  great  veins  close  beneath  the  mus- 
cle—the innominate,  subclavian,  or  external  jugular.  At  the  same 
time  it  is  necessary  to  sever  the  whole  muscle,  and  En  some  cases 
thickened  bands  of  the  sheath  as  well.  It  is  far  better,  therefore,  in 
all  cases  in  which  the  cU\-icular  part  of  the  muscle  requires  division  to 
resort  to  tlie  open  method. 

The  Open  Method. — A  transverse  incision  is  made  over  the  muscle, 
a  finger's  breadlli  above  the  clavicle ;  through  this  the  muscle  is  care- 
fully divided,  and  if  necessar>',  fibrous  bands  or  thickenings  of  the  deep 
layer  of  its  sheath.  A  continuous  suture  is  then  passed  through  the 
coverings  of  the  muscle  and  the  wound  covered  with  a  collodion  dress- 
ing.    The  incision  leaves  a  scarcely  perceptible  scar. 

After  division  of  the  muscle  care  must  be  taken  to  stretch  thai  side 
of  the  neck  and  prevent  union  of  the  divided  paits  in  their  shortened 
state.  As  soon  as  the  skin- wound  is  healed,  the  patient  must  be  taught 
to  move  the  head  to  the  full  extent  possible  m  every  direction,  and 
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particularly  to  put  the  other  stemomastoid  into  full  action.  These 
active  movements  arc  of  the  utmost  importance,  and  when  the  patirnt 
is  old  enough  to  carry  out  this  treatment  and  will  do  so  energetically. 
little  else  is  needed.  Passive  movements  by  the  surgeon,  particularly 
turning  the  face  well  round  to  the  opposite  side  and  approximating  thie 
opposite  ear  to  the  shoulder,  must  also  be  made.  Massage  to  the 
aflected  side  of  the  neck  should  also  be  practi.sed  twice  a  day.  In 
most  cases  it  is  desirable  to  wear  some  form  of  apparatus  to  keep  the 
neck  well  stretched     The  simplest  form  is  that  shown  in    Fig.  78. 


•  ^^Br— 


YVi.  7*. — Wry-neck  tippanitiu. 

This  mechanical  treatment  should  be  continued  until  the  tendency  to 
return  to  the  position  of  wr>'-neck  has  passed  off  This  time  varies 
much  in  different  cases.  In  some  all  treatment  can  be  suspended  a 
month  after  the  operation  ;  in  others  it  must  be  continued  for  six  months 
or  even  for  a  year. 

Spasmodic  Torticollis. — Under  this  name  are  included  all  case.*; 
of  spasm  of  cenical  muscles.  The  sternomastoid  is  affected  far  more 
frequently  than  any  other  of  the  cervical  muscles,  and  so  the  position 
of  the  head  is  mo.st  often  that  of  wry-neck.  The  spasms  may  be  lim- 
ited to  one  muscle — most  often  the  right  sternomastoid— or  it  may 
involve  two  or  more  muscles  in  the  neck,  and  may  involve  also  muscles 
in  the  arm,  face,  or  scalp. 

The  patholojty  of  this  distressing  affection  has  not  been  determined. 
It  is  believed  to  depend  ujxin  some  pathological  change  in  the  nerve- 
cells  connected  with  the  roots  of  the  nerves  supplying  the  affected 
muscles,  or  in  those  of  ihe  associated  cortical  area,  but  it  is  not  known 
in  which  of  these  two  positions — if  in  either — the  lesion  really  lies. 
The  affected  muscles  may  show  some  hypertrophy  from  over-use;  their 
opponents  arc  not  paralyzed. 

Etlolo^. — Ver>'  little  is  known  of  the  exact  causation  of  spasmodic 
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wr>*-ncck.  It  occurs  twice  as  often  in  women  as  in  men,  and  is  rare 
before  tite  age  of  thirty.  Some  of  the  patients  are  distinctly  "  neurotic" 
and  have,  or  have  had,  other  nervous  aflections,  or  nervous  diseases 
have  occurred  in  other  members  of  their  family.  Depressing  emotion, 
injury  to  the  neck  or  head,  exposure  to  cold,  and  over-use  of  the  neck- 
musclcs  seem  occasionally  to  excite  cervical  spasm.  In  very  many 
cases  no  definite  cause  can  be  assigned  for  the  trouble. 

Symptoms. — The  spasm  may  be  constant  (tonic)  or  intermittent 
(clonic)  or  a  combination  of  the  two,  tonic  spasm  being  made  worse  by 
the  addition  of  clonic  muscular  contractions.  The  sternomastoid  is 
the  muscle  most  often  affected ;  next  in  frequency  comes  the  cervical 
part  of  the  trapezius,  tlicn  the  splenius.  and  occasionally  other  muscles 
arc  affected  too.  The  position  into  which  the  head  is  moved  varies 
with  the  muscles  involved.  With  spasm  of  the  right  sternomastoid 
the  f^ice  is  turned  to  thu*  left  and  the  right  ear  is  approximated  to  the 
shoulder.  If  the  trapezius  of  the  same  side  is  afiectcd,  the  position  of 
the  head  is  the  same  and  the  shoulder  is  raised.  One  trapezius  draws 
the  occiput  back  with  slight  rotation  of  the  face  to  the  opposite  side 
and  raising  of  the  shoulder.  If  the  trapezius  is  contiacted  on  both 
si<Jes,  the  head  is  drawn  back  (retrocollic  spasm)  without  rotation,  and 
along  with  this  tliere  ts  contraction  of  the  frontalis  muscle,  wrinkling 
the  forehead.  If  the  two  sternomastoids  are  affected,  the  head  is 
thrown  back  without  rotation.  The  splenius  of  one  side  rotates  the 
face  to  its  own  side.  If  contracting  with  the  opposite  sternomastoid.  it 
increases  the  rotation  of  the  face;  but  contracting  with  the  sterno- 
mastoid of  the  same  .side,  it  lessens  the  rotation  of  the  face  while 
increasing  the  lateral  flexion  of  the  head. 

The  affected  muscles  can  be  seen  and  felt  standing  out  under  the 
skin,  and  they  may  be  larger  than  their  fellows.  The  spasm  varies 
much  in  intensity  and  in  frequency.  It  is  u.sually  excited  by  any  vol- 
untary eflTorl  to  contract  tlic  affected  nniscle,and  Is  increased  by  oppos- 
ing the  spasm,  as  by  pressing  the  head  in  the  opposite  direction.  The 
condition  is  not  directly  painful,  but  a  sense  of  fatigue  is  complained 
of  in  the  worst  cases,  and  in  the  clonic  form  the  constant  jerking  move- 
ment, often  interfering  with  all  work,  quickly  produces  a  depressed 
mental  condition. 

Proirnosls. — The  spasm  may  remain  stationary'  for  years.  In  some 
few  cases  it  gradually  lessens ;  in  other  ca.scs  it  spread.s  to  other  mus- 
cles and  other  parts  of  the  body.  The  outlook,  therefore,  is  always 
grave. 

Treatment. — No  good  is  effected  bj'  wearing  any  apparatus  to 
restrain  or  oppose  the  movements  of  the  head  ;  division  of  tlir  affected 
mu.scle  or  muscles  is  also  a  wholly  useless  procetlure  and  should  on  no 
account  be  practised.  General  tonics,  especially  in  the  anemic  and 
weakly,  may  do  a  little  good.  A  complete  change  of  scene  may  be 
recommended  to  those  in  whom  the  spasm  has  supervened  upon  a 
severe  ner\'ous  shock  of  any  kind.  Sedatives  liave  been  largely  used, 
and  in  many  cases  the  s[>asin  can  be  allayed  by  large  doses,  but  almost 
invariably  returns  when  the  medicine  is  tliscontinued.  Opium  and  its 
alkaloids,  cocain.  and  bromids  are  the  drugs  most  used;  but  they  can 
only  be  recommended  with  grave  misgiWng.as,  if  the  spasm  is  relieved, 
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the  treatment  usually  cstalilishcs  the  morpliin-  or  cocain-"  habit." 
Electricity  in  all  forms  has  hccn  cmphiyed,  but  willioiil  success.  The 
most  successful  measure  is  cxcisiiH\  of  the  nerves  su|i])tying  the  affected 
muscles.  Nerve-stretching  and  simple  division  of  the  nerves  (neurot- 
omy) have  also  been  employed;  but  ihcir  good  crtecta  arc  temporary, 
and  the  spasm  generally  returns  when  the  function  of  the  nerve  » 
restored. 

Neurectomy  gives  the  best  result  when  a  single  muscle,  and  partic- 
ularly the  stcrnomastoicl.  is  affected.  The  spinal  accessory  nerve 
should  be  exposed  by  an  incision  2l  inches  long  over  the  anterior 
border  of  the  highest  part  of  the  muscle.  This  is  carefully  exposed 
and  turned  back  until  the  nerve  is  seen  passing  across  the  internal 
jugular  vein  to  enter  the  muscle  opposite  the  angle  of  tlic  jaw.  The 
ner\'e  is  raised,  and  with  the  finger  and  thumb  its  central  end  is  gently 
and  steadily  drawn  upon;  it  will  be  felt  jjrinliiiilly  U>  yield,  and  some 
4  or  6  inches  of  the  nerve  will  l)e  dr.iwn  out  and  can  then  be  cut  off 
This  method  of  drawing  out  the  long  root  of  the  ncr\'e  has  in  the 
writer's  hands  yielded  excellent  results,  and  i.s  to  be  preferred  to  merely 
cutting  out  the  portion  of  the  nerve  exposed  in  the  wound.  The  oper- 
ation paralyzes  the  cervical  portion  of  tlic  trapezius  as  well  as  the 
stcmomastoid  and  is  followed  by  wasting  of  these  muscles,  but  this 
leads  to  no  serious  inconvenience.  When  the  spasm  is  more  wide- 
spread, it  becomes  a  more  difficult  matter  t<»  deal  with  it  by  iicurcc* 
tomy,  yet  success  may  even  then  be  attained. 

Posterior  Neurectomy. — When  the  posterior  muscles  of  the  neck  are 
involved  in  the  disease,  the  ncr\'cs  to  be  excised  arc  the  posterior 
primary  divisions  of  the  first,  second,  and  third  cervical  nerves.  This 
may  be  conveniently  done  by  a  transverse  incision  at  least  3  inches 
long,  placed  below  the  lobule  of  the  ear  and  extending  outward  from 
the  middle  line.  The  trajiezius  is  cut  across  and  its  two  parts  reflected. 
The  comparatively  large  second  cervical  nerve  (great  occipital)  is  to 
be  found  and  traced  through  the  complcxus  muscle  to  the  spine.  Its 
central  part  is  then  carefully  excised.  The  first  nerve  is  seen  on  the 
arch  of  the  atlas,  close  iK-ncath  the  vertebral  artery;  its  division  must 
be  very  carefully  made.  Rclow  the  second  cer\'ical  spine  the  inner 
division  of  the  tliird  nerve  is  to  be  .sought,  and  its  central  portion 
excised.  It  is  in  only  a  icw  cases  that  this  operation  is  indicated, 
especially  where  the  area  of  spasm  is  vcr>'  limited.  The  operation  is 
one  of  some  delicacy  and  difficulty. 


CELLUUns  OF  THE  NEOC 

Actite  dlffhse  inflammation  of  the  cellular  ti&stte  of  the 
tieck  is  a  ver>'  grave  affection ;  in  its  typical  form  it  is  due  to  infection 
with  the  Streptococcus  pyogenes.  This  organism  may  gain  acce»9 
through  an  external  wound,  as  a  cut  throat  or  tracheotomy  wound,  or 
an  internal  wound  of  the  mouth,  pharynx,  esophagus,  and  larynx,  such 
as  is  inflicted  by  a  pin.  fish-bone,  tooth-plate,  or  some  other  sharp 
foreign  body.  Diphtheria  and  scarlatina  are  other  sources  of  infection 
from  the  pharyn.x.  Acute  inflammation  about  a  tooth  or  tlie  lower 
jaw  or  in  the  ear  may  also  set  up  this  disease. 
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The  special  features  of  the  disease  as  it  occurs  in  the  neck  are  these : 
I.  Owing  to  the  number  and  size  of  the  veins,  phkbitis,  spreading 
septic  thrombosis,  and  pyemia  arc  liable  to  occur.  2.  As  the  cellular 
tissue  of  the  neck  is  continuous  nn  the  one  hand  with  that  of  the  axilla 
and  on  the  other  with  that  of  the  mediastinum,  the  disease  tends  to 
spread  into  the  axilla  or  into  the  thorax,  and  there  set  up  suppura- 
tive mediastinitis,  pleurisy,  and  pericarditis.  3.  The  infiltrated  cellular 
tissue  bound  down  by  the  muscles  and  the  deep  cervical  fasda  may 
compress  the  trachea  and  the  large  veins  and  the  important  nerves, 
causing  dys]>nca,  cerebral  congcstitm,  and  paralj'sis  of  the  vagus  and 
its  branches.  Stifl  more  often  does  the  inflammatory'  edema  spread  to 
the  loose  cellular  tissue  around  the  upper  opening  of  the  larj-nx  and 
cause  edema  glottidis,  with  grave  danger  from  asphyxia. "  4.  The  large 
number  of  lymphatics  and  veins  favors  a  rapid  absorption  of  the  poi- 
sonous toxins  and  the  passage  of  the  infective  organisms  themselves 
into  the  blood-stream,  and  the  close  proximity  to  the  right  and  left 
lymphatic  ducts  removes  the  protection  afforded  by  the  passage  of- 
p<3isonous  organisms  or  toxins  through  a  long  series  of  lymphatic 
glands.  Hence  we  find  that  this  form  of  cellulitis  Is  attended  with  all 
the  symptoms  of  toxemia  in  an  aggravated  form — fever,  rapid  pulse, 
great  dtprciision,  low  pneumonia— besides  septicemia  and  pyemia. 

Treatment. — Tlie  patient  niu.st  be  supported  by  a  nourishing  fluid 
diet — milk,  ami  meat-broths,  and  extracts  ;  the  bowels  may  require  to 
be  cleared  by  a  purge,  while  the  skin  must  be  kept  clean,  and  every- 
thing tliat  good  nursing  can  do  to  maintain  the  vital  forces  must  be 
attended  to.  As  soon  as  the  condition  is  recognized,  a  free  incision 
should,  if  possible,  be  made  into  the  infected  cellular  tissue.  In  the  neck 
this  presents  special  difticulties,  owing  to  the  importance  of  the  vessels, 
ncr\es,  and  other  structures.  According  to  the  .site  of  the  inflamma- 
tion, incisions  may  be  made  in  the  middle  line  or  in  front  of  or  behind 
the  sternoma.sloid  muscle.  These  incisions  should  not  be  mere  punct- 
ures, but  free  incisions.  Hot  antiseptic  fomentations — preferably  of 
carbolic  lotion — should  then  be  applied  and  fnL-qucntiy  changed. 

Submaxillary  CeUnlitia»  or  I,udwig'a  An^na. — Ludwig  was 
the  first  to  draw  attention  to  a  ver>'  dangerous  form  of  cellulitis  occur- 
ring beneath  the  deep  cer\'ical  fascia,  Ix-tween  the  lower  jaw  and  the 
hyoid  bone,  and  this  condition  is  therefore  called  angina  Luclovici. 
The  streptococcus  usually  gains  access  from  the  mouth,  often  through 
a  vesicle  close  by  the  frenuni  lingua:,  sometimes  also  through  the 
teeth  by  way  of  an  alveolar  abscess.  It  is  .stated  that  the  suppuration 
may  extend  from  the  ear  along  the  digastric  muscle  to  the  submental 
region. 

The  inflammation  causes  a  brawny  swelling  below  the  chin,  painful 
and  tender  ;  the  skin  over  it  is  reddened.  The  tongue  Is  pushed  up  in 
the  mouth  by  the  edematous  fa.scia  beneath  it,  and  the  tongue  is  itself 
swelled  and  thickly  furred.  This  causes  difficulty  in  breathing,  speak- 
ing, and  swallowing,  and  adds  greatly  to  the  patient's  distress.  There 
is  fever,  the  temjKTature  ranging  high  ;  sometimes  a  rigor  occurs. 
There  is  great  liability  to  edema  glotti<Hs,  and  if  the  patient  escape 
this  danger  he  will  die  of  low  pneumonia,  septicemia,  or  pyemia.  To 
save  him  the  surgeon  must  act  very  promptly  and  energetically.     The 
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usual  treatment  ts  an  incision  through  the  deep  cervical  ^scia^  in  the 
middle  line  of  the  neck,  from  cliin  to  hyoid  bone.  I  have  obtained 
better  re-sults  from  a  free  transverse  incision  several  inches  long  across 
the  middle  of  the  submental  space ;  the  infiltrated  fascia  may  then  be 
opened  up  still  more  by  the  finder  (Fig.  79.  i).  Scropus  drains  away, 
and  if  the  incision  is  made  sufficiently  early  and  sufficiently  free,  the 
relief  to  the  patient  is  immediate.  Hot  carbolic  fomentations  arc  the 
best  dressing  to  apply  over  the  wound. 


DISEASES  OF  THE  CERVICAL  LYMPHATIC  GLANDS. 

Before  considering  the  diseases  of  the  lymphatic  glands  of  the  neck, 
it  will  be  well  to  review  briefly  the  position  of  the  different  groups  of 
these  glands  and  the  areas  drained  by  them. 

The  n^crifitai  glaaiit  Ur  juyl  btlciw  ihc  ^upc-rinr  occipital  curved  line.     They  receive 
ihc  lyin|ili  rrum  tbc  back  pf  tlic  »ail|)  and  di»cb»rgc  it  into  the  gUnd>  lying  cIvm:  to  dwfl 
cilrrnal  ju^lar  vein.  ^BV 

The  matioiii  glamit,  lying  ftver  ihe  inA<tDid  |>rocc«.  receive  the  lymph  fnwn  the  Ulcnf ' " 
part  o(  the  scitip  and  the  back  of  tke  pinna  :  they  diain  iiilo  the  external  jugular  ijtaiid^ 

The  ^aratia  lyif^alic  ^/.thJi  lie  (iv*r,  and  nomftinie*  emb«lded  in,  ihe  ulivary  glarid|^K 
they  receive  lymph  from  ihc  (etitple,  the  check,  the  cir,  uid  the  outer  part  of  the  eyeliJ^^H 
Lymph  pnMrs  frnm  them  into  ihc  MihmatilUry  glnndft  nnd  the  t^xtemnl  jugular  gland:',        ^^H 

rhi-  tu»masiJIary  lymphatic  glandt  lie  beluw  Ihe  bi»dy  of  llic  mandible.     They  are 
nuinrniiK  nr\d  very  intjxmani  rtwrng  to  Ihc  frrqitrriL-y  with  whirh  they  are  infecled.     They 
drain  Oie  tluur  uf  the  mouJi,  the  nntericrt  part  uf  the  tongue,  the  hpa,  chin,  ala  «air,  aaj^H 
the  |mro(id  tymphatic  glands.  ^^^k 

'n>c  rxUrnai  ju^uiay  lymphmlic  glandi  arc  »o  called  Iwcnuie  ihey  Accompany  lhi»  »da^^ 
and  lie  with  it  between  the  platyuna  and  the  cervicnl  fascia.      They  drain  ihc  occipital  and 
tnasioid  i;Iands,  the  pianu,  the  Mlivaty  Kl«n<i»,  and  the  neck.     They  ihem»clveii  pax»  on 
the  lymph  to  the  deeper  glands.     These  five  sets  form  the  supcriicial  certical  ((land!L 

Lingua!  Clan<U. — Lymph  frcim  the  posterior  pari  of  the  longiie  pawc*  into  two  or  three 
glands  lying  on  the  hyoglossus  muscle ;  frntn  thence  it  passes  into  the  deep  cen,-ieal  ^lartd^. 

Pkiin-H^tal  GlaHtii. — One  gland  is  behind  the  highnt  pno  of  the  pharynx ;  otlicr«  lie 
on  the  side  of  ihe  sujierior  consiticlur  inuMcle.  Tlicy  m:dve  tyinpli  fniin  the  pKaryiu, 
palate,  no»p,  nml  upjicr  jaw,  and  thrncr  it  p«vv^  inlti  ihv  deep  cervical  glnixU. 

The  tup'un'avitul'ir  );laHJ%  lie  clu5e  lu  ibi;  clAvicle  in  the  puitciior  triangle:  into  th( 
the  lymph  |«ancs  from  the  hiKhcsl  avillary  glands  and  the  lowest  external  jngular  glanc 
and  il  inut^et  an  lu  Ihe  luwesi  deep  cervical  gland. 

The  dtep  ttrvuai  gUmii,  or  iniemiri  jtti^tiia'-^IaHdt,  form  a  conlinui>us  chain  ainng 
jii^Ur  vein  beneuh  the  Memonw.'itoiij  muM:lc,     They  receive   lyosph   directly   fmm  il 
interior  of  Ihe  cranium,  lnri-nx,  iinehea,  thyniid  gland,  phaiynK,  i^upha^ni^  and   deep 
niuclesaf  the  neck.      Kfferent  1yni]<halic»  from  the  other  cervical  gland«  aluo  enter  then 
al  differeiiit  levels  it)  the  neck. 
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Acate  Inflammation ;  Glandular  Abscess. — Causes. — Acute 
inflammation  of  a  gland  may  be  e,\cjtcd  by  the  ab.Mvrption  of.  irritabng 
matter,  and  especially  by  the  passage  of  pyogenic  organi.sms  from  any 
i>f  the  areas  drained  into  the  various  glands.  Among  the  most  fre- 
quent causes  are  the  lesions  of  the  scalp  associated  with  pediculi  capi- 
tis— especially  in  caclitxtic  individuals — erj'sijielas  of  the  face  and 
scalp,  .scarlatina,  diphtheria,  tonsillitis,  and  disease  of  the  teeth  an 
gums. 

Patholos^y. — ^The  acute  inflammation  of  the  gland  itself  is  alwa 
accompanied  by  the  same  changes  in  the  cellular  tissue  around  the 
gland.  This  inflammatnrj-  edema  adds  tn  the  swelling  and  blurs  the 
outline  r»f  the  swollen  gland.  When  stippuration  occurs,  the  pus  may 
rapidiy  iioint  and  reach  the  surface;  but  if  one  of  the  deep  glands 
affected,  the  inflammation  may  extend  widely  beneath 
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toid  muscle,  and  a  very  large  abscess  fomi  before  the  pus  burrows 
through  the  deep  fascia  and  reaches  tlie  surface.  In  these  circum- 
stances the  larfje  vessels  in  the  neighborhood  may  be  involved,  and 
septic  thrombosis  of  the  intcntal  jugular  vein  or  ulceration  into  the 
carotid  artery  may  lead  to  pyemia  or  hemorrhage.  In  tliese  cases  of 
neglected  suppuration  beneath  the  deep  fascia  of  the  lower  part  of  the 
neck,  the  innammation  may  extend  into  the  chest  and  cause  medias- 
tinal abscess,  pleurisy,  and  pericarditis.  After  the  a!)scess  has  burst 
or  been  opened,  a  certain  amount  of  thickeninj^  remains  for  a  time,  antl 
muscles  may  be  matted  together  and  their  action  interfered  with. 
Torticollis  may  be  caused  in  this  way. 

Symptoms. — The  first  symptom  is  a  painful  tender  swelling  of  the 
gland,  which  has  an  ilE-tlefined  outline  ant!  is  fixed  to  the  surrounding 
|»arls.  If  a  superficial  gland  is  affected,  the  skin  over  it  is  reddened 
and  edematous;  if  it  is  a  deep  glatid,  there  may  be  no  redness  at  first. 
but  the  head  is  held  rigid  and  in  such  a  position  as  to  relax  the  press- 
ure of  the  muscle  over  the  gland.  The  swelling  rapidly  increases, 
fluctuation  and  then  pointing  arc  recognized,  and  the  abscess,  if  super- 
ficial, bursts  and  discharges  thick,  creamy  pus.  In  tlie  case  of  a  deep 
abscess  the  swelling  extends  beneath  the  muscle,  the  sii])erficial  fas- 
cia becomes  edematous,  and  the  skin  over  it  glossy,  with  a  pink  or 
deeper  red  blush.  P'luctuation  is  difficult  to  obtain,  pointing  occurs 
in  front  of  or  behind  the  sternoma.stoid  very  slowly,  and  the  abscess 
attains  very  large  dimensions  before  it  bursts.  The  pain  of  these  deep 
abscesses  is  ver>'  great,  and  anj'-  attempt  to  move  the  head  adds  to  it 
greatly.  Dysphagia  and  dyspnea  may  increase  the  distress.  The 
temijerature  is  raised,  often  ranging  as  htgh  as  lO^**  or  104**  F. ;  the 
pulse  is  quick,  the  tongue  thickly  furred,  bowels  confined,  urine  loaded, 
and  in  addition  to  the  local  pain,  headache  may  be  severe.  All 
these  sj-roptoms  are  much  worse  in  the  deep  than  in  the  superficial 
abscesses.  In  them  sleeplessness  and  the  inability  to  take  or  assimi- 
late sufficient  food  add  to  the  initial  cachexia. 

Should  septic  thrombosis  and  pyemia  develop,  the  course  of  the 
fever  becomes  changed,  and  rigors  and  sweatings  and  the  other  symp- 
toms of  this  disease  are  recognized.  If  the  abscess  has  ulcerated  into 
a  large  arter>'  and  blood  is  poured  into  the  abscess — happily  a  very 
rare  event — the  swclUng  becomes  suddenly  much  larger  and  tenser, 
the  pain  is  greatly  increased,  and  an  indistinct  pulsation  may  be 
detected  in  it. 

Treatment. — In  the  first  stage  of  the  inflammation  the  patient 
should  lie  ill  bed  with  the  head  and  neck  well  sup[)orted  and  at  rest; 
the  inflamed  part  should  be  sinuarct!  with  a  mixture  of  extract  of 
belladonna  and  glyccrm,  and  over  that  a  hot  fomentation  should  be 
placed,  and  frequently  changed.  Some  prefer  to  use  poppy-head  or 
lead  fomentations.  At  the  same  time  any  local  source  of  infection 
should  be  attended  to.  The  diet  of  the  pitient  should  be  regulated 
by  the  height  of  the  fever,  the  state  of  the  throat,  and  the  iK)wer  of 
deglutition,  and  the  bowels  may  need  to  be  cleared  by  a  purge.  If 
under  this  treatment  the  fever  subsides,  and  the  swelling  and  pain 
lessen,  the  fomentations  may  be  discontinued  and  the  part  wrapped 
up  in  cotton-wool  and  a  flannel  bandage  till  all  swelling  is  gone. 
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When  suppuration  occurs,  and  as  soon  as  the  surgeon  can 
nize  it,  the  abscess  should  be  o[>cned.  If  the  abscesit  Js  in  connection 
with  one  of  the  superficial  glands,  an  incision  of  sufficient  length  should 
be  ma<ic  into  its  cavity,  regard  being  paid  to  the  position  of  the  super- 
ficial vessels  and  the  natural  creases  in  the  skin,  so  that  the  scar  shall 
be  as  inconspicuous  as  possible-.  The  cavity  is  to  be  washed  out  with 
a  gentle  stream  of  warm  antiseptic  lotion. 

Ill  the  case  of  a  deep  abscess  greater  care  is  needed.  An  incisi 
should  t>e  made  through  the  skin  over  the  abscess  in  front  of  the 
stcmomastoid.  If  at  the  upper  part  of  the  neck,  the  incision  should 
be  oblique  in  a  direction  dou-nward  and  forward  ;  if  at  the  lower  part 
of  the  neck,  the  incision  should  be  transverse ;  in  either  case,  it  should 
be  about  an  Inch  in  length.  A  grooved  directiir  is  then  carefully 
pushed  through  the  fascia  into  the  abscess,  and  when  pus  is  seen 
welling  up  in  the  groove,  closed  dressing-forceps  are  introduced  along 
the  groove;  they  are  then  opened  and  slowly  withdrawn  open,  so  as 
to  tear  and  stretch  the  fasda  and  make  a  sufficient  opening  into  the 
abscess.  In  this  way  a  deep  abscess  can  be  opened  without  fear  of 
injury  to  vessels.  In  a  few  cases  it  may  be  well  to  make  a  second 
opening  into  the  abscess  behind  the  sternoma^toid  muscle, 
thorough  flushing  of  the  abscess -cavity,  a  drain  of  sufficient 
placed  in  the  wound,  and  fastened  by  a  stitch  on  each  side, 
antiseptic  fomentation  is  the  best  form  of  dressing.  As  soon 
discharge  is  reduced  to  a  few  drops  of  serum  only,  the  tube  should  be 
removed.  If  the  side  of  the  neck  remains  hardened  and  the  move- 
ments of  the  head  are  impeded,  c^irefut  massage  will  be  of  use  in 
absorbing  the  inflammatory  products. 

Hemorrhage  into  an  abscess  is  an  exceedingly  serious  complica- 
tion, and  demands  the  most  prompt  treatment.  An  incision  just  lai^ 
enough  to  admit  the  surgeon's  finger  should  be  made,  and  the  left 
forefinger  should  be  thrust  into  the  abscess  to  feel  for  and  compress 
the  bleeding  vessel.  The  incision  should  then  be  quickly  and  freely 
enlarged,  the  mixture  of  hlood  and  pus  being  allowed  to  csca|>e  or 
washed  away.  Then  the  uiccmled  vessel  must  be  secured  by  a  double 
ligature  of  silk  above  and  below  the  opening  into  ii. 

WTien  the  surgeon  has  in  this  way  arrested  all  hemorrhage,  the 
abscess-cavity  should  be  well  swabbed  over  with  a  solution  of  chlorid 
of  zinc.  40  gr.  to  the  oz.,  and  then  dressed  aiitiseptically.  Such  a  case 
should  be  carefully  watched,  so  that  \^  bleeding  recur  it  may  be  at 
once  arrested  by  pressure  imtil  the  bleeding  vessel  can  be  .secured  by 
a  ligature.  Ulceration  into  a  large  vessel  may  occur  after  the  abscess 
has  been  opened.  In  a  case  under  my  care  of  an  old  man  with  a  large 
deep  cer\'ical  abscess,  fully  2  inches  of  the  common  carotid  artery  was 
foimd  to  be  destroyed. 

Tuberctilar  Disease  of  Cervical    Glands. — Etiology. — The 

vera  cmi&a  of  tubercular  disease  nf  glands,  as  of  tubercle  in  any  situa- 
tion, is  the  tubercle  bacillus.  The  bacilli  are  carried  to  the  glands  in 
the  Ij-mph,  mainly,  if  not  exclusively,  in  the  lymphocytes.  The  condi- 
tions favoring  this  occurrence  are  the  presence  of  large  numbers  of 
bacilli  on  the  mucous  membrane  of  the  nasal  and  buccal  cavities,  the 
virulence  of  these  bacilli,  abrasions  of  the  epithelium,  the  occurrence 
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of  tubercular  lesion.s  in  tlic  areas  drained  into  the  glands,  and  lessened 
phagocytic  power  of  tlic  lymphocytes  or  less  resisting  power  of  the 
tissues  to  llic  life  and  grovnh  of  the  tubercle  bacilli.  Bacilli  may  be 
inhaletl  or  taken  in  with  the  focid,  particularly  in  milk.  Catarrh  of  the 
nose,  pharynx,  and  mouth  leads  tii  shetkliiig  of  the  surface -epithelium, 
and  so  facilitates  the  entrance  of  the  bacilli  into  the  tissues.  Ulcera- 
tion of  the  tonsil.s  and  phar>'nx  or  of  the  Kuni.s  around  carious  teeth 
has  the  same  effect.  Bad  atr.  insufficient  food,  overwork,  depressing 
emotions,  infantile  and  other  disea.ses,  and  possibly  an  Inherited  taint 
lessen  the  rcsi.sting  power  of  the  tissues  to  tubercle  bacilli.  The 
tissues  of  children,  ad(»lescenl.s.  and  young  adults  are  much  less  resist- 
ant than  are  those  of  midtlle-aj^ed  anil  older  perscjiis.  Tubercular 
disease  of  the  tonsils  is  probably  more  common  than  has  been  hitherto 
recognized,  and  it  may  be  an  inipoiiant  source  of  infection  of  the 
glands.  Lesions  of  the  skin,  such  as  occur  in  pcdiculi  capitis,  eczema, 
impetigo,  and  wounds,  may  also  be  the  door  of  entrance  for  tubercle 
bacilli.  It  .seems  eertjiin  that  non-tubercular  lesions  may  be  the  occa- 
sion of  tubercular  itifecHon,  the  bacilli  gaining  entrance  through  them 
and  being  carried  in  the  lymphocytes  along  the  lymphatics  into  the 
glands,  and  there  multiplying  and  producing  their  sj>ccific  effects. 

Tubercular  disease  of  the  cervical  glands  is  the  commonest  of 
tubercular  lesions,  and  this  is  c.\plaincd  partly  by  the  frequent,  if  not 
constant,  presence  of  tubercle  bacilli  on  the  surfaces  drained  into  these 
glands,  and  partly  by  the  great  frequency  of  cat;irrha!  and  other 
lesions  of  these  surfaces,  which  both  facilitate  the  ingress  of  the  bacilli 
and  lessen  the  anti-bacillary  function  of  the  tissues,  both  at  the  surface 
and  in  the  glands.  'I'hc  exposure  of  the  glands  to  changes  of  temjjer- 
ature  and  to  the  disturbing  influence  of  movement  has  been  supposed 
to  have  some  slight  prejudicial  effect. 

This  diseaiie  is  met  with  chiefly  in  the  first  half  of  life,  occ^isionally 
in  quite  young  infants;  it  becomes  very  frequent  in  childhood  and 
adolescence,  and  then  less  frequent  toward  tlnrtj'  years  of  age.  It  is 
particularly  common  among  the  children  of  the  poor,  and  especially 
in  the  dwellers  in  ill-drained,  ill -ventilated,  low-l)ing,  overcrowded 
qimrtcrs,  and  in  the  convalescents  from  diphtheria,  measles,  scarlatina, 
and  whooping-cough. 

Pathology. — For  the  minute  pathology  of  tubercle,  see  Vol.  I.,  p. 
236.  Here  it  is  necessar>-  to  notice  especially  the  caseation  and  cal- 
cification of  the  glands,  the  inflammation  around  the  glands  fixing  them 
to  muscles,  vessels,  nerves,  and  other  structures,  the  softening  and 
ab-scess  that  very  often  ensue,  and  the  spread  of  the  disease  from 
gland  to  gland.  Caseation  is  an  invariable  event,  but  it  varies  in  extent, 
in  some  cases  causing  yellow  spots  and  streaks  in  the  section  of  a 
gland,  and  in  others  producing  caseation  of  the  entire  contents  of  the 
gland-capsule.  Calcification  is  less  common,  and,  as  a  rule,  less  exten- 
sive, but  an  entire  gland  may  be  converted  into  a  hard  ma.ss  of  lime 
salts,  I  have  removed  glands  a.s  hard  as  fruit-stones.  The  inflam- 
mation around  the  tubercular  glands  is  a  very  important  feature.  Not 
only  docs  it  obscure  the  clear  outline  of  the  gland  itself,  but  it  fixes  it 
to  the  surrounding  tissues  and  often  renders  the  enucleation  of  the 
gland  a  very  troublesome  process.    The  extent  of  this  inflammation 
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varies  within  rather  wide  limits ;  it  is  always  more  than  appears  on 

external  examination  of  the  glaiul.  Muscles  antl  veins  are  the  struct- 
ures fouiicl  to  be  most  cl<i!^ely  adherent  to  the  glands,  and  it  is  at  times 
impossible  to  separate  a  ^land  from  the  internal  jugular  vein. 

Softening  of  the  tubercular  products  is  a  very  IVequcnt  result.  For 
a  time  the  debris  is  confined  within  the  thickened  capsule  of  the  gland; 
but  as  the  process  advances  the  capsule  is  perforated,  and  a  tubercular 
abscess  forms  outside  the  gland  and  spreads  toward  the  surface,  ulti- 
mately bursting.  This  is  an  exiensitin  of  the  lul>ercular  process.  The 
abscess  outside  the  gland  is  not  the  result  of  the  discharge  of  tuljcr- 
cular  debris  from  the  Ljland,  but  of  the  infection  of  the  periglandular 
tissue  by  the  tubercle  bacillus.  TJic  wall  of  the  superficial  abscess  is 
formed  oi  a  soft  layer  of  tubercular  granulation-tissue  in  which  casea- 
tion can  always  be  recognized.  A  double  infection — tubercular  and 
pyogenic — may  occur,  and  this  gre;tlty  adds  to  the  acutencss  and 
severity  of  the  process. 

The  disease  has  a  marked  tendency  to  spread  from  gland  to  gland, 
but  the  rapidity  with  which  this  occurs  and  ils  extent  vary.  In  some 
cases  it  is  limited  to  one  gland  or  one  small  group  of  glands  for  many 
months;  and,  on  the  other  hand,  cases  are  met  with  in  which  gland 
after  gland  on  each  side  o^  (he  neck  is  attacked  with  a  rapidity  and 
severity  that  justify  the  use  nf  the  term  acute,  and  arc  not  surpassed 
even  in  the  case  of  malignant  disease. 

Symptoms  Jind  Diagnosis. — The  special  features  of  the  tubercu- 
lar enlargement  of  a  gland  are  its  chronic  course^  the  occurrence  of 
softening,  and  the  infective  nature  of  the  disease,  as  shown  by  its  spread- 
ing from  gland  to  gland.  In  some  instances  one  or  even  two  of 
these  features  may  be  absent  when  the  case  is  first  seen.  The  diseased 
glands  are  always  swollen,  and,  until  softening  has  occurred,  firmer 
than  natural,  ovoid  in  sliape,  generally  jMtnless,  and  more  or  less  fixed 
to  the  surrounding  tissues.  'Fhe  outline  of  the  gland  may  be  entirely 
obscured  by  the  surrounding  inilannnation  ;  but,  on  the  other  hand, 
the  gland  may  appear  to  move  quite  freely  over  mu.scles,  fasciae,  and 
bones.  As  the  glands  soften  they  become  more  globular  in  outline,  and 
when  a  tubercular  abscess  has  formed  outside  the  gland,  the  swelling 
is  increased,  bulges  on  the  surface,  fluclnates,  and  later  on  points  and 
bursts.  The  skin  over  the  part  is  mn  discolored  until  pointing  occurs, 
and  then  it  becomes  reddened  and  %ery  thin  over  the  wliolc  abscess ; 
and  this  very  thin  skin  usually  breaks  down,  so  that  the  resulting  scar 
is  large  and  unsightly.  As  a  rule,  there  is  no  pain,  merely  slight  dis- 
comfort ;  but  sometimes  patients  complain  a  good  deal  of  both  pain 
and  tenderness.  The  onset  of  the  affection  varies;  it  may  be  quite 
insidious,  attention  being  accidentally  drawn  to  the  painless  swcllinf^. 
In  other  ca.ses  the  onset  is  more  ikfined,  nr  even  abrupt,  being  con- 
nected with  an  attack  of  meiusles,  scarlatina,  iliphtheria,  whooping-cough, 
tonsillitis,  or  a  common  cold.  The  course  of  the  disease  varies  as 
much  as  the  onset.  The  typical  course  is  a  slow  increase  of  the  swell- 
ing, a  stealthy  spread  from  gland  to  gland,  and  a  gradual  softening  of 
the  swelling.  In  many  cases,  having  reached  a  certain  size. the  glands 
undergo  no  further  increase.  The  disease  may  be  limited  to  a  single  gland, 
although  this  is  quite  rare,  or  to  two  or  three  glands  only,  and  show 
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no  tendency  to  spread  heyond  the  glands  first  afiected.  In  the  same 
way,  softening  may  occur  verj*  early  or  be  absent  altogether.  Cases 
arc  sometimes  met  witii  where  the  course  of  the  disease  is  very  rapid, 
gland  after  gland  is  attacked,  grows  to  a  considerable  size,  and  quickly 
softens.  The  issue  of  these  very  acute  cases  Is  bad.  Sometimes 
glands  which  cannot  be  clinically  distinguished  from  tubercular  glands 
resolve  entirely  and  return  to  the  normal. 

The  general  condition  of  the  patients  is.  as  a  rule,  unsatisfactory. 
They  are  thin  and  pale,  with  more  or  less  real  anemia  and  dcbiHtj' ;  the 
temperature  is  raised  in  the  acute  cases  and  when  pus-infection  is  added 
to  tubercle.  Some  patients,  however,  show  no  departure  from  the 
normal  state  of  health. 

The  diagnosis  rests  ii\kh\  the  persistence  of  the  glandular  enlarge- 
ment, the  absence  of  acute  inflammatory  signs,  the  evidence  of  peri- 
adenitis fixing  the  gland,  the  softening  of  the  .swelling,  the  number  of 
the  glands  afTectcd,  and  the  age  and  general  condition  of  the  patient — 
sometimes  also  upon  the  existence  of  other  tubercular  affection.s  in  the 
same  individual,  These  signs  of  tubercle  arc  stated  in  their  order  of 
relative  frequency  and  importance. 

ProKRosis. — Some  ca.ses  of  tubercular  glands  become  quite  well ; 
others  persist  as  masses  of  inert  and  innocuous  lime  salts,  or  as  dry 
cheesy  matter  within  a  thick  fibrous  capsule,  causing  no  local  trouble, 
but  being  a  possible  source  of  infection  of  other  parts  of  the  body — 
meninges,  bones,  or  lungs.  Others  steadily  progress  to  softening  and 
external  discharge,  and  the  sinuses  thus  formed  after  months  or  years 
heal  up.  lea^ng  large  puckered  and  unsightly  scars.  While  in  a  large 
number  of  piitients  with  tubercular  glands  no  other  tubercular  lesions 
develop,  the  cases  in  which  tubercle  of  the  brain  or  membranes  tir  of 
the  bones  or  limgs  subsequently  arises  arc  too  numerous  to  warrant  a 
dtsrcgartl  of  the  possibility  of  this  event. 

Treatment. — In  the  early  stage  of  the  diseaisc,  and  before  softening 
has  occurred,  palliative  treatment  should,  wherever  possible,  be  care- 
fully applied.  This  should  consist  in  a  prolonged  stay  at  the  seaside 
or  on  a  high  moor,  or  a  sea  voyage;  the  diet  should  be  nutrilious, 
chiefly  animal  with  plcnt>'  of  fat ;  all  milk  should  be  boiled  ;  tonics  such 
as  cod-liver  oil,  iron,  arsenic,  and  str\xhnin  should  be  given.  In  some 
cases  iodin,  pota.ssium  iodid,  or  th)Toid  extract  seems  to  do  good.  A 
soft  flannel  bandage  should  be  applied  to  the  neck.  If  the  glands 
enlarge  rapidly,  they  should  be  protected  and  soothed  by  hot  fomenta- 
tions or  a  drj*  flannel  bandage.  At  the  same  time  any  lesions  oj\  the 
skin  or  mucous  membrane  of  the  head  and  neck  should  \jc  carefully 
treated. 

Where  this  treatment  has  failed,  or  whenever  softening  has  occurred, 
the  question  of  radical  surgical  treatment  mu.st  be  carefully  considered. 
The  justification  of  surgical  interference  is  twofold.  In  the  first  jjlace 
it  eflects,  or  is  intended  to  eflcct,  the  removal  from  the  body  of  a  pos- 
sible source  of  infection  ;  in  the  second  place  it  accomplishes  quickly, 
painlessly,  and  with  the  minimum  of  scar  what  nature  effects  very 
slowly  and  witli  the  sequel  of  ugly  scarring.  The  marked  improve- 
ment in  the  gencnd  health  ihat  often  follows  the  complete  eradication 
of  tubercular  glands  is  another  reason  in  support  of  operation.     On 
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the  Other  hand,  it  may  be  urged  that  the  operation  itself  may  dissemi 
nate  the  tubercle  bacilli ;  that  there  is  a  great  probabiHty  that  the  sur- 
geon will  fail  to  rcniuvc  all  the  infected  glands;  that  to  leave  one 
tubercular  gland  behind  exposes  the  patient  to  tlie  risk  of  infection  oi 
his  own  tissues ;  and  that,  even  if  all  diseased  glands  arc  removed,  lit 
exposure  to  infection  with  tubercle  bacilli  is  so  constant  that  nc 
fresh  infection  from  without  will  almost  certainly  occur  in  one  pre- 
disposed to  this  disease.  Some  have  urged  that  tubercular  disease 
of  the  glands  may  actually  protect  the  patient  against  visceral  tubercu- 
losis. There  is  no  evidence  to  sup[n>rt  this  view,  but  the  other  objec- 
tions to  surgical  treatment  have  something  in  them.  Many  cases  hav-e 
been  recorded  where  the  .signs  of  tubercular  meningitis  have  quickly 
followed  upon  an  operation  on  a  tubercular  gland,  jjarticularly  scraping. 
The  cjLses  are  too  many  for  this  to  be  a  mere  coincidence. 

At  the  present  time  two  operations  are  employed — scraping  and 
excision. 

Scraping  is  especially  adapted  to  cases  of  abscess  outside  a  tuber- 
cular gland;  it  can  also  be  employed  satisfactorily  in  a  softened  tuber- 
cular gland.  A  small  incision  is  made  directly  into  the  softened 
tubercular  matter,  and  the  more  fluid  parts  are  removed  by  gentle 
pressure.  With  a  blunt  spoon  all  the  remaining  tubercular  tissue  is 
removed.  This  must  be  done  systematically  and  very  thoroughly,  care 
being  taken  to  remove  as  well  as  to  detach  all  the  diseased  and  infected 
parts.  When  there  is  a  superficial  abscess,  the  wall  of  this  should  first 
of  all  be  scraped  away,  and  then  the  communication  with  the  decpei 
lying  diseased  gland  must  be  found,  the  spoon  introduced  through  it, 
and  the  entire  contents  of  the  gland-capsule  evacuated.  The  scraping 
should  be  followed  by  the  application  of  an  efficient  germicide.  Chlorid 
of  zinc.  40  grs.  to  tlie  nz..  is  the  best ;  sterilized  iodoform  is  also  largely 
used.  The  cavity  should  then  he  lightly  .slufTed  with  iodoform  gauze 
for  forty-eight  hours  and  allowed  to  heal  up  by  adhesion  of  the  opposed 
surfaces. 

The  advantages  of  this  operation  arc  its  simplicit>',  immediate  safety, 
and  the  small  scar  it  leaves.  The  siii^eon  needs  no  assistant  and  only 
two  or  three  instruments  ;  the  hemorrhage  is  quite  insignificant  and  the 
shock  slight,  and  in  many  cases  the  tiny  skin-wound  heals  very  tjuickly 
and  leaves  a  scarcely  percqitible  scar.  There  ts  no  danger  of  scraping 
through  the  capsule  of  a  gland  and  wounding  veins,  arteries,  or  nerve* 
adherent  to  it.  Provided,  therefore,  that  the  gland  is  entered  ^^-ithou 
puncture  of  any  important  part,  its  evacuation  is  unattended  with  risk. 

The  disadvantages  of  this  operation  are  its  uncertainty  of  cure,  its 
limitation,  and  its  risk  of  dissemination  of  tubercle.  It  is  not  easy  to 
scnipc  away  every  portion  of  infected  tissue  by  means  of  a  spoon  intro- 
duced through  a  small  aperture.  The  frank  recognition  of  this  diffi- 
culty is  the  best  help  toward  overcoming  it,  as  it  makes  the  operator 
VQTy  thorough  in  his  scraping  and  careful  to  go  systematically  over  the 
ground  at  least  twice.  Special  care  must  be  taken,  too,  not  to  leave 
behind  detached  fragments  of  infected  tissue  which  may  light  up  the 
disease  again. 

It  often   happens  that  there  are  other  smaller  diseased  glands  cl 
to  the  larger  gland  connected  with  a  superficial  abscess.    Scr^ng  docs' 
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not  deal  with  them,  so  that  when  the  wound  has  healed,  a  new  glandu- 
lar swelling  apjicHrs  in  its  immediate  neighborhood.  Uecp-lytng  glands 
are  not  safely  dtall  uilh  by  puneture  and  scraping,  and  the  method  is 
noi  well  adapted  to  the  Ireatment  of  other  than  caseated  and  softened 
tubercular  glands.  Facts  seem  to  show  that  scraping  figurations  are 
more  liable  to  be  followed  by  dissemination  of  tubercle  than  is  excision 
of  a  gland.  U  ts  thought  that  this  Is  due  to  the  action  of  the  spoon 
pressing  tubercle  bacilli  into  open  vessels  or  fine  fissures  in  the  tissues. 

Excision  can  be  enipli>yctl  in  very  nearly  all  cHses  of  tubercular 
glands.  An  incision  Is  made  down  lo  the  capsule  of  the  gland,  and 
then  with  the  knife  or  a  blunt  dissector  the  surrounding  tissues  are 
separated  from  the  gland  and  the  latter  removed.  Care  is  taken  not  to 
perforate  or  burst  the  capsule,  lest  the  tubercular  debns  infect  the  sur- 
foce  of  the  wound;  one  must  keep  close  to  the  gland-capsule,  so  as 
not  lo  wound  veins,  arteries,  or  nerves.  Search  should  be-  made  in 
the  wound  for  other  glan^Is  than  those  originally  detecteil ;  It  is  often 
remarkable  how  many  di.seasetl  glands  are  lemnved  where  only  a  few 
have  been  previously  thought  to  exist.  All  the  glands  found  diseased, 
or  even-  suspected  to  be  diseased,  should  be  removed.  It  sometimes 
happens  that  a  gland,  or  a  part  of  one.  is  .so  firmly  incorporated  with 
the  internal  jugular  vein  ur  some  other  important  structure  that  the 
two  cannot  be  .separated.  \n  that  case,  as  much  as  possible  should  be 
excised  and  the  rest  very  thoroughly  .scraped.  The  same  course  has 
to  be  pursued  in  the  case  of  tubercular  glands  in  the  parotid. 

If  the  operation  has  been  completed  without  the  escape  of  any 
tubercular  matter  into  the  wound,  the  latter  may  be  at  once  closed  and 
sealed  with  a  collodion  or  other  suitable  dressing.  If  tubercular  matter 
h;»-s  been  dischargt-d  over  the  surface  of  the  wound,  it  should  he  well 
treated  with  cldond-uf-zinc  solution  (40grs.  to  the  oz)  or  sterilized  iodo- 
form before  it  is  sutureii,  In  neither  case  is  drainage  needed  or  desir- 
able, if  all  hemorrhage  has  been  carefully  arrested,  as  it  should  be.  If 
all  is  well,  primary  union  with  a  linear  scar  is  secured,  the  periglandular 
and  traumatic  induration  disappears,  and  only  the  scar  marks  the  site 
of  the  old  di.scase. 

Two  or  three  niethods  of  operating  have  been  recommended.  One 
is  to  make  a  short  incision  over  each  diseased  gland,  each  incision 
being  so  placed  as  to  avni<I  wounding  vessels  and  nerves  and  to  obtain 
the  lea.st  scarring.  This  necessitates  many  separate  wounds  and  gives 
poor  exposure  for  dissection.  A  better  method  is  to  make  one,  two, 
or  three  long  incisions,  perhaps,  on  each  side  of  the  neck.  Thus,  one 
incision  is  made  along  the  anterior  border  of  the  sternomastoid  muscle, 
a  second  along  the  posterior  border  of  the  .same  muscle  or  along  the 
external  jugular  vein,  and  a  third  along  the  body  of  the  mandible.  The 
advantages  of  this  method  are  the  very  complete  exposure  of  the  glands, 
the  readiness  with  which  all  the  diseased  glands  are  found,  and  the 
greater  ease  with  which  the  large  vessels  and  ner\'es  can  be  preser\'ed 
from  injurj'.  The  disadvantage  of  the  method  is  the  long,  unsightly 
.scar  or  scars  it  occasions.  A  third  method  is  the  employment  of  one. 
two.  or  three  limited  and  s]>c;cially  placed  incisions.  The  most  useful 
incision  is  one  from  the  tip  of  the  mastoid  process  to  the  comu  of 
the  hyoid  bone.     When  the  di.seased  glands  beneath  this  have  been 
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removed,  others  below,  behind,  or  in  front  of  it  can  be  brought  into  the 
wound  by  drawing  aside  its  border,  pushing  up  the  gland  from  outside, 
or  by  the  careful  use  of  tlie  linger  or  blunt  dissector  within  the  wound 
By  practice  and  patience  the  eiilin-  cliain  of  glands  along  the  internal 
jugular  vein  can  be  removed  thruugh  this  incision,  as  well  as  some,  if 
not  all.  of  the  submaxillary  glands.  A  second  very  useful  incision  is  a 
short  transverse  one  exposing  the  posterior  border  of  the  stern omasioid 
muscle  about  r^  inches  above  the  clavicle.  Through  this  the  glands 
along  the  external  jugular  vein,  those  in  the  posterior  triangle,  and  the 
lowest  of  the  deep  cervical  glands  can  be  removed.     A  third   incision 
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Fig.  79.^^0 wing  Incisions  for  various  opcTstJans:  i.fbrftngina  Ludoviei:  1,  for  thyroidec- 
tomy;  3,  4,  5,  for  exciiioni  of  tuberculous  glands. 

Is  sometimes  required  to  remove  submental  glands  (Fig.  79,  3,  4,  5), 
This  is  the  method  tu  be  reconunendcd  to  more  experienced  operators. 
The  scars  are  slmrl;  and  if  the  woumls  are  well  placed,  well  sutured, 
and  heal  by  "  first  intention."  they  are  not  conspicuous  and  may 
become  almost  imperceptible.  Too  much  care  cannot  be  taken  in 
the  exact  adjustment  of  the  wound-surfaces  and  edges. 

The  advantages  of  the  operation  of  excision  are  its  extended  ap]>li- 
cabihty.  Its  thoroughness,  and  the  small  risk  of  dissemination  of  tubercle. 
TJicrc  are  no  cases  which  cannot  be  dealt  with  by  excision.  The  sur- 
getm  sees  and  feels  what  he  is  doing,  and  ought  not  to  overlook  and 
leave  behind  diseased  glaniLs;  and  if  he  removes  the  glands  entire,  the 
danger  of  introducing  bacilli  into  the  circulation  appears  to  be  nil. 

The  disadvantages  of  this  operation  are  its  difficulty,  its  severity,  the 
danger  of  wounding  important  vessels  and  nerves,  the  length  of  time 
occupied,  and  the  unsightliness  of  the  resulting  scars.     If  many  glands 

Lare  affected,  and  if  there  is  much  peri-adenitis,  the  operation  is  long, 
diflficult.  and  severe.  It  is  not  an  operation  that  can  be  hurried ;  for 
hurry  leads  not  only  to  wound  of  vessels  and  nerves  and  to  rupture  of 
soflened  glands,  hut  also  to  the  overlooking  of  diseased  glancli.  The 
operator  must  at  almost  all  cost  remove  every  diseased  gland,  and  that 
without  wound  of  important  vessels  and  ner\'es.  Should  they  be 
divided,  the  vessels  must  be  carefully  ligatured  and  the  ner\'cs  sutured. 
With  care  a  great  deal  can  be  done  to  lessen  the  extent  and  the  con- 
spicuousness  of  the  scars. 
In  conclusion,  I  would  recommend  this  as  the  operation  of  choice 
for  tubercular  glands.    The  larger  my  experience  in  it  the  more  re;ison 


DISEASES  OF   tffS   CERVICAL    LYMPHATIC   GLANDS. 


125 


have  I  had  to  be  well  satisfied  with  it.  Occasionally  the  operation  has 
to  be  repeated  for  other  groups  of  glands  or  other  members  of  the 
same  group. 

In  neglected  cases,  where  the  abscess  has  been  allowed  to  burst  and 
a  tubercular  ulcer  or  sinus  remains,  a  careful  scrapinj^  operation  is  all 
that  is  required.  In  some  cases,  loo,  where  the  spoon  lias  been  used  in 
the  first  instance  and  a  sinus  remains  because  of  the  failure  to  remove  all 
the  infected  tissue,  a  second  use  of  the  spoon  will  be  quickly  successful. 

Syphilitic  Disease  of  Cervical  Glands. — During  the  early  sec- 
ondary slaye  of  syphilis  the  cervical  yJaiuJs  are  liable  to  enlarge.  The 
swelling  is  usually  only  slight  and  unattendctt  uith  pain,  tenderness,  or 
redness  of  the  covering  skin;  there  Js  no  inflammation  around  the 
glands,  and  suppuration  does  not  occur.  All  the  glands  in  the  neck 
may  be  affected,  or  only  one  or  two  groups,  The  enlargement  is  mo.st 
often  seen  in  those  behind  the  stcmomastoid  muscle  and  beneath  the 
occiput,  and  it  is  stilted  that  the  distasc  always  involves  all  the  mem- 
bers of  any  group  attacked.  The  jjlantls  may  be  swollen  without  any 
syphilitic  lesion  of  the  area  draining  into  them;  but,  as  a  rule,  those 
glands  only  are  enlarged  which  receive  lymph  from  surfaces  that  are 
the  seat  of  well-marked  secondary  eruptions. 

No  special  treatment  of  these  glands  is  called  for;  under  the  gen- 
eral treatment  of  sccotidarj-  syphilis  they  gradually  subside. 

If3anphoina. — A  true  hypertrophy  of  lymphatic  gland  is  some- 
times met  with — an  incrt-'ase  of  the  normal  structure  associated  with 
increased  function. 

The  disease  called  lymphoma  is  characterized  by  an  overgrowth 
of  gland,  but  there  is  nothing  to  show  that  this  is  associated  with 
increased  function.  The  disease  is  rare  and  its  origin  obscure.  !t 
attacks  one  or  two  glands  only,  and  these  slowly  enlarge  without 
pain  or  other  symptom,  antl  having  attained  a  certain  size  may  remain 
stationary  for  an  intlcfinite  time. 

Lymphoma  occurs  in  young  people,  and  is  generally  associated 
with  anemia.  These  two  facts  make  it  liable  to  be  confounded  with 
tubercle.  The  distinguishing  features  arc  the  entire  absence  of  peri- 
adenitis and  of  softening  of  the  gland ;  often  the  large  size  of  the  tumor 
aids  in  the  diagnosis. 

Treatment. — A  course  of  arsenic  combined  with  "thyroid  feeding," 
with  a  trip  to  the  seaside,  should  be  first  tried.  If  this  fails,  and  the 
enlarged  gland  is  unsightly  or  continuously  enlarging,  it  should  be 
removed.  This  is  a  very  simple  operation,  as  the  tumor  is  easily 
shelled  out  from  its  bed  of  loose  cellular  tissue. 

Sarcoma. — The  lymphatic  glands  are  occasionally  the  seat  of  a 
primary  malignant  growth  composed  of  small  round  cells  embedded 
in  a  very  fine  widc-meshed  stroma.  This  is  a  form  of  sarcoma. 
Nothing  is  definitely  known  of  its  cause.  It  is  not  a  common  disease, 
and  is  met  with  in  adults  at  or  past  middle  life.  The  disease  attacks 
a  single  gland,  which  rapidly  and  continuously  enlarges.  In  its  ear- 
liest stages  the  tumor  is  not  to  be  distinguished  from  a  lymphoma  or 
a  tubercular  gland,  but  its  rapid  growth  and  the  infiltration  of  tissues 
around  the  gland  soon  make  its  nature  evident.  The  disease  .spreads 
beyond  the  gland  itself  and  infiltrates  fascia:  and  muscles,  and,  as  it 
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grows,  it  displaces,  compresses,  and  may  destroy  vessels  and  ner\'es 
and  seriously  press  upon  the  trachea  and  esophagus.  The  tumor  may 
reach  a  great  size,  and  when  the  skin  over  it  ulcerates,  tlie  mass  fun- 
gates,  adding  considerably  to  the  patient's  distress.  In  the  early  .stage 
of  the  growth  there  is  no  pam ;  but  as  titc  nerves  in  its  neighborhood 
become  involved  tlic  pain  becomes  severe,  radiating  over  the  head  and 
down  the  arm.  Pressure  upon  the  cervical  sympathetic  causes  first  a 
dilated  pupil,  and  later  on  a  small  pupil. 

Secontlary  growths  occur,  chiefly  in  the  lungs  and  incdiastinunL 
The  patient  dies  worn  out  by  pain  and  weakened  by  discharge  and 
inabiHt>-  to  take  Tood,  and  in  some  cases  pressure  upon  the  trachea 
hastens  the  end. 

Treatment. ^If  the  disease  is  recognized  in  its  early  stage,  before 
the  gland  has  become  at  all  fixed  in  its  bed  of  cellular  tissue,  it  should 
be  removed  with  as  much  cellular  tissue  around  as  possible.  I..atcr 
on,  however,  operation  Is  useless,  and  is  to  be  de])recated.  The  dis- 
ease is  very  rarely  diagnosed  before  its  infiltrating  character  is  evident, 
and  an  operation  undertaken  at  this  period  is  both  very  grave  in  itself 
and  certain  to  be  followed  by  speedy  recurrence.  .-Xnodyncs  and  nar- 
cotics must  be  given  to  relieve  pain,  and  other  symptoms  should  be 
treated  as  they  arise.  Coley's  fluid  may  be  injected  in  these  cases,  but 
exjierience  in  this  treatment  is  as  yet  loo  indefinite  to  warrant  any 
strong  recommendation  af  it. 

Carcinoma. — Carcinoma  very  rarely  occurs  primarily  in  the  neck, 
starting  there  from  some  obscure  embr>'onic  epithelial  structure;  but  it 
occurs  very  often  in  the  ccrxncal  glands,  as  a  secondarj' growth.  In  the 
form  of  epithelioma  it  is  met  with  as  a  sequel  to  epithelioma  of  the  lips, 
tongue,  jaws,  tonsil,  paliite,  Iar)'nx,  and  esophagus.  Spheroidal  carci- 
noma of  cervical  glands  occurs  in  cases  of  cancer  of  the  thyroid  and  can- 
cer of  the  breast.  As  in  cancer  generally,  great  variation  is  met  with  in 
the  course  of  the  disease  in  the  glands.  As  a  rule,  the  growth  is  rapid 
and  continuous,  and  gland  after  gland  is  afiected  in  the  course  of  the 
lymph-stream ;  but  in  some  rare  cases  the  growth  is  very  slow,  and  I 
have  known  it  not  only  to  be  arrested  for  a  time,  but  actually  to  dis- 
appear. On  tlie  other  hand,  other  glands  than  those  in  the  course  of 
the  lymph-slream  may  be  infected.  For  instance,  in  carcinoma  of  the 
breast,  after  the  .ixillar)-  glands,  those  in  the  posterior  triangle  of  the 
neck  and  one  gland  under  the  sternomastoid  close  above  the  inner  end 
of  the  clavicle  are  those  usually  involved  in  the  lymphatic  spread  of 
the  disease.  I  have,  however,  seen  a  case  of  this  disease  in  which  not 
only  these  glands,  but  many  higher  in  the  neck,  along  the  external 
jugular  vein  and  under  the  sternomastoid.  were  afiectcd  on  both  sides. 
Cancerous  glands  are  at  first  firm,  even  hard,  in  consistence,  but  later 
they  may  soften  down,  burst  externally,  and  then  ulcerate,  forming 
deep  fungating  chasms,  anil  finally  prove  fatal  by  ulcerating  into  a 
large  vessel,  generally  a  vein.  There  is  one  feature  of  this  di.seasc,  as 
seen  in  glands,  which  seems  to  be  absolutely  constant,  and  that  is  its 
infiltrating  the  tissues  around  the  glands.  In  the  early  stages  the 
gland  is  movable,  but  it  soon  become-i  fixed,  and  the  mah'gnant  growth 
extends  beyond  the  capsule  of  the  glanil  into  fascia,  muscles,  vessels, 
nerves,  and  skin. 
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Allowing,  then,  for  this  rather  wide  variation  in  the  course  of  cancer 
in  glands,  wc  may  say  that  the  disease  causes  a  progressive  enlargcnujiU 
of  one  or  more  giands;  that  the  tumors  thus  formed  may  be  small. 
painless,  and  unnoticed  by  the  patient  for  a  long  time;  but  that  more 
generally  they  increase  into  obvious  or  even  large  swellings,  fixed  to 
neighboring  parts,  and  are  the  scat  of  a  constant  dull  aching  pain,  as 
well  as  ttie  cause  of  paroxysms  of  severe  lancinating  pain  along  the 
course  of  tlie  nerves  compressed.  Pressure  upon  veins  may  be  attended 
by  serious  engorgement  and  edema  of  the  parts  beyond,  and  the 
obstruction  to  the  lymph-stream  adds  to  this  edema.  Occasionally 
pressure  upon  the  trachea  or  esophagus  causes  dyspnea  and  dysphagia. 
In  cancer  of  the  supraclavicular  glands,  edema  of  the  arms  and  severe 
pains  all  down  the  licnb  are  ver>'  often  observed.  In  cancer  of  the 
higher  cervical  glands,  edema  of  tlic  face  is  occasionally  seen,  and 
severe  pain  along  the  course  of  the  occipital  and  auriculotemporal 
nerves  is  very  often  complained  of.  The  diseased  glands  become 
immovably  fixed  to  surrouniling  parts;  the  skin  oftt-n  becomes 
involved,  and  in  the  harder  forms  it  may  be  jiuckered  in.  If  the 
tumor  stiftens,  the  swelling  increases  more  rapidly,  fluctuates,  points, 
and  then  bursts  through  the  reddened  skin  if  it  is  not  previously 
opened  by  the  surgeon — sometimes  under  the  impression  that  an 
abscess  has  formed.  The  matter  discharged  is  a  pultaceous  fluid. 
chiefly  composed  of  granules  and  flakes  or  larger  masses  of  broken- 
down  cpitheliomattnis  growth.  After  the  bursting,  which  usually 
relieves  the  pain  for  a  time,  the  ojjening  generally  ulcerates,  in  some 
cases  with  fearful  rapidity,  forming  a  very  deep,  widely  excavated  ulcer, 
with  a  fungaling  and  partly  sloughing  surface  discharging  a  stinking, 
ojwque.  serous  fluid  in  great  quantitx'.  I'Vom  this  surface  hemorrhage 
may  occur  from  time  to  time  and  rapidly  exhaust  the  already  enfeebled 
patient ;  a  large  vein  or  arterj'  may  be  opened  up  and  a  profuse  and 
fatal  hemorrhage  result.  In  rarer  cases  the  opening  into  ihe  softened 
gland  remains  as  a  small  .sinus.  I  have  known  such  an  opening  to  be 
surniiindrd  by  healthy  non-malignant  granulations. 

Proi^nosls. — 'The  prognosis  of  cancer  of  the  ccr\'ical  glands  is  very 
grave.  As  a  rule,  the  (lisea.se  i.s  more  active  and  more  malignant  and 
less  amenable  to  treatment  in  the  glands  than  in  the  primarj'  seat  of  the 
disease.  When  the  glands  soften  and  ulcerate  ticeply,  death  always 
occurs  quickly.  In  some  cases  secondary  to  cancer  of  the  breast,  the 
affection  of  the  cervical  glands  si-ems  tn  have  very  little  influrnce  \i\ion 
the  course  of  the  case. 

Treatment.— The  excision  of  cancerou.s  glands  is  a  \*cry  unsatisfac- 
torj*  operation.  The  disease  has  generally  spread  farther  along  the 
lymphatic  system  than  is  apparent  at  the  operation,  and  it  has  also 
usually  infected  the  tissues  around  the  gland  to  an  extent  imperceptible 
t">  the  naked  eye.  so  that  speedy  recurrence  "/  /iko  or  in  a  neighboring 
gland  almost  always  follows  the  operation.  The  glands,  too.  lie  clo.se 
to  large  vcs.scls,  nerves,  and  iither  important  structures,  and  the  free 
removal  of  a  diseased  gland  ex|H)Ses  the  patient  to  the  risk  of  injury  of 
these  parts,  or  their  deliberate  divi-sion  or  even  excision  at  once  renders 
the  procedure  a  very  grave  one. 

Operation  is  sometimes  quite  successful,  and  secures  either  complete 
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or  prolonged  immunity  from  tlic  disease.  The  circtimstanccs  which 
justify  operation  arc  slow  growth  and  small  size  of  the  tumor,  showng 
a  low  degree  of  malignancy,  free  mobility  of  the  tumor,  and  the  fact 
that  the  glands  on  the  proximal  side  of  the  growth  are  neither 
enlarged  nor  hard.  Under  these  conditions,  if  the  operation  is  carried 
out  with  care  and  tlioroughness,  it  is  permissible  and  may  be  recom- 
mended. Success  has  been  attained  in  some  very  unpromising;  cases, 
but  more  often  the  sui^eon  finds  the  growth  more  extensive  and  more 
widely  infiltrating  than  he  had  anticipated,  and  has  either  to  abandon 
the  operation  uncompleted  or  to  witness  an  immediate  return  of  the 
disease,  perhaps  more  active  than  before.  Two  good  rules  to  remetn- 
ber  art :  ( i )  that  secondary  glandular  epithelioma  is  more  malignant. 
and  therefore  more  difficult  to  deal  with  by  operation,  than  is  the  pri- 
mary disease;  and  (2)  that  the  disea.se  is  always  found  to  be  more 
extensive  and  more  difificult  to  remove  than  the  most  careful  prclim- 
inar>'  examination  has  rendered  apparent. 

In  the  greater  number  of  cases  no  operation  should  be  performed. 
Hot  fomentations,  poultices,  and  all  irritant  external  applications  arc  to 
be  carefully  avoided  ;  they  seem  to  add  to  the  trouble.  The  extract  of 
belladonna  smeared  on  lint  and  laid  over  the  part  sometimes  relieves 
pain ;  an  ointment  of  equal  parts  of  the  extracts  of  henbane,  contum, 
and  belladoima  often  affords  niark-d  relief.  The  extract  of  opium  or 
the  tincture  of  opium  on  spongiopilin  relieves  pain.  The  severe  neu- 
ralgic pains  can  usually  be  relieved  by  phenacetin.  and  a  [>atient  trial 
of  this  drug  .should  be  made  before  a  resort  to  opium  and  moq^hin. 

When  a  cancerous  gland  has  .softened,  as  a  rule  nothing  should  be 
done  to  assist  its  opening;  but  if  it  is  the  scat  of  severe  and  constant 
pain,  great  relief  is  to  be  obtained  by  its  puncture  and  the  relief  of  ten- 
sion.   An  absorbent  antiseptic  dressing  must  be  applied  over  the  wound. 

The  large  fungating  cancerous  ulcers  must  be  kept  as  clean  as  pos- 
sible. A  lotion  of  izal  or  crcolin  often  succeeds  in  deodorizing  the 
part  and  in  lessening  discharge ;  iodoform  and  other  antise|>tics  may 
be  employed.  Slight  oozing  of  blood  from  the  ulcer  can  he  checked 
'by  sprinkling  finely  powdered  sulphate  of  iron  over  the  surface.  If 
severe  hemorrhage  occurs,  it  is  not  justifiable  to  undertake  any  formal 
operation  for  its  arrest,  such  as  the  ligature  of  a  large  vessel,  but  care- 
ful local  pressure  may  be  resorted  to.  This  "accident  "  affords  a  rapid 
and  merciful  termination  of  the  patient's  hopeless  sufferings. 

In  some  cases  these  malignant  growths  cause  .severe  dy.spnca  \yf 
pressure  on  the  trachea,  and  the  question  of  tracheotomy  will  then 
arise.  The  operation  rarely  affords  any  relief;  but  if  the  circumstances 
of  any  particular  case  point  to  this  operation  as  offering  a  reasonable 
prospect  of  relief,  the  surgeon  should  piovide  himself  with  a  long  tube 
to  be  passed  some  distance  down  the  windpipe  past  the  compressing 
glands. 

INJURIES  AND  DISEASES  OF  THE  LARYNX  AND  TRACHEA. 

Injuries  of  the  Larynx  and  Trachea.— In  the  section  on  Con- 
tusions of  the  Neck  (p.  io6).  fractures  of  the  hyoid  bone,  laryngeal 
cartilages,  and  rupture  of  the  trachea  have  been  dealt  with.  For 
Wounds  of  the  Larynx  and  Trachea  see  p.  107. 
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Scald  of  the  larynx   is   unfortunately  a   rather   common  accident 


the  children  of  th( 


jsec!  by  the  child   drinki 


among 

scalding 

mouth  occurs,  with  swelling  and  hyperemia  of  the  mucous  membrane, 
or  destruction  of  the  epithelium  or  deeper  sloughing.  In  the  larynx 
the  effect  of  the  scald  is  a  rapid  edema  of  the  loose  cellular  tissue 
about  its  upper  aperture.  This  leads  to  dyspnea  and  loss  of  voice,  :md 
death  ver>'  often  occurs  either  .suddenly  or  by  a  gradual  increase  in  the 
respiratory  ob.struction. 

Treatment  must  be  prompt.  In  the  slightest  cases  it  is  sufficient  to 
apply  a  hot  compress  to  the  neck,  to  sit  the  child  up  in  bed,  and  to 
have  it  constantly  watched.  When  the  signs  of  respiratory  obstruction 
arc  at  all  marked,  active  measures  should  be  at  once  taken  to  relieve  it. 
The  surgeon  has  three  measures  from  which  to  choose.  Me  may  scarify 
the  edematous  folds  and  administer  a  spray  of  cocaiii — this  is  difficult 
in  verj-  young  children  and  unsatisfac-  ^  , 

tory.     He  may  resort  to  intubation  of 
the  larynx  or  to  tracheotomy. 

Foreign  Bodies  in  the  I^arjtiXt 
Trachea,  and  Bronchi.— I'drcign 
bodies  gain  access  to  the  air-|)assages 
by  a  sudden  inspiration  occurring  while 
something  is  in  the  mouth  or  pharj'nx. 
In  this  way  portions  of  food  or  of  vom- 
ited matters,  coins,  pins,  beads,  nuts, 
fruit-stones,  buttons,  studs,  teeth,  grass- 
heads,  puflTs,  and  various  other  articles 
have  been  drawn  into  the  air-passages. 
Part  of  a  cannula  has  been  known  to 
break  off  and  drop  into  the  trachea 
through  a  tracheotomy  wound, 

The  cases  in  which  blood,  discharges 
of  various  kinds,  portions  of  malignant 
growth.s,  or  of  a  softened  tubercular 
gland  pa.««  into  the  air-passages  belong 
to  a  different  category  and  are  not 
considered  here. 

A  foreign  body  |Kisses  into  the 
right  bronchus  more  frequently  than 
the  left,  owing  to  its  larger  size  and 
its  being  more  in  a  line  with  the 
trachea. 

Effects. — The  foreign  body  may  be 
immediately  ejected  without  any  other 
effect  than  a  momentary  sense  of  suf- 
focation and  a  paroxysm  of  coughing, 
or  it  may  cause  immediate  death  from 
impaction  in  the  glottis  and  spasm.  More  oflen  it  becomes  fixed  in 
the  lar>'nx  or  drawn  into  <ine  of  the  bronchi  (Fig.  8oi.  Occasionally 
it  remains  loose  in  the  irachea  for  a  while,  rising  into  the  Iar>'nx  and 
exciting  violent  coughing  and  spasm,  then  falling  into  a  bronchus. 
D 


Fk:.  ia. — Rent)  rom[>lricly  filling  lh« 
right  Itronchtu.  Girl  aged  two  yean. 
Death  In  thirty  honn.  Lungs  solidified 
(Warren  Must-um). 
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Later  on  it  may  become  fixed  in  citliLT  of  these  situations.  Or  a  for- 
eign body  that  has  been  at  first  impacted  in  the  lar>'nx  may  become 
detached  and  pxss  into  a  bronchus,  or  vice  versa ;  or  one  that  has  beep 
primarily  drawn  into  a  bronchus  may  after  a  time  be  dislodged,  but  fail 
to  pass  through  the  larynx  and  remain  impacted  there.  I^aslly,  fortu- ^ 
nale  cases  do  occur  in  which  some  time  after  impaction  in  either  larvnx  I 
or  bronchus  the  foreifjn  body  may  be  i-xpelled  through  the  larynx  and 
cither  swallowed  or  coughctl  out  througti  the  mouth. 


h 


C.  «ahvar]r  ca 


ign  body  (piece  of  nlll^hcll)  In  the  larynx;    B,  pupiIlotnA  of  thr  larrnx; 
iTculiu  (dmwn  from  ^pcciint^ni  in  the  Middl»cx  Hospital  Museum). 
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As  a  rule,  the  foreign  body  sets  up  inflanimation  and  then  ulcer- 
ation in  the  tissues  around  it,  leading  in  the  larynx  to  great  swelling, 
possibly  (Edema  jjlottidis.  suppuration,  and  necrosis  of  cartilage.  The 
lodgement  of  a  foreign  body  in  a  bronchus  is  a  very  grave  accident, 
leading  to  serious  changes  in  the  lutiy.  These  begin  with  septic  bron- 
chitis;  then  follows  pneumonia,  which  in  some  ca^^:.s  ends  in  gangrene, 
in  others  in  burrowing  suppuration  which  may  reach  the  surface  and 
form  a  means  of  exit  for  the  foreign  body,  but  most  often  it  results  in  ^ 
bronchiectasis.  This,  when  once  set  up,  may  involve  the  tubes  in  a  ■ 
considerable  area  of  the  lung.  These  changes  arc  rapid  and  hitcnsc 
when  the  foreign  body  is  sharp  and  irritating,  like  a  head  of  grass,  but 
ma)'  be  very  slow  when  it  is  smooth  and  rovmdcd.  When  once  these 
changes  have  occurred,  they  are  nficn  irreparable,  and  it  is  therefore 
most  important  to  remove  all  foreign  bodies  in  bronchi  at  the  earliest 
possible  moment,  without  waiting  for  symptoms  or  evidence  of 
mischief. 

Symptoms. — At  the  first  entrance  of  the  foreign  body  there  is 
generally  a  painful  paroxysm  of  choking  and  coughing,  and  the  voice 
may  be  altered  or  altogether  lost.  This  may  be  followed  by  subsi- 
dence of  all  symptoms,  suggesting  that  .ifler  all  nothing  serious  has 
happened,  and  this  misleading  calm  may  last  for  hours,  days,  or  even 
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longer.  When  lodged  in  the  larynx,  there  is  usually  local  pain,  with 
alteration  in  the  voice,  paroxysmal  cough,  and  dyspnea,  and  these  arc 
increased  by  the  swcllint;  that  comes  on  later.  With  t]ic  laryngo.scope 
the  body  can  usually  be  seen  lying  cither  above  or  below  the  vocal 
cords.  The  symptoms  vary  with  the  size,  shape,  and  position  of  the 
body.  When  in  the  trachea  the  patient  may  Ije  conscious  of  its  ri.se 
and  fall  in  the  tube  with  each  respiration.  On  listening  over  the  tube 
a  loud  rhonchus  may  be  heard,  anil  on  taking  a  deep  expinition  a 
severe  cough  with  violent  dy.spnea  rc.«:uits  from  the  body  rising  and 
striking  the  irritable  larynx.  When  in  a  bronchus,  the  .symptom.s  vary 
with  its  size  and  shape.  If  a  smooth,  rounded  body,  such  as  a  fruit- 
stone,  plugs  a  main  Jjronchus,  there  is  sometimes  pain  felt  just  over  the 
spot,  the  patient  has  dyspnea  on  exertion,  and  iittacks  of  paroxysmal 
coughing.  That  side;  of  the  chest  is  found  to  be  inniiobilc,  with  grad- 
ually increasing  dulncs.s  and  absence  of  breath-sound,  and  of  tactile 
and  vocal  vibration  over  the  lung,  while  exaggerated  breathing  is 
heard  over  the  opposite  lung.  If  the  fqrcign  body  docs  not  quite 
block  the  bronchus,  and  lets  some  air  pass  to  and  fro,  a  loud  rhonchus 
is  heard  over  the  seal  of  impaction,  conducted  more  or  less  over  the 
whole  lung.  Such  a  body  as  a  smooth  tracheotomy  tube  lying  in  a 
bronchu.s  may  be  very  diflficult  to  recognize,  as  it  offers  little  or  no 
obstruction  to  the  pa.ssagc  of  air.  If  the  body  is  so  small  that  it 
passes  into  a  sccondarj',  tcrtiar)',  or  smaller  bronchial  tubcj  the  .symp- 
toms arc  less  severe  and  the  ptiysical  signs — dulness,  imperfect  entry 
of  air,  and  rhonchus — are  limited  to  the  jjart  of  the  lung  involved. 
Later  on,  when  the  secondarj'  lung-charges  are  set  up,  fever.  wa.<5ting, 
purulent  expectoration,  hemoptysis,  and  great  fetor  of  breath  are 
complained  of,  and  examination  of  the  chest  shews  the  usual  signs 
of  gangrene  of  the  lung  or  of  bronchiectasis. 

It  is  very  important  to  remember  that  all  subjective  symptoms  of  a 
foreign  b4jdy  may  subside  for  even  a  long  time,  and  tliat  the  objective 
signs  may  be  very  few  and  ver>'  difficult  to  determine.  Some  foreign 
bodies  can  be  localized  by  the  Rontgen  rays. 

Treatment. — In  ever\'  case  the  foreign  body  must  be  extracted 
at  the  earliest  possible  moment,  irrespective  of  Its  nature,  position,  or 
symptoms. 

///  the  iMryttx. — In  the  first  in.stance  the  finger  should  be  pawted 
to  the  upper  opening  of  the  larynx  to  feel  and  dislodge  any  foreign 
body  there.  If  it  can  be  seen  with  the  laryngoscope,  it  may  be  possi- 
ble to  remove  it  with  laryngeal  forceps,  guided  by  the  mirror.  Cocain 
should  be  previously  applied  to  the  phar>*nx  and  lar)'nx  to  facilitate 
this  measure.  If  this  is  impossible,  the  surgeon  has  to  choose  between 
thyrotomy.  laryngotomy.  and  tracheotomy,  and  the  age  of  the  patient 
and  the  position  and  shape  of  the  body  will  guide  him  in  his  choree. 
The  removal  mu.st  be  effected  with  the  least  possible  injury  to  the 
larynx. 

If  the  foreign  body  is  in  the  trachea,  that  tube  should  be  opened  at 
once,  when  the  body  will  usually  be  expelled,  or  can  be  removed  with 
forceps.  If  the  surgeon  has  cver>'  preparation  made  for  an  immediate 
tracheotomy,  he  may  try  whether,  by  inverting  the  patient  and  shaking 
him  or  {latttng  his  back,  the  foreign  body  can  be  expelled  through 
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the  larynx.  This  should  never  be  done  unless  the  surgeon  is  thus 
prepared,  lest  it  become  lodged  in  the  glottis  and  cause  immediale 
death. 

//;  a  BroHthus. — Tracheotomy  with  a  free  incision  of  the  trachea 
should  be  done  at  once,  and  if  the  body  is  not  expelled  by  the  patients 
coughing  (often  tlirnuyh  the  larynx),  careful  efforts  to  remove  it  by 
suitable  forceps,  snarts,  or  bent  wires  must  be  made,  or  the  patient 
may  be  inverted  and  shaken  (only  after  tracheotomy).  If  all  such 
efforts  fail,  the  tracheal  wound  must  be  held  agape  by  silk  threads 
passed  through  each  side  and  tied  round  the  neck,  and  the  patient 
watched,  and  after  a  time  a  new  attempt  may  be  more  successful. 

When  suppuration  in  tlie  lung  has  occurred,  the  abscess  or  bron- 
chiectatic  cavity  must  be  opened  througli  the  chest-wall  and  carefully 
explored  with  finder,  probe,  or  forceps,  and  a  large-sized  drainage-tube 
inserted.  If.  as  usually  happens,  the  foreign  body  is  not  found  and 
removed  by  the  surgeon,  it  may  escape  some  time  after  through  liic 
tube.  If  this  does  not  occjur,  tracheotomy  should  be  done  and  the 
bronchial  tubes  must  be  explored  from  above.  No  effort  must  be 
s[>arcd  to  extract  the  foreign  body,  and  before  secondary  changes 
have  been  set  up  in  the  lung.  When  these  changes  are  advanud, 
opcrali'jii   rarely  leads  to  cure. 

I^aryngitis. — Laiyngitts  occurs  under  two  chief  forms,  acute  and 
clironic.  and  each  uf  tlu-m  has  certain  varieties. 

Acute  catarrhal  laryngitis  may  be  excited  by  over-use  of  the  voice. 
by  exposure  to  cold,  by  excessive  u-se  of  alcohol  or  tobacco,  by  the 
inhalation  of  irritating  vapors  or  contact  with  corrosives,  by  operations 
upon  the  larjnx,  and  by  extension  of  the  diseased  process  from  the 
pharynx.  A  previous  attack  predisposes  the  patient  to  a  subsequent 
one. 

The  symptoms  are  a  certain  amount  of  local  soreness  and  "  rough* 
ness"  of  the  throat;  cough,  which  is  apt  to  come  on  in  long,  exhaust- 
ing paroxysms  ;  and  hoarseness,  which  may  amount  to  aphonia.  When 
the  epiglottis  is  inflamed,  there  is  pain  in  swallowing.  The  temperature 
is  a  little  raised,  and  there  may  be  a  sense  of  chilliness  at  the  onset  of 
the  attack.  The  larynx  is  seen  to  be  hyperemic.  with  slight  swcIUi^ 
of  the  inflamed  mucous  membrane.  The  cords  are  nearly  always 
affected;  in  severe  cases  their  mobility  may  be  diminished. 

Acute  Hemorrluigic  Laryngitis.— this  name  has  been  applied  to 
certain  cases  in  which  there  is  hemoptysis ;  minute  bleeding  points  can 
be  seen  with  the  larj-ngoscope. 

Acute  edematous  laryngitis  is  a  very  grave  disease.  It  is  a  septic 
disease,  and  is  in  many  cases  due  to  infection  with  erysipelas.  Fehlci- 
sen's  coccus  has  been  demonstrated  to  be  present  in  some  cases.  The 
special  feature  of  the  disease  is  its  rapid  course,  with  the  production  of 
great  edema  in  the  loose  submucous  tissue,  so  that  the  ar>'teno-cpi- 
glottidean  folds,  the  interarN-tcnoid  fold,  and  the  epiglottis  become 
greatly  swelled ;  in  some  cases  the  edema  is  limited  to  the  parts  below 
the  glottis  (subglottic  edema).  The  swelling  causes  urgent  dyspnea 
and  cyanosis,  which  often  come  on  in  paroxysms  of  extreme  distress, 
any  one  of  which  may  be  fatal.  The  swelling  can  be  seen  with  the 
lar)*ngoscope :  often  it  can  be  plainly  felt  with  the  6nger.     There  is 
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usually  swelling  of  the  phar>'nx  and  of  the  sof^  parts  around  the 
Iar\'nx,  and  suppuration  in  the  neck  may  ensue.  The  temperature  is 
raised,  the  tongue  is  very  foul,  the  pulse  is  rapid  and  soft,  and  the  gen- 
eral condition  is  very  apt  to  pass  into  the  "typhoid  state  "  and  the 
patient  to  die  with  a  "  low  "  pneumonia,  if  he  escapes  sunfocation.  The 
disease  is  met  with  most  often  in  subjects  of  intemperate  habits  or  of 
renal  disease ;  it  is  very  fatal. 

Treatmfttt. — In  the  catarrhal  form  the  patient  should  be  kept  in  bed 
and  forbidden  to  use  his  voice.  Ice  may  be  given  and  applied  exter- 
nally over  the  Iar)'nx,  In  some  cases  inhalations  of  steam,  to  which 
eucalyptus,  thymol,  pinol.  or  Ix-nzoin  has  been  added,  or  of  the  chlorid- 
of-ammonium  vapor  afford  far  more  relief  than  the  cold  application. 
For  the  hemorrhagic  form  an  astringent  spray  is  indicated ;  a  solution 
of  perchlorid  of  iron,  gr.  3  to  1  oz.,  is  a  good  form.  Edematous 
larj-ngitis  demands  prompt  and  energetic  treatment,  leeches  should 
be  applied  over  the  larj^nx.  and  then  ice;  ice  should  be  constantly 
sucked,  the  bowels  should  be  freely  Ojiencd,  and  at  the  same  time  the 
patient's  strength  must  be  supported  by  nourishing  diet.  Alcohol  is 
usually  given.  The  patient  must  never  be  left  alone,  as  urgent  dyspnea 
may  at  any  time  supervene.  This  may  be  relieved  by  local  scarifica- 
tion, or.  better,  by  lar>'ngotoniy  or  tracheotomy.  Abscesses  occurring 
round  the  larjnx  must  be  opened  freely  as  soon  as  their  presence  is 
recognized. 

<Edema  £tottidU  is  a  very  grave  condition.  It  arises  from  several 
causes,  and,  if  not  at  once  relieved,  quickly  proves  fatal  by  asphyxia. 
The  acute  swelling  may  result  from  injuries — fracture  of  the  cartilages 
and  the  hkc,  wounds,  scalds,  local  application  of  irritants,  cither  acci- 
dental or  remedial,  and  operations.  It  results  from  septic  and  er)*sipe- 
latous  lar)'ngitis.  and  also  sometimes  from  extension  of  surrounding 
inflammation  in  scarlatina,  angina  Ludovici,  or  deep  cervical  abscesses; 
it  may  occur  in  the  course  of  tubercular  or  syphilitic  disease  of  the 
lar>'nx,  and  lastly,  it  may  be  a  passive  edema  in  Bright's  disease  or 
result  from  the  pressure  of  a  tumor  upon  the  internal  jugular  vein. 

The  symptoms  often  come  on  with  alarming  suddenness,  the  patient 
sitting  up  in  bed,  manifesting  great  distress,  and  breathing  with  diffi- 
cult)'. Inspiration  and  expiration  arc  equally  obstructed,  and  the  voice 
is  lost. 

Treatment. — A  cocain  spray  is  useful  in  the  slighter  forms  of  the 
disease.  Free  scarification  of  the  edematous  tissues,  cither  with  a  lar- 
yngeal lancet  or  a  sharp-pointed  cun'ed  bistourj-  protected  to  within  \ 
inch  of  its  point,  may  relieve  the  swelling.  If  not,  and  in  all  cases  of 
great  urgency'.  laryngotomy  or  tracheotomy  must  be  performed.  Tra- 
cheotomy .should  be  preferred  in  all  cases  in  children,  and  in  septic 
laryngitis  and  tubercular  and  syphilitic  disease  in  adults.  In  other 
cases  laryngotomy  is  to  be  preferred. 

Chronic  laryngitis  is  met  with  as  a  sequel  to  an  acute  attack  or  as 
the  result  of  over-use  of  the  voice — as  in  costertnongers  and  street- 
criers  and  some  public  speakers  and  vocalists — or  of  excess  in  alcohol 
and  tobacco.  It  leads  to  slight  swelling  and  redness  of  the  mucotis 
membrane,  with  a  little  thickening  ;  there  may  be  slight  erosion  of  ihc 
epithelium,  but  ulceration  does  not  occur.     In  some  cases  small,  dry 
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crusts  of  mucus  are  seen-  adhering  to  the  vocal  cords  {laryngitis  si£ca\ 
in  other  cases  the  chief  change  is  an  excessive  secretion  of  mucus 
whenever  the  voice  is  used.  This  is  met  with  in  vocalists  ;  the  condi- 
tion is  called  iaryu^orrlwa.  The  disease  induces  hoarseness  and  loss 
of  voice  in  varying  degrees,  and  a  dry,  tickling  sensation,  leading  to 
cough  and  a  constant  desire  to  clear  the  throat. 

Treatment. — -The  voice  must  be  rested.  Much  may  often  be  done 
by  attention  to  the  general  health — e.  g.,  by  a  sca-voyagc  or  a  change 
to  a  diy  climate,  and  by  abstinence  from  alcohol  and  tobacco.  Locally 
the  treatment  consists  in  the  application  of  astringents  either  by  spray 
or  brush. 

Perichondritis  of  the  Larynx. — Inflammation  of  the  perichondrium 
very  rarely  occurs  as  a  primary  disease ;  it  is  nearly  always  secondary 
to  tubercular,  syphilitic,  t>'phoid,  or  cancerous  ulcers  of  the  larynx,  or 
to  injiir>'.  It  is  stated  that  the  pressure  of  the  posterior  part  of  the 
cricoid  cartilage  against  the  spine  in  very  debilitated  subjects,  and  the 
frequent  passatje  of  an  esophageal  bougie,  may  so  injure  the  perichon- 
drium as  to  cause  it  to  become  inflamed.  The  disease  attacks  the  cn- 
coid  and  arytenoid  cartilages  much  more  often  than  tlie  thyroid.  It 
leads  to  necrosis  of  the  caitilage  involved,  and  is  attended  with  consid- 
erable swelling  of  the  part,  fixation  of  the  arytenoid  cartilage,  and  deep 
suppuration  discharging  either  into  the  larvmx,  pharv'nx.  or  externally. 
If  the  patient  survives  the  earlier  dangers,  severe  stenosis  is  liable  to 
follow,  necessitating  the  peniianent  wearing  of  a  tracheal  tube. 

Treatment. — Tracheotomy  is  often  necessary  for  the  relief  of  the 
dyspnea  due  to  laryngeal  swelling,  as  well  as  for  resulting  stenosis. 
Abscesses  may  require  opening,  and  sometimes  a  portion  of  necrosed 
cartilafje  can  be  removed  with   ^rcat  benefit. 

Syphilitic  Disease  of  the  I^arynx  and  Trachea. — In  the 
secondary  stage  of  syphilis,  catarrh,  mucous  plaques,  and  superficial 
ulceration  may  be  met  with  both  in  the  laryn.x  and  in  the  trachea. 
They  are  rare,  and  readily  yield  to  the  constitutional  treatment  of  the 
disease  by  mercury. 

In  the  tertiary  stage  of  the  disease,  gummatous  infiltration,  rapidly 
breaking  down  into  ulcers  and  leaving  firm,  fibrous,  puckered  cica- 
trices, occurs  in  both  larynx  and  trachea.  In  the  larynx  the  upper 
surface  of  the  epiglottis  Is  the  part  most  often  attacked ;  ulceration  is 
rapid  and  deep,  portions  of  the  cartilage  may  exfoliate,  and  great  con- 
traction and  deformity  of  the  upper  orifice  of  the  larynx  may  result 
from  the  cicatrization  of  the  ulcer.  In  the  trachea  the  disea.se  occurs 
most  often  in  the  lower  part,  althougli  it  may  be  met  with  at  any  part, 
or  be  widely  diffused.  Great  stenosis,  with  dilatation  above  and  below 
the  stricture,  may  result  from  tlie  contraction  of  the  ulcers. 

Symptoms. — The  symptoms  of  the  laryngeal  disease  are  pain 
dyspnea,  cnugh,  aphonia,  and  dysphagia.  With  the  laryngoscope  the 
deep  ulcer  with  swollen,  congested  edge,  or  the  contracted  cicatrix  can 
be  seen.  The  symptoms  of  tracheal  stenosis  are  dyspnea — the  patient 
usually  throwing  the  head  forward— diminished  laryngeal  excursion. 
cough,  and  loud  tracheal  rhonchi.  The  stenosis  is  often  visible  in  the 
larjmoscopic  mirror.  The  history  of  syphilis  or  the  presence  of  otha 
specific  lesions  greatly  assists  diagnosis. 
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Treatment — In  the  stage  of  infiltration  and  ulceration  the  patient 
must  be  brought  under  the  influence  of  the  iodids  as  quickly  a.s  pos- 
sible, and  the  th'scased  surface  of  the  larj*nx  maybe  treated  by  insuffla- 
tion of  iodoform  or  a  mercurial  lotitm  applied  by  spray  or  brush. 
Tracheotomy  may  be  necessary  either  on  account  of  the  swelling  of 
the  soft  parts  or  of  the  cicatricial  contraction  that  follows  the  disease. 
Tracheotomy  is  to  be  pcrfomicd  in  syphilitic  .stenosis  of  the  trachea 
only  when  the  syinptcmis  are  severe  and  wlien  the  surgeon  is  .sure 
that  he  can  open  the  lulje  below  the  stricture.  Owing  to  the  tendency 
of  the  disea.se  to  affect  a  wide  extent  of  the  tube  and  to  attack  par- 
ticularly the  lower  part  of  the  trachea,  ihc  operation  cannot  often  be 
recommended. 

Tubercular  IHsease  of  the  Larynx. — Tubercle  may  occur 
primarily  in  the  lar>*nx,  but  is  tisuaUy  secondary-  to  pulmonarj'  tuber- 
culosis, of  which  it  forms  a  very  grave  complication.  The  disease 
.occurs  in  the  form  of  small  scattered  tubercles  which  caseatc,  soften, 
and  then  form  suiierfieial  ulcers  which  extend  and  coalesce.  They 
occur  most  often  in  the  aryteno-epiglotlidcan  folds,  the  intt-rarj-tenoid 
fold,  and  the  under  surface  of  the  epiglottis.  The  disca.se  may  extend 
to  the  ventricular  bands  and  to  the  true  vocal  cords.  There  is  usually 
considerable  edema  around  the  ulcers,  and  this  may  extend  to  the 
cartilages,  cau.sing  perichondritis  and  necrosis  of  cartilage.  If  the 
ulcers  heal,  contraction  of  the  upper  orifice  of  the  larynx  may  be 
produced. 

The  disea.se  is  more  common  in  men  than  in  women,  and  occurs 
especially  between  the  ages  of  twcnt>'  and  forty. 

The  symptoms  of  this  afTcction  are  local  pain,  cough,  dyspnea,  and 
dysphagia,  and  a  purulent  expectonition  in  which  tubercle  bacilli  arc 
to  be  found.  If  sletiosis  occurs,  il  causes  considerable  increase  of  the 
dyspnea.  In  the  earliest  stages  a  laryngiiscojjic  examination  may 
show  only  .swelling  and  anemia  of  the  aryepiglotlic  folds;  later,  scat- 
tered nodules  are  to  he  seen,  and  later  still  su|K,'rfidal  ulcers,  with 
yellow  base  covered  by  a  purulent  sccrctionl 

Treatment. — In  addition  to  the  general  treatment  of  tubercle  by 
diet,  climate,  fresh  air,  tuberculin,  tonics,  etc.,  the  special  measures 
adopted  for  larj'ngeal  tulKTcle  are:  I.  To  secure  rest  to  tin-  part  by 
forlndding  talking,  am!  allaying  ciuigh  by  sucking  ice.  by  h  cmrjiin 
spray,  and  sometimes  by  a  niorphin  Hnctus.  Tracheotomy  has  been 
suggested  as  a  means  of  securing  more  perfect  larj-ngeal  rest;  but  the 
results  of  early  tracheotomy  have  nut  been  good,  and  the  operation 
should  not  be  resortet!  to  for  tins  purpose.  2.  The  local  application 
of  caustics  and  germicides,  l>actic  acid  and  carbolic  acid  are  the 
drugs  chiefly  used.  The  two  drugs  can  he  combined  by  jwinling  on 
a  solution  of  carbolic  and  lactic  acids  in  glycerin.  The  larynx  must 
first  be  rendered  insensitive  by  cocain  (10  per  cent.),  and  the  strength 
of  the  solution  is  gradually  increased  as  the  lar}*nx  is  found  to  tolerate 
It.  At  first  the  solution  should  contain  about  gr.  xx  of  carbolic  acid 
and  ?i]  of  lactic  acid  in  an  ounce  of  neutral  glycerin,  and  the  strength 
of  the  solution  may  hv:  gradually  made  even  four  times  as  strong. 
Injections  into  the  disea-scd  li.ssue  and  curetting  the  lar>nx  before  the 
application  of  the  caustic  have  not  proved  beneficial.     In  a  few  cases 
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tracheotomy  is  necessary  to  relieve  the  urgent  dyspnea  due  either  to 
great  swelling  in  the  Iar>'nx  or  to  stenosis. 

Lupus  of  the  Larynx. — This  is  a  very  chronic  form  of  tuber- 
cular disease  of  the  larynx  which  must  be  distinguished  from  the  com- 
moner and  more  rapid  larjngwd  phthisis.  It  attacks  yonng  people, 
women  more  often  than  men,  and  is  usually  associatcti  with  lupus  of 
the  skin.  The  favorite  scat  of  the  disease  is  the  epiglottis,  and  it 
occurs  in  the  form  of  a  slowly  progressing  nodular  inhltration  uith 
very  tardy  ulceration;  when  cicatriziition  occurs  it  may  cause  laryn- 
geal stenosis.  The  symptoms  are  slight  unless  there  is  dyspnea  from 
stenosis,  being  limite'd  to  slight  eiiugli  and  alteration  of  the  voice, 
Tniitmettt  is  not  very  successful.  The  ordinary  general  trealment 
for  lupus  elsewhere,  and  injection  of  tuberculin  should  be  thoroughly 
carried  nut ;  locally,  lactic  acid  or  other  caustic  must  be  carefully  and 
repeatedly  ajiplicd. 

New  Growths  in  the  Larynx  and  Trachea.— Tumors  in  the 
larynx,  as  elsewhere,  are  divided  Into  the  two  great  groups  of  the 
irtHOfeiit  iind  the  maUgnant.  Very  little  ts  known  of  their  etiologj*. 
Papilloma  is  sometimes  congenital.  Chmnic  congestion  of  the  larj-nx 
and  over-use  of  the  voice  have  been  thought  to  lead  in  some  cases  to 
tumor-formation.  Men  are  attacked  more  often  than  women,  and 
while  benign  growths  arc  met  with  in  children  and  adults  under  fifty 
years  of  age.  malignant  growths  are  generally  obsen'cd  in  those  over 
fifty  years  of  age.  It  lias  been  lliuiiglu  by  some  that  endolarj'ngeal 
o|KTilic>ns  UjuMi  benign  growths  may  causi:  ilu-m  to  "degenerate" 
into  malignant  growths,  but  a  careful  ct>llection  of  statistics  shows 
thai  this  is  not  the  case.  When  a  tumor  originates  within  the  larynx 
or  trachea,  it  is  called  "  intrinsic ; "  but  when  it  invades  cither  of  those 
parts  from  neighboring  structurcs.it  is  called  "extrinsic."  This  dis- 
tiiKlicn  is  ^^^  grtMt  pntetic;il  iinpartance. 

Benign  Tumors.— *  Papilloma. — Multiple  sessile  papillomata  with? 
a  marked  tcmdency  to  recurrence  after  rt-moval  are  met  with  in  chil- 
dren and  adolescents.  Single  papillomata,  .sometimes  pe<lunculatcd 
and  with  less  tendency  to  recur,  are  at  times  .seen  in  adults.  Tlicy 
grow  on  the  true  and  false  vocal  cords,  the  epiglottis,  and  the  an-tcno- 
cpiglotttdean  folds,  and  they  may  spread  down  into  the  subglottic 
laryn.v.  A  papilloma  may  grow  in  the  trachea.  These  growths  may 
be  tjulescenl  for  a  long  jieriod  and  then  suddenly  cause  severe  symp- 
toms— dyspnea  and  aphonia — owing  to  sudden  congestion,  or  to  the 
impaction  of  a  pedunculated  mass  in  the  glottis.  Thdr  growth  is- 
niucli  more  rapid  in  children  than  in  adults. 

Fibroma  occurs  in  adults  only,  as  a  single  smooth  growth  covered 
by  pile-piiik  mucous  membrane,  and  spnnging  from  one  vocal  cord; 
growth  is  slow,  and  there  is  no  tendency  to  recurrence  after  removal. 

Cysts. — Small,  tcn.se,  globular  retention-cysts  are  occasionally 
developed  either  in  connection  with  the  epiglottis  or  the  true  or  false 
cords.  The)-  arc  met  with  in  adults,  grow  slowly,  and  usually  do  not 
refill  when  once  emptied. 

Myxoma,  adenoma,  lipoma,  angioma,  and  chondroma  have  been 
met  with  in  the  l.iryn.'C.  but  are  \er\'  rare.  In  the  trachea  poly[M  and 
cartilaginous  and  osseous  tumors  are  among  pathologic  curiosities. 
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The  symptoms  vary  with  the  size  and  position  of  the  tumor.  Alter- 
ation of  the  voice  is  the  most  frequent  effect;  the  tone  is  altered,  it 
tires  easily,  and  hoarseness  may  pass  into  absolute  aphonia.  In  the 
case  of  pedunculated  growths  sudden  alterations  nf  the  voice  may 
occur.  A  dry,  hacking  cough  is  sometimes  met  with,  but  Is  not  a  very 
frequent  effect.  Dyspnea  is  experienced  when  the  growth  is  large ;  it 
is  often  paroxysmal.  Usually  inspiration  is  more  difficult  than  expira- 
tion, but  in  .subglottic  growth  expiration  is  the  more  obstructed. 
Tumors  of  the  epiglottis  cause  dysphagia.  Pain,  as  a  rule,  is  absent, 
or  at  the  most  there  is  only  an  uneasy  sensation  in  the  throat. 

With  the  lar>'ngoscopc  the  growth  can  be  seen  and  its  position, 
size,  and  other  features  noted.  The  irregular,  cauliflower-like  surface 
of  the  papilloma  without  ulceration  is  very  characteristic  when  seen; 
but  as  this  growth  is  met  with  in  infants  and  young  children  in  whom 
laryngoscopy  is  impossible  or  very  difficult,  the  diagnosis  has  often 
to  be  made  by  symptoms  alone  or  only  after  opening  the  larj-nx. 

Trftttmetit. — In  adults  benign  growths  can  gcneraliy  be  removed  by 
endolaryngeal  operation.  Cysts  are  to  be  punctured.  A  fibroma  or 
a  papilloma  is  to  be  removed  with  a  special  forceps  or  snare.  These 
operations  may  have  to  be  repeated.  An  extensive  growth  or  a  sub- 
glottic growth  is  best  dealt  with  by  thyrotomy.  Growths  in  the 
trachea  can  only  be  dealt  with  through  a  tracheal  incision. 

Malignant  Growths. — Squamous  epithelioma  is  the  most  com- 
mon form  of  malignant  disease  of  the  larynx.  Wiien  originating  in  the 
larj'nx  its  progress  is  slow,  and  it  is  lung  before  it  invaiie.s  the  ciirtilagcs 
or  infects  the  lymphatic  glands.  Epithelioma  of  the  tongue  and  phar}-nx 
which  spreads  to  the  lar>*nx  (extrinsic  epithelioma  of  the  larynx)  is  a 
much  more  malignant  disease.  The  intrinsic  disease  may  arise  in  any 
part  of  the  larynx,  but  most  often  originates  in  the  ventricular  bands 
or  vocal  cords.  In  its  earliest  stage  it  may  be  impossible  to  distinguish 
it  from  a  benign  growth,  either  a  papilloma  or  a  fibroma,  but  the  infil- 
trating character  of  the  disca.se  is  .shown  by  the  immobility  of  the 
cord,  which  is  quite  out  of  proportion  to  the  size  of  the  growth  ;  later 
on  ulceration  occurs.  As  the  ulceration  progresses,  cartilage  may  be 
exposed  and  separated,  and  the  extensive  destruction  of  the  parts  may 
to  some  extent  rcliew  the  dyspnea  caused  by  the  growth. 

Symptoms. — The  earliest  symptom  is  hoarseness,  wliith  passes  on 
into  aphonia.  Hoarseness  out  of  proportion  to  the  obvious  changes  in 
the  lar)'nx  is  in  itself  a  ver>'  suspicious  .symptom,  as  it  points  to  the 
infiltration  of  the  cord  and  its  consequent  loss  of  free  mobility.  With 
the  increase  of  the  growth  dyspnea  occurs  and  may  become  intense. 
With  ulceration  of  the  growth  there  is  liable  to  be  hemorrhage  from 
time  to  time,  and  the  breath  becomes  foul. 

The  pain  of  cancer  of  the  larynx  varies.  It  is  often  an  early  .symp- 
tom, and  radiates  from  the  lar>*nx  to  the  ear.  In  the  late  stage  of  the 
disease  there  is  dysphagia.  esi>ccially  when  the  epiglottis  is  affected. 

The  dia^osis  is  often  beset  with  great  difficulty  in  the  early  stage, 
when  alone  treatment  is  of  much  avail.  The  age  of  the  patient,  esirly 
immobility  of  the  affected  cord,  great  hoarseness,  and  steady  progress 
of  the  disease — unafTeclcd  by  complete  rest  of  the  voice  and  anti.syph- 
ilitic  remedies — arc  the  main  facts  on  which  the  diagnosis  must  rest 
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A  portion  of  the  growth  may  be  removed  and  examined  microscopt- 

cally ;  if  it  shows  the  epithelium  sprendin^  (town  into  the  -subepiUielia^H 
tissue,  the  malignjint  nature  of  the  (liMcase  is  established.  ^f 

In  the  Kite  stage  n{  the  disease  it  can  only  be  mistaken  for  syphilitic 
laryngitis;  tlic  ciunition  nf  the  artTection,  the  history  of  the  patient,  and 
the  influence  of  antisyphilitic  remedies  will  clear  up  the  diagnosiii  if 
the  laryngoscopic  appearances  are  not  quite  characteristic. 

Cancer  of  the  larynx  ends  fatally,  generally  by  setting   up  septic 
bronchopneumonia  from  llie  inlialalion  of  infective  discharges  from  the 
ulcerated  surface.     The  exhaustion  due  to  the  pain,  hemorrhage,  and 
inability  to  take  food  prcdispo-ses  the  patient  to  the  occurrence  of  thi^H 
pneumonia.  ^ 

Epithelioma  of  the  trachea  occurs  only  from  the  disease  in   the 
esophagus  spreading  forward    into  the  windpipe.     Sarcoma  of    thca 
laryn.x  is  met  with,  but  less  often  than  carcinoma.  H 

Treatment. — An  cndolaryngcal  operation  njay  succeed  in  removing 
the  entire  growth  in  very  early  stages  of  the  disease  antl  when  it  is  in 
a  specially  favorable  situation.  As  a  rule,  this  mode  of  attacking  the 
disease  is  to  be  deprecated,  for  the  riifficultj*  of  ensuring  complete 
eradication  of  the  disease  is  great,  and  if  only  partial  rcmov^  is 
effected,  the  operation  may  stimulate  the  disease  into  more  actiw 
growth.  When  the  disease  is  entirely  confined  to  the  larynx,  it  may 
be  removed  by  thyrotomy  or  t>y  jiartial  or  complete  larj'ngectomy. 
When  too  far  advanced  fi*r  either  of  these  operations,  tracheotomy 
may  become  necessary  for  the  relief  of  tlie  urgent  dyspnea.  Relief 
of  pain  must  be  secured  by  the  use  of  cocain,  phenacetin.  or  morphin. 
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Endolaryngcal  aj)eratioi5s  will  not  be  tiescribed  here,  but  only  those 
external  ofMrrations  which  general  surgeons  usually  undertake. 

I^aryngotomy  is  a  very  .simple  operation  by  which  an  opening  is 
made  through  the  cricothyroid  space.  The  patient's  head  should  be 
thrown  back  and  held  straight.  KeeUng  for  the  cricoid  cartilage,  the 
surgeon  makes  an  incision  i  inch  long  exactly  in  the  middle  line  of  the 
neck,  ending  below  over  this  cartilage,  antl  with  one  cut  scv'ers  the  skin, 
platysma.  and  cervical  fascia.  .A  bUmi  hnok  is  introduced  on  each  side, 
antl  the  divided  tissues  and  also  ihe  sternohyoid  miLsclcs  are  drawn 
apart;  the  cricothyroid  membrane  is  thus  exposed,  and  is  divided 
transversely  for  \  inch,  and  the  tube  introduced.  In  the  first  incision 
the  anterior  jugular  vein  may  be  wounded,  if  the  cut  is  not  exactly 
median;  in  the  .second  incision  the  small  cricothyroid  artery  may  be 
cut,  but  this  never  causes  troublesome  bleeding,  In  cases  of  great 
urgency  the  larynx  may  be  entered  with  one  plungi:  of  the  knife  thrust 
in  close  above  the  cricoid  cartilage.  The  ea.se,  rapidity,  and  safety 
with  which  this  operation  can  be  done  single-handed  arc  among  its 
chief  rccommenilatjons.  I  know  a  physician  who  saved  a  life  by  open- 
ing the  larynx  willi  his  penknife  atu!  iticn  liolding  the  aperture  agape 
by  putting  in  the  handle  of  a  tooth-brush  on  the  flat  and  turning  it  on 
its  edge.  If  the  surgeon  has  plenty  of  time,  it  is  lietler  lo  make  a  trans- 
verse cut  through  the  skin,  as  the  resulting  cicatrix  is  less  conspicuous. 
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Laiyngotomy  should  be  performed  only  in  adults  (owing  to  the 
small  sizL*  of  tlic  child's  laiynxj,  in  cases  where  only  a  temporary  open- 
ing is  needed  merely  for  respiration  and  not  for  cndolaryngeal  opera- 
tions, .and  when  the  cause  of  obstruction  is  not  Ukely  to  extend  down 
to  and  beyond  the  fistula. 

This  oprnttion  is  cmpluyml — 

In  <F4leiria  nloitidis  not  due  to  crynpelaii. 

In  c)u»  uf  im|mclion  of  a  forcii^n  body  in  Che  ph&ryru  nr  liie  upper  poTl  of  the  larynx, 
causio|{  (Un)(«rou<i  dyspntft. 

l-'or  LheadiiiLiiiMnitinti  of  an  anuchrtic  when  llie  surgiKin  dcMres  lo  pFCvrat  any  blood 
pa&ynK  inio  Ibc  lungs  in  opemiims  tip»n  ihr  mouih,  jawn,  and  ph&iynx,  and  for  thai  pur- 
pose puis  a  apongc  over  tbc  upper  opcnin)!  or  the  larynx. 

In  all  j»ses  or  sudden  urgent  laiyngvaL  obMruction  wh«n  the  surgeon  has  to  acl  wttlioul 
a«*i«tant«  or  ipcclal  innlmmcnU. 

If  a  tube  is  worn  for  any  length  of  time  after  larj^ngotomy,  it  is  very 
liable  to  cause  necrosis  of  one  or  both  of  the  cartilages  between  which 
it  lies,     Vcrj-  fjccasinnally  lar>-ngotomy  is  followed  by  loss  of  voice. 

Tracheotomy  is  a  much  more  difficult  and  dangerous  operation 
than  laryngotnmy,  and  in  cases  of  young  fat  children  or  those  with 
greatly  swelled  necks,  and  in  the  absence  of  skilled  assistants  it  may 
be  a  very  difHcult  procedure,  since  tlie  operator  all  the  time  is  ham- 
pered by  the  need  for  haste. 

The  patient,  lying  on  his  back,  has  the  head  either  thrown  back  over 
, ihe  end  of  the  tal>!c  or,  better,  raised  on  a  small,  firm   pillow  or  sand- 
bag, .so  as  to  extend  the  cer\'ical  spine  to  the  full.     The  chitif  assistant 
stands  at  the  head,  and  his  lirst  duty  Is  to  keep  the  head  exactly  in  the 
middle  line. 

The  sui^con,  at  the  patient's  right  side,  feels  for  the  cricoid  carti- 
lage, and  makes  an  incision  i  ^  to  2  inches  long  e.>eactly  in  the  middle 
line  and  downward  from  this 
cartilage.  With  one  firm  cut  the 
skin,  platysma,  and  fascia  are 
cleanly  divided  and  the  interval 
between  the  sternohyoid  and 
sternothyroid  muscles  opened. 
These  musclesmay,  if  neccssarj', 
be  separated  by  the  handle  of 
the  scalpel.  The  assistant  holds 
them  apart  with  a  double  hook 
on  each  side.  The  upper  part 
of  the  windpipe,  with  the  isthmus 
of  the  thyroid  gland  crossing  its 
second  and  third  rings,  is  thus 
exposed.  With  a  second  firm 
incision  the  surgeon  cuts  across 
the  isthmus  in  the  middle  line 
quite  down  to  the  trachea,  and 
at  once  seizes  each  half  in  a 
heavy  Spencer- Wells  arterj'-for- 

ceps,  which,  by  dropping  over  the  neck,  raise  the  trachea  into  the  wound. 
The  hemorrhage  from  this  incision  is  slight,  and  is  at  once  arrested  by 
the  forceps.     The  trachea  i.s  then  clearly  seen  and  felt     A  small,  sharp 
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Fic.  8a.~Tracheoiomy.  The  trachea  is  en- 
posed  br  ilic  division  of  Ihe  isthn>u»  wf  ibe  Ihjrtotd 
ixMly  C  73).  eiich  t.ide  uf  wblcli  is  held  by  a  forceps 
(.F).  O.  ihc^  cricoid  CArlitnge.  is  fined  and  drawn 
upward  Ity  a  linok  [ft). 
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hook  is  thrust  into  the  lower  edge  of  the  cricoid  cartilage  exactly  in 
the  middle  line,  and  while  the  sur^cun  holds  this  up  in  his  left  hand  he 
cuts  up  tlirougli  three  rings  of  ihe  trachea  exactly  in  the  middle  line. 
A  closed  tracheal  dilator  is  introduced  into  this  incision  and  then  care- 
fully ojicned.  Coughing  is  usually  excited  by  this  procedure,  and 
mucus,  false  membrane,  blood,  or  a  foreign  body  may  be  expelled.  If 
the  breathing  has  been  greatly  impeded,  after  a  few  deep  full  inspira- 
tions there  is  often  a  long  pause  followed  by  quiet  easy  breathing. 
Venous  oozing  slops  as  soon  as  the  cyanosis  is  relieved ;  any  artery 
that  spurts  should  be  pinched  in  a  forceps  as  soon  ;is  divided.  The 
tracheotomy  tul>e  should'never  be  introduced  in  a  hurry ;  the  surgeon 
should  wait  until  the  dyspnea  has  been  entirely  relieved,  until  ail  hem- 
orrhage has  ceased,  until  the  escape  or  removal  of  any  blood,  mucus, 
or  diphtheritic  false  membrane,  or  the  ejection  of  any  foreign  body, 
and  then  the  tube  should  be  carefully  selected  and  gently  Introduced 
between  the  blades  of  the  dilator  and  the  latter  instrument  withdrawn. 
There  is  often  neetl  for  liaste  in  opening  the  trachea ;  there  is  ncvxr 
neeil  for  haste  in  inserting  the  tube,  and  much  harm  may  result  from 
undue  hurry  at  this  stage.  The  tube  is  held  in  place  by  tapes  tied 
round  the  neck — not  too  tightly.  Before  he  leaves  the  case  the  surgeon 
should  satisfy  himself  that  air  is  passing  quite  freely  through  the  tube. 

This  is.  I  believe,  the  simplest  and  tlie  safest  way  of  performing 
tracheotomy,  and  if  the  operator  will  adhere  to  this  metliod  strictly,  he 
will  not  meet  with  serious  difficulties.  In  cases  of  calcification  or  ossi- 
fication of  the  trachea  it  may  be  necessary  to  use  very  strong  scissors, 
or  even  bone-forceps,  to  open  the  trachea,  instead  of  a  knife.  Where, 
for  special  reasons,  it  is  necessary  to  open  the  trachea  low  down  (low 
tracheotomy),  difficulty  may  be  caused  both  by  the  depth  of  the  wind- 
pipe and  the  large  size  and  number  of  the  inferior  thyroid  veins  running 
over  it.  The  deep  fa.scia  enclosing  these  veins  may  be  lom  through 
with  a  director  instead  of  cut  with  a  knife.  Large  bleedhig  veins  must 
be  seized  in  forceps  and  tied;  smaller  ones  close  spontaneously  as  soon 
as  respiration  become.";  free.  This  "low"  operation  is  not  only  more 
difficult  but  more  dangerous  than  the  typical  operation. 

A  long  tist  of  accidents  that  may  happen,  and  rules  for  their  avoid- 
ance, may  be  drawn  up.  I  would  limit  myself  to  the  following  few 
rules : 

1.  The  head  must  be  fixed  in  the  median  position. 

2.  Let  the  incision  be  long  enough  and  exactly  in  the  middle  line. 

3.  Cut  through  the  thyroid  isthmus  exactly  in  the  middle  line,  and 
do  not  separate  it  from  the  trachea. 

4.  See  and  feel  the  rings  of  the  trachea  before  attempting  to 
open  it. 

5.  Fix  the  trachea  by  a  sharp  hook  at  the  highest  part  exposed, 
and  cut  it  from  below  up,  taking  care  not  to  thrust  in  the  knife  too 
deep. 

6.  Never  be  in  a  hurry  to  introduce  the  tube. 

7.  Make  sure  ttiat  the  tube  is  in  the  trachea  and  below  the 
obstruction. 

Of  the  many  tracheotomy  tubes,  the  ox\f:  introduced  by  R.  W. 
Parker  is  the  best     Durham's  lobster-tail  tube  with  movable  collar  13 
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also  very  good.  Whenever  a  lube  has  to  be  worn  for  a  long  time, 
Baker's  rubber  tube  should  be  substituted  for  a  mcta!  one ;  it  is  more 
comfortable  and  not  liabk-  to  cause  ulceration  by  pressure.  Great 
care  must  be  taken  not  to  use  any  faulty  tube  or  a  partly  worn-out 
one,  as  serious  accidents  have  happened  from  the  tracheal  part  becom- 
ing detached  from  the  shield  and  falling  into  the  air-passages.  When 
it  is  desired  to  plug  the  trachea  around  the  tube  to  prevent  fluid,  bhitid, 
serum,  or  pus  passing  from  the  pharj'nx  or  larynx  into  the  bronchi, 
Hahn's  long  tube  with  a  cuilar  of  compressed  sponge,  or  Trendelen- 
burg's tube  with  an  inflatable  rubber  collar,  or  an  ordinary  silver  tube 
with  a  tampon  of  iodoform  gauze  around  it,  is  used. 

The  after-treatment  demands  great  care  and  attention.  The 
patient  should  be  kept  in  a  warm  room,  with  a  light  "  respirator  "  of 
2  or  3  layers  of  sterilized  gauze  over  the  tube.  It  is  neither  neccssarj' 
nor  desirable  to  keep  him  in  a  vcrj-  hot  damp  atmosphere,  as  this  has 
a  depressing  influence.  The  tube  must  be  kept  free  from  mucus ;  as 
it  is  coughed  up,  it  should  be  caught  by  tlie  nurse  and  prevented  from 
passing  back  with  the  next  inspiration.  Mucus  and  false  membrane 
may  lodge  in  the  tube  and  there  become  inspissated,  and  even  form  a 
complete  jilug  which,  if  not  removed,  will  cfiectually  suffocate  the 
patient.  To  prevent  this  the  inner  tube  should  be  removed  e\'eiy  few 
hours  and  thoroughly  cleansed  in  solution  of  soda,  and  gently  replaced. 
Whenever  any  difficulty  of  breathing  occurs,  the  inner  lube  should  be 
removed.  It  is  an  old  plan  to  pass  feathers  into  tlie  tube  in  the  hope 
of  removing  mucus,  etc.,  but  this  is  a  futile  procedure.  The  outer  tube 
should  be  removed  only  by  the  surgeon,  as  it  may  have  to  be  instantly 
replaced  owing  to  sudden  dyspnea,  and  its  introduction  may  be  dif- 
ficult When  there  is  a  troublesome,  dry  cough,  with  veiy-  Hltlc 
expectoration,  a  spray  of  sodium  bicarbonate,  gr.  xx-.?j.  given  through 
the  tube  affords  great  relief  The  patient  must  be  fed  with  a  spoon, 
and  not  allowed  to  drink  out  of  a  cup.  Tracheotomy  is  followed  by 
msensibility  of  the  larynx,  so  that  food  often  passes  through  the  glottis. 
I  have  known  a  patient  asphyxiated  by  a  draught  of  milk  which  all 
pa.sscd  into  the  bronchial  tubes.  Sopped  bread  and  sponge  cake  can 
often  be  more  safely  swallowed  than  fluid.  Care  must  be  taken  to  give 
children  sufficient  food  ;  the  pain  in  swallowing  due  to  the  wound  and 
the  presence  of  a  tube  in  it  sometimes  makes  them  refuse  food,  and 
rectal  feeding  may  be  necessar>'. 

The  removal  of  the  tube  should  be  elTccted  as  soon  as  possible;  if 
delayed  for  any  rea.son,  it  Is  apt  to  be  attended  with  difficult)'  and 
danger.  The  difficulty  may  arise  from  one  of  several  causes.  In 
some  cases  it  is  "  ner\'0us,"  and  the  removal  of  the  tube  is  followed 
by  laryngeal  spasm.  This  is  to  be  overcome  by  patience,  by  gentle 
and  assuring  words,  and  by  gradually  accustoming  the  lar>'nx  to  its 
work.  A  tube  with  a  large  fcncstrum  in  its  convexity  should  be  intro- 
duced; this  allows  some  air  to  pass  through  the  larynx.  Gradually 
the  larjTigeal  resfjiration  can  be  made  more  and  more  by  plugging  the 
outer  opening  of  the  tube  with  the  finger  or  a  cork  for  increasing 
periods  at  a  time,  until  at  length  the  tube  can  be  withdrawn.  The 
diflliculty  may  be  due  to  a  growth  of  granulations  in  the  trachea 
around  the  tube,  which  become  congested  and  swollen  when  relieved 
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from  the  presence  of  the  tube,  and  thus  obstruct  the  trachea.  Or  it 
may  arise  from  healing  of  Iar>'ngeal  ukers,  causing  stenosis.  Tracheal 
granulations  should  be  painted  with  nitrati;  of  silver.  Laryngeal  ste- 
nosis may  be  ovcrcomL-  by  bougies  passed  from  below  up,  or  by  thy- 
rotomy  and  excision  of  webs  and  bands. 

Tracheotomy  is  performed  as  a  preliminary  to  thyrotomy  and 
laryngectomy,  in  cases  of  grave  lar>'ngcal  obstruction  from  any  cause, 
in  some  cases  of  tracheal  stenosis  a:id  of  pressure  upon  the  trachea 
by  tumors,  for  the  removal  of  tumors  and  foreign  bodies  from  the 
trachea,  and  for  the  removal  of  foreign  bodies  from  the  larynx  or 
bronchi. 

Thyrototny. — After  a  [ircliminary  tracheotomy  and  the  in 
duction  of  a  Hahn's  tube,  the  th>Toid  cartilage  is  exposed  by  a 
tical  median  incision  from  the  hyoid  bone  to  the  cricoid.  The  thyroid 
cartilage  is  then  cut  through  along  the  middle  line,  but  if  possible  the 
upper  border  of  the  cartilage  is  left  intact.  The  two  halves  are  then 
held  astmder,  and  the  interior  of  the  lar)'n.\  can  be  explored,  a  foreign 
body  removed,  or  a  gro\rth  excised.  In  the  case  of  papillomata  care 
must  be  taken  to  remove  them  very  completely — sci.isor.s  cur\*cd  on 
the  flat  are  the  best  instrument  for  this — and  then  the  base  should  be 
touched  with  chromic  acid.  Malignant  growths  in  their  early  stage, 
before  any  infection  of  the  cartilage,  may  also  be  freely  removed  and 
the  cartilage  left  behind;  webs  and  cicatricial  hands  can  be  excised. 
After  arresting  bleeding  the  two  halves  of  the  thyroid  arc  united  by 
two  or  three  sutures  and  the  external  wound  closed.  If  the  two 
halves  of  the  thyroid  arc  not  adjusted  with  perfect  precision,  so  that 
the  cords  arc  not  exactly  on  the  same  level,  permanent  hoarseness 
results,  and  it  is  for  this  reason  that,  whenever  possible,  the  upper  part 
of  the  cartilage  should  not  be  cut  thrimgh. 

I^atyngectomy,  or  excision  of  the  larynx,  is  a  grave  operation 

that  is  iKrrfornied  in  a  few  cases  of  cancer  r)f  the  larynx.  It  is  to  be 
employed  only  in  cases  of  "  intrinsic  "  disca-se  which  are  limited  to  the 
larynx  and  have  not  infected  lymphatic  glands  or  otlicr  parts,  and 
which  cannot  be  dealt  with  satisfactorily  by  the  less  severe  operation 
of  thyrotomy.  It  should  be  performed  only  in  patients  who  are  other- 
wise in  goixl  health  and  with  sound  viscera.  If  the  disease  is  limited 
to  one  side  of  the  lar>-nx,  only  half  the  hirynx  should  be  removed 
(jwrtial  lar>'ngectomy),  for  this  Is  a  le.s.s  grave  jirocecding  than  total 
laryngectomy  (I'ig.  83). 

The  patient  is  prepared  for  operation  by  a  preliminary  tracheotomy 
a  few  days  before.  The  trachea  is  plugged  by  a  Hahn's  tube.  Tht 
larynx  is  exposed  by  a  vertical  median  incision  and  a  transverse  inci- 
sion at  each  enti,  and  two  quadrilateral  flaps  arc  reflected.  The  larj*nx 
in  oi>enetl.  carefully  explored,  and  then  the  half  or  the  whole  of  the 
cartilaginous  box  Is  removed,  as  may  be  found  nece-SKirj'.  The  wound 
is  stuflcd  with  iodoform  gauze :  after  suturing  the  skin,  the  patient  is 
fed  through  a  tube,  and  when  heaUng  is  complete  an  arti5cia!  larynx 
is  inserted. 

Ititnbation  of  the  I^aryttjc, — This  method  of  relie\'ing  stenosis 
of  the  larynx,  which  lias  pnived  of  the  greatest  value  in  the  stenosis 
of  diphtheritic  origin,  had,  in  the  days  which  immediately  preceded  the 
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adoption  of  the  antitoxin  treatment,  established  itself  as  the  successful 
rival  of  the  operation  of  tracheotomy.  Over  that  operation  it  presented 
the  following  advantages:  I.  It  is  more  rajjidl)'  performed;  2.  It 
involves  no  external  wound  with  accompanying  danger  of  infection,  and 
the  after-care  is  simpler;  3.  The  consent  of  the  parents  and  friends  to 
operation  is  more  easily  obtained ;  4.  The  intubation  tube  docs  not 
have  to  be  retained  in  position  as  long  as  the  tracheotomy  tube.  Its 
disadvantages  are  :   1.  The  difficulty  of  adnilnisterinfj  nourishment  while 
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the  tube  is  worn ;  2.  The  fact  that,  if  the  tube  is  coughed  up,  the  nurse 
cannot  replace  it,  and  the  surgeon  must  therefore  be  summoned. 

Since  the  atlvent  of  the  antitoxin  treatment  it  has  been  found  that  a 
much  smaller  number  of  cases  of  diphtheritic  stenosis  come  to  opera- 
tion, and  that  the  early  ca.sting  off  of  the  diphtheritic  membrane  under 
the  influence  of  the  antitoxin  renders  the  retention  of  any  tube  neces- 
sary for  a  much  shorter  period  Under  these  circumstances  the  sim- 
pler procedure  of  intubation  is,  of  course,  to  be  preferred  to  trache- 
otomy, and  has  largely  superseded  it.  even  tn  hospitals,  where,  before 
the  antitoxin  treatment  was  adopted,  tracheotomy  was  the  routine 
procedure. 

In  severe  cases,  especially  in  adults,  where  the  membrane  has 
extended  far  down  into  the  trachea  or  even  the  bronchi,  with  coinci- 
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dent  septic  iiirection,  tracheotomy  may  even  now  be  required,  but  in 
majority  of  cases  intubation  is  the  operation  of  choice. 

The  Instruments. — Tfao  insirumrm^.  which  hnvc  been  hut  ^lighIIy  niodifi«<d 
those  (irst  tlcviswi  by  O"  Llwycr  of  New  Yi^irk,  why  lirrt  m»<lc  lh«  proculute  practicable, 
sUi  nT  (t)  ihc  iu!>cs ;  (2)  the  obturator -,  13|  the  iniroduccr ;  (4)  the  cxtrxciDr  ;  sod 
the  gag. 

The  Euh«s  are  of  brass,  gold-pUled,  and  are  of  ibc  sbapcs  &hown  in  the  ill 
(F«.  84). 
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Fig.  &4. — Intubation:  shawiaK  the  scale,  the  f(ag,  Die  tnirodncer,  the  extractor.  •  fubf. IJtr 

obluramr,  and  the  iaimxlucFr  whh  a  tubtf  aiiacbed. 

The  (^  pa  Dried  head   rests  upon  the  ventricular  hsnd.i,  and  ihr  pmniinctit  postcriovi 
rests  between  the  arytenoid  cartilage*.     The  slight  anteTi>pu<>ienur  cur^e  of  the  Itihr 
ihc  h«ad  tmckward,  so  as  lo  avtrid  pressurf  upon  the  epif;l(>lli«.     The  fuwform  culai 
of  the  renter  fc^rvea  10  retnin  the  tuhi-  in  (he  larynx, 

Five  siEC&  of  lubes  are  usually  supplied  with  \\\<i  set:  the  snuillral  Inr  children  of  on«  _ 
and  under,  ihc  next  fnr  those  between  nnc  nnd  two  year*,  the  next  between  lw<i  and  frwr, 
the  next  froin  fuui  lo  tcven,  atid  the  lat):e>l  from  eight  lo  twelve  years.  A  metal  scale  »»- 
plied  with  the  set  eiuihlr*  the  choice  (fcf  the  tuhc  to  be  nruide  at  once. 

The  ublurat'jr  i»  a  «(ecl  plug,  so  arrangeil  as  lo  til  the  tube  nt  the  upper  and  lower  ntdt. 
and  having  a  jiiim  in  the  inicldte  to  rncilitatc  the  removal  when  the  tune  is  in  place  Tl» 
upper  end  hii>  a  !>mull  hole  upon  which  a  thread  i>  rut.  sii  thai  the  introducer  can  he  iccond 
lightly  lo  it,  and  ihe  rounded  lower  end  proJMJUi  slightly  beyutKl  the  end  of  the  lube,  10  a> 
to  form  a  ptobe-potnied  emretiuty. 

The  iniTodtKer  coniista  of  a  shank,  bent  al  the  end  In  a  right  angle  and  mounter]  on  s 
handle.  On  the  end  a  thread  i*  cut.  f<o  that  il  can  be  ncrcwcd  lo  the  obluratof.  and  ovpr  the 
shank  fits  a  iliding  tube,  filled  with  a  button  which  when  prr-wcd  forward  canso  two  Icdlt 
al  the  anterior  end  of  the  sliding  tub«  to  project  downward  and  throw  the  lube  off  ilic 
obturator. 

The  extractor  is  a  curved  imtrumenl  with  two  blades  at  the  distant  end.  which  are  taiitwl 
to  separate  by  urcssure  on  a  spring.  The  extrciniiy  n  iulraduted  mio  the  up|ier  end  of  the 
tube  with  the  oladcs  closed,  aitd  then  by  pressore  on  the  spring  the  blades  are  made  to 
separate  and  engage  the  tobe,  which  may  now  be  Tcmwred. 
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Intubation  tubes  have  been  provided  with  a  small  wire  loop  at  the 
top,  so  that  extraction  may  be  performed  by  introducing  beneath  the 
loop  a  blunt  hook  which  is  attached  to  the  forefinger  of  the  oijcrator. 
The  instruments  described,  however,  are  those  most  generally  in  use. 

The  Operation  of  Intubation — The  operation  is  performed  as 
follows : 

A  lube  is  selected  in  accordance  with  the  age  of  the  patient,  the 
selection  being  also  guided  by  the  si/x,  which  often  docs  not  exactly 
correspond  to  the  age.  and  the  fact  that  the  male  larynx  is  somewhat 
larger  than  the  female. 

The  lube  shotdd  he  threaded  with  a  loop  of  strong  silk  thread  about 
18  inches  long,  the  obturator  screwed  to  the  introducer,  and  the  tube 
fitted  to  the  obturator. 

The  nurse  sits  upright  in  a  straight- backed  chair,  and  hold.^  the 
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1        >'ir..  85.--  Intubation  :  corrrrl  pnsition  nf  opcrmlnr,  r>iiW,  tnstrumrn».  nnd  a«ti5lnnts;  the  Itft 
hand  of  oac  usislani  holds  tht?  child's  Itofl  und  ihc  gac  In  thi-  mric  ifrasp  (Northrnp). 

I      child  well  wrapped  up  in  a  blanket  to  confine  its  arms  and  legs  upright, 
with  its  back  against  her  left  chest  and  the  head  on  her  left  shoulder 

I  An  assistant  stands  behind  the  nurse  and  holds  the  head  upright 
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and  facing  exactly  forward.     The  operator,  sitting  directly  in   front  of 
the  patient,  introduces  tlie  gag.  i)Iacing  it  well  back  between  the  tccthjj 
at  the  left  corner  of  the  tnoutli,  where  it  i.s  kepi  in  place  by  the  assistatffl 
who  holds  the  child's  head.     The  operator  then  takes  the  introducer  in 
his  right  hand  and  loops  the  ends  of  the  thread  over  his  little  finger. 
He  rapidly  passes  the  index  finger  over  the  back  of  the   tongue,  feels 
and  lifts  up  the  epiglottis,  and  defines  the  apurliire  of  the  larynx.    The 
handle  of  the  iTitroducer  being  held  close  to  the  patient's  chest,  the  lube 
is  passed  into  the  mouth  and  along  the  index  finger.     As  it  appniachcs 
the  epiglotti,s  the  liandle  of  the  intniducer  is  rapidly  elevated,  .su  as  to 
bring  the  tube  into  a  vertical  position,  and  the  end  of  the  tube  slid  along 
the  end  of  the  linger  into  the  glottis  by  depressing  the  instrument, 
which  is  held  rigidly  in  such  a  position  that  the  tube  is  in  the  vertical 
position  and  the  median  line.     When  the  head  of  the  tube  impinges  onj 
the  venlricitlar  banils.  it  is  arrtsted,  hiiiI  while  the  inde.x  finger   holds  iM^ 
in  position  llie  tube  is  set  free  by  prcs.sing  forward  the  spring  on  the 
obturator,  and  the  latter  withdrawn  with  the  introducer.     As  soon  as 
this  is  accomplished  the  left  index  finger  i.s  at  once  uithdravvn.  ^| 

A  sharp  metallic  cough,  witli  free  expectoration  ami  relief  of  cyan^" 
osis  and  stridor,  at  once  signalizes  the  entry  of  the  tube.     As  soon  as 
this  is  assured  the  gag  is  removed,  and  after  waiting  a  few  moments 
the  loop  of  thread   is  cut.  and  while  the  tube  is  held  tn  place  by  the 
left  index  finger  presscil  ag^iinsl  its  rim,  the  thread  is  withdrawn. 

Some  operators  prefer  to  intubate  with  the  child  lying  on  the  back, 
on  a  table,  the  operator  standing  at  the  right  side.     This  method 
on  tlie  whole,  a  little  more  difficult,  except  for  those  of  large  cxpchcnc 
in  the  oixrration, 

Extraction  of  the  Tube. — The  patient  is  placed  in  the  same  posit 
lion  as  for  introdui^tion,  the  gag  inserted,  anti  the  Icfl  index  finger' 
passed  over  the  epiglottis  till  the  rim  of  the  tube  is  felt.  The  extractor 
is  quickly  introduced  along  the  finger  until  the  point  sinks  into  ibt 
opening  of  the  tube,  and  then  by  pressing  the  spring  in  the  handle  the 
blades  are  seiwrated  so  as  to  engage  the  opening  firmly.  The  lube  is 
then  quickly  lifted  up  with  the  extractor  and  removed.  If  it  slips  off 
the  extractor  during  removal,  the  left  forefinger  catches  it  beneath  the 
head  and  draws  it  out. 

It  is  possible  to  withdraw  a  tube  without  the  use  of  an  extractor, 
by  catching  the  head  between  the  tips  of  the  fore  and  middle  fingers 
and  pulling  it  out.  This  procedure  is  valuable  in  cases  where  great 
haste  is  essential.  ^m 

Owing  to  the  weakness  of  the  patients  and  the  necessitj*  a0| 
obstructing  respiration  for  the  shortest  possible  time,  intubation  must 
necessarily  be  performed  as  rapidly  a."?  possible  ;  and  in  order  to  avoid 
injur>'  to  the  delicate  and  important  structures,  no  forcible  efforts  arc 
justifiable.  Swelling  and  infiltration  of  the  parts  often  render  their 
recognition  by  touch  difficult  and  greatly  complicate  the  operation. 
Owing  to  these  considerations,  a  certain  amount  of  skill  should  be 
attained  by  practice  on  the  cadaver  before  the  operation  is  attempted 
on  the  living  subject. 

If  the  first  attempt  is  not  successful,  it  should  not  be  prolonged; 
but  the  finger  and  the  instrument  should  be  withdrawn,  in  order 
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give  the  child  a  chance  to  breathe.     Several 
dangerous  than  a  single  prolonged  effort,  with 
of  the  opening  of  the  larynx, 

If  the  tube  has  entered  the  esophagus  instead  of  the  larynx,  as 
not  infrequently  happens,  there  will  be  no  characteristic  cough  or 
relief  of  dyspnea,  and  the  string  will  gradually  shorten  as  the  tube 
sinks  downward.     In   that  case  the  string  serves  for  its  removal. 

In  (Certain  cases  false  niembnine  may  be  pushed  downward  by  the 
tube  and  block  its  orifice,  causing  asphyxia.  In  this  event,  if  the  tube 
is  not  immediately  coughed  up,  it  must  be  at  once  extracted,  when  the 
membrane  will  usually  be  expelled  by  coughing,  If  relief  docs  not 
follow,  immediate  tracheotomy  is  indicated. 

It  is  iheirfore  Imperative  to  liave  the  instruments  for  tracheotomy 
at  hand  whenever  an  intubation  is  performed  for  diphtheria,  as  there 
may  be  immediate  and  urgent  necessity  fur  them. 

Kxtraclion  of  the  tube  is  often  difficult,  owing  to  the  small  size  of 
the  orifice  into  which  the  extractor  must  be  introduced.  The  danger 
from  putting  the  [>oint  of  the  extractor  beside  instead  of  into  the  tube, 
and  injuring  the  larj'nx  by  separating  the  points  too  widely,  may  be 
obviated  by  setting  the  regulating  screw  so  as  to  prevent  it. 

After-trefttment. — If  the  tube  is  coughed  up  sonn  after  intubation, 
and  dyspnea  returns,  it  is  an  indicatitin  that  too  small  a  tube  has  been 
u.sed.  and  the  next  size  larger  must  be  introduced. 

When  a  tube  is  coughed  up  after  the  second  or  third  day,  if  dyspnea 
docs  not  return,  it  need  not  be  re -introduced.  Before  the  days  of  anti- 
toxin the  tube  could  generally  be  removed  in  cases  which  progressed 
favorably  by  the  sixth  day.  With  the  antitoxin  treatment  the  time 
during  which  the  tube  needs  tu  be  retained  has  become  much  shorter. 

'Hie  chief  difficulty  in  the  after-care  of  patients  after  intubation  has 
been  the  difficulty  of  feeding.  Adequate  nourishment  is  naturally  of 
the  greatest  importance,  but  has  been  difficult  to  secure  on  account  of 
the  milk  and  fluid  nourishment  getting  into  the  tube,  and  so  into  the 
trachea. 

Children  can  be  made  to  take  milk  very  well  by  suclting  from  a 
bottle  or  tube  while  lying  on  the  back  witli  the  head  hanging  over  the 
edge  of  the  bed  or  the  nurse's  lap  at  an  angle  of  90  degrees,  which 
prevents  the  milk  gravitating  into  the  trachea. 

The  most  satisfactory  method  of  feeding,  however,  and  one  which 
has  been  adopted  as  the  routine  at  the  Contagious  Department  of  the 
Boston  City  Hospital,  where  enormous  numbers  of  such  cases  arc 
treated,  is  the  introduction  of  the  milk,  warmed  (and  peptonized  if 
neccssarj').  through  a  soft-rubber  catheter  passed  through  the  nostril 
and  down  into  the  stomach.  There  is  no  vomiting  or  danger  of 
entrance  of  food  into  the  trachea,  large  amounts  of  nourishment  and 
stimulant  may  be  easily  and  quickly  introduced,  and  the  children  even 
become  accustomed  to  the  method  and  submit  to  it  willingly.  The 
milk  is  poured  from  a  pitcher  into  a  funnel  which  is  attached  to  the 
catheter  by  a  rubber  tube. 

By  the  antitoxin  treatment  the  mortality  of  intubation  in  diphtheria 
has  been  greatly  reduced,  and  the  proportion  of  cases  in  which  it  is 
neccssar>'  to  operate  made  much  smaller. 
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TUMORS  OF  THE  NECK. 

Many  of   tlic  tumurs   of   the   neck   are   (Jescribctl   elsewhere :   for 
Glandular  Tumors  see  p.  99;  for  Congenital  Tumors  see  p.  99  rt  seq.. 
sec  also  Vol.  I.,  p.  471  ;  for  Aneurysms  sec  Vol.  I,,  p.  905  ;  for   Bro« 
choccle  sec  p.  [51. 

I^lpoma. — Three  forms  of  fatty  tumor  may  be  met  with  in  the 
neck :  the  comnmii  acquired  circumscribed  lipoma,  tlic  congenital 
lipoma,  and  the  dirfiisc   iiponui. 

Acquired  circumscribed  lipoma  may  occur  anywhere  in  the  subcu- 
taneous tissue  of  the  neck,  but  its  fevorite  seats  are  over  the  clavicle 
between  the  deltoid  and  pectoral  muscles,  and  over  the  acromial  part 
of  the  trapezius.  The  tumor  is  soft,  lobulatcd,  movable  in  the  cellular 
tissue,  ovoid  or  globular  in  shape,  and  it  often  projects  more  from  tht 
surface  than  otiu-r  similar  tumors  because  of  (he  action  of  the  plat^'sma 
beneath  it.  If  the  tumor  is  causing  any  inconvenience  or  is  known  to 
be  growing,  it  should  be  excised.  ^_ 

Congenital  lipoma  is  a  rare  form  of  tumor.  It  lies  beneath  the  c^^| 
vical  fascia,  and  is  usually  attached  to  bone,  muscle,  or  ncr\*c.  In  a  case 
of  this  kind  under  m>'  care  the  tumor  mvoKcd  tlie  clavicular  end  of  the 
stcrnomastoid  muscle  and  its  altaclimenl  to  llic  bone.  These  tumors  arc 
soft,  lobular,  paitdcss, stationary,  or  only  slowly  growing.  The  only  tnal- 
nunt  is  excision.  Owing  to  the  tiepth  and  connections  of  the  tumor, 
this  is  a  more  difficult  operation  than  in  the  case  of  a  suiieHicial  lipoma. 

DlffuAC  Lipoma.- — The  neck  is  the  favorite  scat  of  hypertrophy  r£ 
the  subcutaneous  fat.  In  its  simplest  form  it  causes  the  well-known 
and  common  "double-chin."  In  its  extreme  form  it  causes  a  very  great 
and  unsightly  swelling  all  rnunil  the  neck,  immediately  below  the  skull, 
and  the  Iiead  appears  to  lie  In  a  kind  of  ruff  of  soft  fat  (Fig.  86).  The 
disease  is  almost  limited  to  (he  male  sex.  and  attack.s  only  the  obesc- 
Alcoholic  excess  seems  to  play  some  part  in  its  etiology.  It  comes  on 
in  middle  life,  beginning  below  the  chin  and  under  the  occiput,  gradu- 
ally increasing  and  spreading  round  the  reck.  The  skin  over  thi'? 
hypertrophicd  fat  is  reddened.  The  overgrowth  of  fat  occurs  chiefly 
beneath  the  platysma;  it  replaces  the  deep  fascia,  and  often  extent^ 
deeply  in  around  the  main  blood-vessels  anil  even  quite  back  to  the 
spine.  There  is  no  formation  of  independent  masses  of  fat.  The  con- 
dition may  be  arrested  and  even  improved  by  careful  diet,  combined 
with  rigid  abstinence  from  alcohol  and  thyroid  feeding.  If  this  treat- 
ment fails  and  the  patient  is  very  anxious  to  be  rid  of  the  disfigurement, 
the  hypertrophicd  fat  may  be  excised,  provided  the  growth  is  not  too 
extensive.  The  skin  is  reflected  by  suitable  incisions  and  the  mass  of 
fat  is  separated  on  its  deep  surface,  great  care  being  taken  not  to  wound 
large  vessels,  important  nerves,  muscles,  or  salivary  glands.  Deep 
proccssc.?  of  the  growth  should  be  cut  across  and  left  behind. 

Sebaceoas  cysts  may  be  met  with  in  the  skin  of  any  part  of  tf 
neck;  they  are  most  common  in  the  miildle  line  and  over  the  sites 
the  branchial  clefts.     They  in  no  way  diiffer  from  similar  cysts  in  other] 
situations.     (See  Vol.  I.,  p.  487.) 

Dermoid  cystSt  and  simple  and  multilocular  serous  cysts  of  til 
neck  (hygroma)  are  described  in  Vol.  1.,  p.  489. 
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Malignant  Cystic  Tumors.— In  addition  to  the  softened  and 
fluctuating  cancerous  glands  described  on  p.  126  there  are  certain  otlier 
much  rarer  forms  of  malig^nant  cystic  tumors  of  the  neck,  the  exact 
nature  of  whicli  has  not  yet  been  definitely  determined. 

In  some  of  these  cases  the  cyst  contains  a  large  quantity  of  clear, 
straw-colored,  richly  albuminous  tluitl,  wliich  on  standing  deposits  a 
flocculent  precipitate  of  epitliehal  cells.  The  wall  of  the  cyst  is  in  part 
smooth,  and  from  other  parts  masses  of  squamous  epitheliomatous 


FIC.  »6,— Diflfuse  lipoma. 

growth  are  sprouting.  Such  a  tumor  may  be  met  witli  as  a  primary 
growth  or  as  secondary-  to  an  epithelioma  of  the  lip  or  tongue. 

In  other  cases  the  fluid  contents  have  been  mucoid  in  character. 
distinctly  ropy,  and  the  wall  of  the  cyst  has  been  found  to  consist  of 
spheroidal  carcinoma.  In  these  cases  the  inner  surface  of  the  cyst  is 
cither  smooth  or  marked  with  bars  and  ridges  like  the  columnx  carnesc 
of  the  heart.     These  tumors  arc  always  primary. 

Both  the  primary  forms  of  these  tumors  grow  rapidly  and  destroy 
the  patient  within  eighteen  months  or  two  years.  They  arc  usually 
mistaken  for  abscesses  until  they  have  been  opened  or  tapped;  at  the 
autopsy  no  secondary  growths  have  been  found. 

It  has  been  suggested  that  some  of  these  cysts  are  produced  by  an 
accumulation  of  lymph  in  an  obstructed  (cf^theliomatous)  gland.    The 
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primary  tumors  are  probably  malignant  affections  of  aberrant    th) 
or  of  embryonic  rudiments  connected  with  the  branchial   clefts  or  II 
thyrolinfjual  duct.     Tliosc  with  mucoid  contents  are  most  probably 
growths  in  outlyinjr  detached  portions  of  the  thyroid  body. 
These  tumors  infiltrate  the  tissues  around  them,  and  unless 
niKcd  early  their  removal  is  inadmissible. 
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Congenital  absence  of  the  thjnroid  body  is  a  very  important 
and  constant  clement  in  that  form  of  congenital  idiocy  known  as  cre- 
tinism— a  disease  specially  met  with  where  goiter  is  vcrj'  common. 
Thyroid  feeding  has  been  found  to  have  a  distinct  effect  in  improving 
the  physical  and  mental  condition  of  cretins  if  commenced  early  in  life- 
Atrophy  of  the  thyroid  gland  iii  later  life  and  the  complete  re- 
moval of  the  gland  by  operation  induce  the  grave  changes  which  Gull 
first  described  and  Ord  called  myxedema  and  Kochcr  cachexia  slrumi- 
priva.  The  only  treatment  which  has  been  at  all  useful  in  this  condi- 
tion is  thyroid  feeding.  Cases  of  cretinism  and  myxedema  do  not 
come  to  surgeons  for  treatment,  and  any  detailed  account  of  these  con- 
ditions would  be  out  of  place  in  a  work  on  surger>',  but  they  are  of 
profound  interest  to  the  surgeon  as  indicating  the  supreme  importance 
of  the  function  of  the  gland  and  as  enforcing  the  lesson  that  cnt 
removal  is  an  inadmissible  procedure. 

Thyroid  Feeding. — Since  the  important  inducncc  of  the  thyi 
gland  on  metabolism  has  been  realized,  many  attcmpt.s  have  been 
to  influence  the  course  of  di.scases  by  administering  it  to  patient 
There  arc  two  chief  theories  of  the  physiologic  action  of  the  thyi 
One  is  that  the  secretion  neutralizes  or  destroys  certain  toxic  principle 
in  the  blood.  The  other  and  more  probable  explanation  is  that  ll 
thyroid  secretes  some  sub-stance  or  substances  which  are  necessary  fq 
the  normal  metabolism  of  the  body,  and  the  absence  of  these  cau« 
disease.  The  gland  may  be  adniini.stcred  in  the  form  of  the  fresh 
cooked  gland,  but  it  is  now  generally  given  in  the  form  of  tabloids  of  i 
extract,  each  equal  to  5  gr.  of  the  gland.  Care  is  necessary  in  the  uj 
of  this  drug.  The  dose  at  first  should  be  one  tabloid  a  day.  given  aft< 
a  meal,  and  if  no  ill  effects  are  produced,  the  dose  may  be  gradually 
increased  tu  3  or  even  5  tabknds  a  day.  Many  patients  are  unable  to 
take  more  than  "S  tabloids  a  day.  The  toxic  symptoms  are  vertigo,  gid- 
diness, palpitation,  faintness,  nausea,  tremors,  and  rapid  action  of  the 
heart  with  a  fall  of  arterial  blood-prcssurc.  Thyroid  feeding  is  a  specific 
in  myxedema,  and  it  has  been  used  with  great  advantage  in  cretimsm 
(when  given  earlyl,  lupus  vulgaris,  psoriasis,  obesity,  tetany,  and  hyper- 
trophy of  the  thyroid  gland.  In  some  cases  of  idiocj*  resembling  cre- 
tinism and  in  insanity  it  has  sometimes  appeared  to  do  good,  Remo\'al 
of  the  ovaries  followed  by  prolonged  thyroid  feeding  has  in  a  very  few 
cases  been  followed  by  a  temporary  disappearance  of  cancerous  growth 
in  the  breast  and  adjacent  parts  ;  and  thyroid  feeding  alone,  continued 
for  many  months,  is  credited  witli  the  cure  nf  maminarj*  cancer  in  at 
least  one  case.  Many  cases  of  cancer  tn  which  it  has  been  given  have 
not  appeared  to  be  influenced  by  it  at  all. 
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Thyroid  colloid  has  recently  been  used,  and  is  a  more  stable,  active, 
constant,  and  pure  form  of  the  active  principle  of  the  thyroid  gland. 
It  is  given  in  doses  of  \-\  gr. 

Goiter. — The  various  enlargements  of  the  thyroid  gland  arc  caMed 
bronchocele  or  goiter.  Of  these  the  following  forms  must  be  distin- 
guished and  separately  considered: 

1.  Simple  hypertrophy ;  Parenchymatous  goiter. 

2.  Thyroid  adenoma. 

3.  Cysuc  goiter. 

4.  Malignant  goiter. 

5.  Exophthalmic  goiter. 

In  very  goitrous  districts  an  epidemic  fdrni  of  the  disease  is  occa- 
sionally seen,  and  there  also  it  is  not  uncommon  for  the  iliyroid  gland 
to  swell  to  a  marked  degree  during  pregnancy  and  lactation,  and  subse- 
quently recede. 

If  we  restrict  the  use  of  the  term  hypertrophy  to  tliat  form  of  dis- 
ease in  which  increa.se  of  nf>rni;d  .structure  is  associated  with  iiicreased 
function,  it  would  be  more  appropriate  to  apply  it  to  the  thyroid  enlarge- 
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FK!.  87. — Goiti^r. 


Flc:    88 — C«*t  rcprftrntc-i  in   Fig    B7.  »fli-t 
af>crmtloB.  iliowinji  Imc  uF  fncUion. 


mcnt  in  Graves's  disease  or  exophthalmic  goiter  in  which  there  is  rea.son 
to  believe  these  conditions  exist.  In  what  is  called  simple  goiter  (paren- 
chymatous goiter  or  simple  hy(Krrtrophy  of  the  thyroid)  there  is  no  ew- 
dencc  of  any  increa.scd  functitm  of  the  gland.  The  names  were  given 
long  before  the  thyroid  gland  was  known  to  have  any  .specific  function 
(Figs.  87.  fiS). 

Simple  Ooiter  {Parenchymatous  Goiter,  Hypertrophy  of  the  Tfiyroid 
Gland). — Thi.s  is  a  ver>'  common  form  of  goiter,  and  must  be  distin- 
guished from  that  in  wliich  circumscribed  tumors  (adenoma)  develop  in 
the  gland.     It  occurs  in  women  more  often  than  in  men,  and  especially 
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in  young  anemic  women.     It  is  met  with  in  all  parts  of  tlic  world,  but 
is  especially  frequent  in  certain  valleys  in  Switzerland,  in   Derbyshire, 
and  in   Imlia.     It  may  bi:  met  with  in  severa]  members  of  the  same 
family,  iind  .sometimes  seems  to  be  hereditary.     The  exact  cause  i^H 
unknown.  ^^ 

In  thi.s  form  of  disca.se  the  whole  gland  is  aftected,  althouj^h  not 
necessarily  to  the  same  extent  in  evurj-  part.  All  |>art^  of  the  inland — 
vesicles  and  stroma — are  involved  in  tlie  hyjw'rtrophy,  and  the  tumor 
formed  may  reach  a  j^reat  size,  prnjcclin^  on  each  .siile  of  the  neck  and 
also  in  front  of  the  tniclif;i.  The  tumor  is  elastic,  smooth,  and  roun^led 
in  ouUinc,  or  with  shallow  fissures  on  the  surface  imperfectly  dividing 
it  into  lobes.  The  muscles  and  vessels  of  the  neck  are  displaced  by 
the  swelling;  the  patient  is  conscious  of  a  sense  of  fuhicss  and  weight 
in  the  neck,  but  owing  to  the  softness  and  elasticity  of  the  growth, 
severe  pressure-effects,  such  as  dyspnea,  dysphagia,  and  lar>'ngeal 
paralysis,  are  not  pnHlucei],  Sliglil  dyspnea  on  exertion  Is  not  tincnm- 
mon.  Assodated  with  this  thyroid  enlargement  there  is  usually  dis 
tinct  anemia ;  but  whether  a.s  ean.se,  effect,  or  accidental  coincidence  ii 
not  certainly  known.  Thi-s  condition  of  hypertrophy  comes  on  in.sidi- 
ously,  usually  increases  slowly,  and  having  attained  a  certain  size,  often 
becomes  arrested ;  then  it  may  spontaneously  recede,  and  again  it  may 
increase.  Au  adenoma  may  develop  in  an  already  hypertropliied  thy- 
roid and  add  to  the  severity  of  the  symptoms.  I  rt-cently  operated 
upon  a  case  of  Ii>'|>ertrophy  of  the  isthmus  and  right  lobe  of  the  gland, 
with  a  large  adenoma  on  the  left  lobe,  [n  .some  cases  iIs  growtli  is 
rapid.  Slight  increase  in  size  of  the  gland  during  menstruation  or 
pregnancy,  which  disappears  when  these  conditions  end,  is  not  to  be 
confounded  with  this  true  hypertrophy.  There  is  a  form  of  hyper- 
trophy in  which  (he  stroma  of  the  gland  is  s|x:cially  affected  and 
becomes  fibrous  and  firm  {fibrous  bronchorrlf\  This  is  much  less  com- 
mon than  the  .sofler  form;  the  gland  docs  not  attain  a  large  size,  but 
owing  to  it.s  hanlness  may  aiitsc  dyspnea  by  pressing  upun  the  trachea. 

Treatment. — A  course  of  pota-ssium  iodid  or  of  thyroid  colloid  often 
leads  to  the  gradual  subsidence  of  the  enlargement  of  the  thyroid! 
gland,  and  in  all  cases  these  remedies  should  be  thoroughly  tried  before ' 
an  operation  is  resorted  to.  Where  anemia  is  a  marked  feature  of  the 
case,  iron  or  arsenic,  or  both,  may  be  advantageously  combined  with 
the  iodid.  In  India  grciit  success  has  attended  the  local  treatment 
of  thyroid  hypertrophy  with  a  .strong  iodid-of-mercur>'  ointment. 

The  ointment,  of  the  strength  of  So  grs.  to  the  ounce,  is  well  smeared 
on  the  goiter,  and  the  patient  then  exposes  the  neck  to  the  direct  rajs 
of  the  sun.  This  blisters  the  skin, and  often  only  one  application  is  needed^ 
to  secure  the  absorption  of  e\'en  a  verj-  large  goiter.  In  other  climateft- 
this  treatment  has  not  proved  so  .successful.  The  ointment  is  usually 
used  weaker — 20  or  30  grs.  to  the  ounce — and  when  strong  sunlight  is 
unattainable,  the  heat  of  a  fire  has  been  u.sed  instead ;  biit  the  results 
obtained  arc  not  so  good  as  to  compensate  for  the  pain  and  blistering 
it  causes. 

loHin  may  he  u«c*)  lorally  in  the  fnrm  of  ilic  ninimrnt.  linclure,  or  linimcnL  It  imiy 
Alto  t>e  iiijccled  hilu  Ujc  tlijruid  {{Laud.  Fur  tbi^  |>urpi:»tf  a  liy]N)d«nni<;  ■jrriiigc  should  lie- 
used  ;  the  ne^if  drUchrd  from  thr  5ynn|;r  slinuli)  h«  ilinini  well  inio  the  swelling,  and  if 
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blood  do«s  not  flow  frmly  out,  the  bmrrel  of  ihe  i^ringe  filled  with  linctute  of  lodin  Is 
■liucheil  and  5  tu  lon\,  of  the  fluid  siDwIy  injcctcil.  This  causes  very  lililc  pain,  and  i:t 
followed  hy  slight  induration  of  ihc  jwrt  nnd  then  by  iti  shrinkagr.  'ITic  injection  haii  to 
be  [cpculeU  inaity  tituo,  n  fctsli  tpul  being  cbuficn  each  lime,  and  care  muil  be  Inken  not 
tn  injcrl  (he  iodin  into  a  la^e  vessel.  For  a  large  goiter  [hiii  plan  i«  tedious  Mnd  oAeii 
di»ap]xiinting. 

When  medical  treatment  has  proved  inetifcctual  and  the  size  of  the 
tumor  or  its  prcssurc-crtccts  demand  rcHef,  the  surgeon  shouUI  excise 
cither  the  isthmus  of  tlic  thyroid  or  one  of  the  lateral  lobt-s.  In  no 
case  must  the  whole  gland  be  excised. 

Excision  of  llw  islhtmis  is  the  simpler  operation  of  the  two.  The 
gland  is  exposed  by  a  sufficient  incision  through  the  skin,  platysma, 
and  fascia,  and  the  muscles  are  separated  in  the  middle  line.  Many 
surgeons  make  the  incision  vertically  in  the  middle  line;  I  much  prefer 
a  curved  transverse  incision  with  the  convexity  downward,  because  it 
leaves  a  much  less  conspicuous  scar.  The  exposed  isthmus  is  carefully 
separated  from  the  trachea;  to  facilitate  this  it  may  be  divided  in  the 
middle  line  and  each  half  separately  freed  and  cut  off,  any  bleeding 
vessels  being  ligatured  ;  or  it  may  be  freed  without  division,  a  double 
silk  ligature  passed  beneath  it  and  tied  at  each  end  of  the  isthmus,  and 
the  intervening  part  cut  away.  The  first  method  is  the  simpler  and 
the  better  one.  and  the  surgeon  need  have  no  anxietj-  as  to  hemor- 
rhage. It  has  been  thought  that  the  effect  of  this  operation  is  increased 
if  the  small  end  of  a  Paquehn's  cautcrj'  is  thrust  into  cacli  lateral  lobe 
through  the  stump  of  the  isthmus  and  in  several  directions.  Excision 
of  the  isthmus  is  a  simple  operation  and  fields  good  results. 

lixcision  of  one  half  af  the  thyroid  ghmi'\'S  a  more  serious  procedure. 
The  gland  may  be  exposed  by  a  vertical  median  inci.sion,  an  oblique 
incision  along  the  front  of  the  sternnniastoid  muscle,  or,  best  of  all, 
by  a  curvet!  transverse  cut  through  the  skin,  platysma,  and  fascia. 
The  sternohyoid  and  sternothyroid  muscles  are  separated  and  the 
gland  thoroughly  exposed.  It  is  generally  recommended  to  expose 
and  securely  ligature  first  the  su|K*rior  thyroid  vessels  at  the  front  of 
the  upper  end  of  the  lobe  to  be  removed,  and  then  the  inferior  thyroid 
vessels  at  the  back  of  the  lower  end  of  the  lobe.  I  prefer  to  divide 
the  i.sthnius  in  the  middle  line  and  to  dissect  the  one  half  off  the 
trachea;  when  this  is  accomphshed,  the  half  of  the  gland  is  at  once 
easily  lifted  from  the  wound  and  freed,  and  the  vessels  at  the  two 
extremities  can  be  readily  seen  and  ligatured.  Great  care  must  be 
taken  not  to  injure  the  recurrent  lar>^ngcal  ner\-e.  which  may  be  even 
embedded  in  a  sulcus  in  the  gland,  although  usually  it  lies  quite  pro- 
tected in  tile  groove  between  the  trachea  and  esophagus.  By  freeing 
the  gland  first  at  the  isthmus  the  surgeon  has  a  better  control  over  it 
tlian  if  he  frees  it  from  the  side  toward  the  middle  line.  This  operation 
is  generally  ft>llowed  by  a  decrease  in  size  in  the  lobe  that  is  left ;  in 
any  case  the  pressure  is  removed. 

Adenoma  of  the  Thyroid  Uland  {Cystic  Bronchoccic). — The  com- 
monest form  of  goiter  is  that  due  to  the  formation  within  the  thyroid 
gland  itself  of  one  or  more  circumscribed  tumors  composed  of  tissue 
exactly  like  that  of  the  normal  gland.  These  tumors  are  called 
thyroid  adenomata.  When  fluid  collects  In  one  or  more  of  the  acini 
of  such  an  adenoma  and  the  tumor  becomes  mainly  cystic,  it  is  called 
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a  thyroid  cyst,  cystic  adenoma,  or  cj'stic  bronchocelc.  Th( 
are  always  secondary,  and  result  from  Ihe  collection  of  fluid 
existing  solid  adenoma.  The  pro]>ortinn  of  fluid  in  differe 
varies  considerably.  In  some  thf  tumor  is  mairdy  solid,  wit 
more  cysts  varying  in  size  from  a  |)ea  to  a  walnut  in  it ;  in  ol 
btdk  of  the  tumor  is  a  cyst,  the  soft  adenomatous  fjrow 
displaced  to  one  side;  and  in  some  cases  the  tumor  appca 
entirely  cystic,  and  it  is  only  with  the  microscope  that  cvic 
thyroid  tissue  can  be  found  in  the  waW  of  the  cyst.  So  lon| 
treatment  of  a  cyst  of  the  thyroid  differed  from  that  of  a  so 
chocele.  it  was  important  to  distinguish  between  the  solid 
mainly  cystic  form  of  the  disease ;  but  now  that  the  treatmei 
two  conditionfi  is  the  same — extirpation — there  is  neither  patl 
nor  clinical  reason  for  distinguishing  between  the  two  form 
disease,  and  we  shall  therefore  consider  all  thyroid  adenomata  t 
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Fw.  89.^Adenonia  ot  iht  ehyrold  botty ;  ^.  evlrmnl  ^urfncc  of  tumor.  showinK  l( 
S,  sccliun  through  the  sume;  C,  cnpmle  of  Ihc  tumor. 

The  solid  tissue  of  the  adenoma  is  usually  softer  than  that 
normal  gland,  but  microscopically  is  identical  with  ii.  consisi 
acini  lined  with  cubical  epithelium.  The  fluid  in  the  cystic  por 
primarily  colorless  or  faintly  yellow,  transparent  and  g!air>-;  b 
hemorrhage  into  the  c>'st  it  may  become  red,  brown,  or  gree 
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color.  It  often  contains  cholestcrin  in  such  abundance  as  to  be  visible 
to  the  naked  eye.  The  capsule  of  the  adenoma  is  usually  a  very  thin 
fibrous  membrane ;  in  old  tumors  it  may  be  calcified  in  places,  and 
occasionally  this  calcification  extends  to  the  adenomatous  tissue  within 
it  The  capsule  is,  as  a  rule,  only  slightly  adherent  to  the  thyroid- 
gland  tissue  around  it,  so  that  the  separation  between  the  two  is  read- 
ily made.  When  the  tumor  ties  in  contact  with  the  capsule  of  the 
gland  itself  the  two  fibrous  membranes  may  become  blended  together, 
or  at  any  rale  inseparable,  and  occasionally  there  are  in  the  deeper 
parts  firm  adhesions  between  the  tumor  and  the  thyroid-gland  tissue. 
The  trachea  may  be  displaced  to  one  side  by  a  single  tumor,  or  it  may 
be  compressed  between  two  or  more  growths ;  this  compression  is 
alK-aj-s  lateral,  narrowing  the  tube  from  side  to  side,  and  never  antero- 
posteriorly.  Adenomata  may  attain  a  very  large  size,  and  then  they 
stretch  and  displace  the  thyroid  gland  proper ;  but  however  large  the 
tumor  the  gland  is  not  incorporated  with  it  nor  destroyed  by  it. 
There  may  be  a  single  tumor,  or  several  adenomata  may  be  scattered 
through  the  gland. 

Etiology. — Very  little  is  definitely  known  as  to  the  causation  of 
these  tumors.  Wery  rarely  they  are  present  at  birth.  They  are  quite 
commonly  met  with  in  successive  generations,  or  several  members  of 
the  same  family,  so  that  inheritance  may  play  some  part.  They  are 
much  more  common  in  certain  localities  than  in  others,  particularly  in 
the  narrow  valleys  of  mountainous  districts,  notably  in  India,  Switzer- 
land, and  in  Derbyshire  (England)  the  disease  is  commonly  known  as 
Derbyshire  neck,  because  of  its  great  frequency  in  that  county.  It  is 
b\-  no  means  limited  to  these  special  goiter  districts.  Attempts  have 
been  made  to  show  some  connection  between  the  saline  ingredients 
in  the  water  of  goitrous  districts  and  the  disease,  but  at  present  we 
can  only  say  that  the  exact  cause  of  the  development  of  these  tumors 
>  unknown.  The  disease  is  more  common  in  women  than  in  men,  and 
--'jally  arises  between  the  age  of  puberty  and  that  of  full  develop- 
ment of  the  body — in  the  second  and  third  decades  of  life. 

Srtti/ifouis. — The  tumor  formed  by  a  tliyroid  adenoma  is  always  an 
a.'^j-mmetrical  enlargement  of  the  thyroid  gland,  and  by  that  sign  alone 
may  be  distinguished  from  simple  hypertrophy  of  the  gland.  It  may 
;':voive  the  isthmus  atone,  or  one  lateral  lobe  only ;  but  even  when  all 
;xirts  are  involved  by  the  development  of  several  adenomata,  the  sur- 
face is  very  irregular  and  the  different  parts  are  enlarged  to  a  very 
unetjual  extent.  The  tumor  may  develop  in  outlying  parts  of  the 
.;'and  and  accessor}'  thyroids,  and  so  be  found  behind  the  sternum,  or 
prf.jecting  into  the  posterior  triangle  of  the  neck,  or  lying  over  the 
fri>nt  of  the  lar>*nx.  The  tumor  is  globular  or  ovoid  in  shape,  smooth, 
clastic,  and  if  cystic  it  may  give  the  sense  of  fluctuation,  but  the  softer 
■^Nid  adenomata  are  so  soft  and  elastic  that  they  often  seem  to  fluct- 
uate. The  tumor  is  neither  painful  nor  tender,  but  its  manipulation 
may  cause  some  discomfort  from  dyspnea.  If  lying  over  the  carotid 
artcrv,  pulsation  may  be  transmitted  to  the  swelling.  Apart  from  its 
P'T^ition  and  shape  the  sign  by  which  a  thyroid  swelling  can  be  distin- 
l^uishcd  from  any  other  tumor  in  the  neck  is  its  mobility  with  the 
lanTix  and  trachea;  when  the  patient  swallows,  the  tumor  is  seen  and 
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a  thyroid  cyst,  cystic  adenoma,  or  cystic  bronchocclc.  These  cys 
are  always  secondary,  and  result  from  tlie  collection  of  fluid  in  a  pr 
existing  solid  adenoma.  The  proportion  of  fluid  in  difiercnt  cas< 
varies  considerably.  In  some  the  tumor  is  mainly  solid,  with  one  or 
more  cysts  varying  in  size  from  a  pea  to  a  walnut  in  it ;  in  others  the 
bulk  of  the  tumor  is  a  cyst,  the  soft  adt:nomatous  growth  being 
displaced  to  one  side;  and  in  some  cases  the  tumor  appears  to  be 
entirely  cystic,  and  it  is  only  with  the  microscope  that  evidence  of 
thyroid  tissue  can  be  found  in  the  \v;l!I  of  the  cyst.  So  long  as  the 
treatment  of  a  cyst  of  the  thyroid  differed  from  that  of  a  solid  bron- 
choccle,  it  was  important  to  distinguish  between  the  solid  and  the 
mainly  cystic  form  of  the  disease;  but  now  that  the  treatment  of  the 
two  conditions  ts  the  same- — extirpation — 'there  is  neither  pathological 
nor  clinical  reason  for  distinguishing  between  the  two  forms  of  one 
disease,  and  we  shall  therefore  consider  all  thyroid  adenomata  together. 


'^I^lit^' 
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Fig.  I9. — Adenoma  of  Ihr  thyroid  body:  A.  pxlemnl  nurhce  of  lumnr,  shiywing  lobuUlKMi- 
B.  <iMlion  thraiiKh  the  snm«  ;  C  capsule  of  Ihc  tuitMr,  ' 

Tile  .solid  tissue  of  the  adenoma  is  usually  softer  than  that  of  the 
normal  gland,  but  microscopically  i.s  identical  with  it,  consisting  of 
acini  lined  with  cubical  epithelium.  The  fluid  in  the  cystic  portions  is 
primariEy  colorless  or  faintly  yellow,  transparent  and  glairy;  but  from 
hemorrhage  into  the  cyst  it  may  become  red,  brown,  or  greenish  in 
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color.  It  often  contains  chotcstcrin  in  such  abundance  as  to  be  visible 
to  the  naked  eye.  The  capsule  of  the  adenoma  is  usually  a  very  thin 
fibrous  membrane ;  in  old  tumors  it  may  be  calafied  in  places,  and 
occasionally  this  calcification  extends  to  the  a<lfnoinaUius  tissue  within 
it.  The  capsule  is.  as  a  rule,  only  slightly  atlhereiu  to  the  thyroid- 
gland  tissue  around  it,  so  th»t  the  separation  between  the  two  is  read- 
ily made.  When  the  tumor  lies  in  contact  uiih  the  capsule  of  the 
gland  itself  the  two  fibrous  membranes  may  become  blended  together, 
or  at  any  rate  inseparable,  and  occasionally  there  are  in  the  deeper 
[jarts  firm  adlicsions  between  the  tumor  and  thf  thyroid-gland  tissue. 
The  trachea  may  be  ilisplaccd  to  one  side  by  a  single  tumor,  or  it  may 
be  compressed  between  two  or  more  growths;  this  compression  Is 
always  lateral,  narrowing  the  lube  from  side  to  side,  and  never  antero- 
postcriorly.  Adenomata  may  attain  a  very  large  size,  and  then  they 
stretch  and  displace  the  thyroid  gland  proper;  but  however  large  the 
tumor  the  gland  is  not  incorporated  with  it  nor  dcstrojed  by  it. 
There  may  be  a  single  tumor,  or  several  adenomata  may  be  scattered 
through  the  gland. 

li/iohff)'. — Very  tittle  Is  definitely  known  as  to  the  causation  of 
these  tumors.  Very  rarely  they  arc  present  at  birth  They  are  quite 
commonly  met  with  in  successive  generations,  or  several  members  of 
the  same  family,  so  that  inheritance  may  play  some  part.  They  are 
much  more  common  in  certain  localities  than  in  others,  particularly  in 
the  narrow  valleys  of  mountainous  districts,  notably  in  India,  Switzer- 
land, and  in  Derbyshire  (Kngland)  the  disease  is  commonly  known  as 
Derbyshire  neck,  because  of  its  great  frequency  in  that  county.  It  is 
by  no  means  limited  to  these  special  goiter  districts.  Attempts  have 
been  made  to  show  some  connection  between  the  saline  ingredients 
in  the  water  of  goitrous  districts  and  tlic  disease,  but  at  present  we 
can  only  say  that  the  exact  cause  of  the  development  of  these  tumors 
is  unknown.  The  disease  is  more  common  in  women  than  in  men,  and 
usually  arises  between  the  age  of  puberty  and  that  of  full  ticvelop 
mcnt  of  the  body — in  the  second  and  third  decades  of  life. 

Symptoms. — The  tumor  formed  by  a  thyroid  adenoma  is  always  an 
asymmetrical  enlargement  of  the  thyroid  gland,  and  by  that  sign  alone 
may  be  distinguished  from  simple  hy])crlrophy  of  the  gland.  It  may 
involve  the  isthmus  alone,  or  one  lateral  lobe  only;  but  even  when  all 
parts  are  involved  by  the  development  of  several  adenomata,  the  sur- 
face is  very  irregular  and  the  diflerent  parts  are  enlarged  to  a  very 
unequal  extent  The  tumor  may  develop  in  outlying  parts  of  the 
gland  and  accessor)'  thyroids,  and  so  be  found  behind  the  sternum,  or 
projecting  into  the  posterior  triangle  of  the  neck,  or  lying  over  the 
front  of  the  lar>nx.  The  tumor  is  globular  or  ovoid  in  shape,  smooth, 
elastic,  and  if  cystic  it  may  give  the  sense  of  fluctuation,  but  the  softer 
solid  adenomata  are  .so  soft  and  clastic  that  they  often  seem  to  fluct- 
uate. The  tumor  is  neither  painful  nor  tender,  but  its  manipulation 
may  cause  some  discomfort  from  dyspnea.  If  lying  over  the  carotid 
artery,  pulsation  may  be  transmitted  to  the  swelling.  Apart  from  it«i 
position  and  shape  the  sign  by  which  a  thyroid  swelling  can  be  tiistin- 
guishcd  from  any  other  tumor  in  the  neck  is  its  mobility''  with  the 
larynx  and  trachea ;  when  the  patient  swallows,  the  tumor  is  seen  and 
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felt  first  to  rise  aiul  then  to  fall.  Tlie  respirator>'  symptoms 
there  may  be  none,  or  only  a  sense  of  pressure  upon  the  trachea,  or" 
fulness  in  the  neck ;  more  often  there  is  dyspnea  on  exertion,  and  occa- 
sionally stridor,  with  alteration  in  the  voice.  Dyspnea  is  most  marked 
when  the  adenoma  occii]jies  the  isthmus,  or  projects  behind  the  tra- 
chea, or  lies  in  the  chest  beneath  the  sternum.  Dysphagia  from  press- 
ure upon  the  yiiltet  i.s  less  common,  but  is  sometimes  quite  marked 
The  retrostenial  bronchocele  causes  dulncss  behind  the  sternum,  and 
loud  tracheal  breathing  is  heard  over  it.  The  subjects  of  adenoma  arc 
usually  anemic,  and  the  anemia  is  lessened  by  the  removal  of  the  tumor. 

The  tumor  may  grow  very  slowly,  and,  havmg  attained  a  certain 
size,  remain  stationary  for  years;  at  oiher  times  more  rapid  growth  is 
seen,  and  an  acute  enlargement  of  the  tumor  may  occasionally  occur, 
probably  due  to  hemorrhage  into  it. 

TrcatmiHt. — The  only  satisfactory  treatment  is  the  removal  of  the 
tumor.     Internal  or  external  medication,  parenchymatous  injection  of 
iodin.  the  injection  or  drainage  of  cysts — all  these  measures  arc  now- 
superseded  by  the  operation  of  excision.     This  operation   should  be 
performed  when  the  tumor  causes  unsightly  deformity,  or  occa:^ons 
dyspnea,  or  dysphagia,  or  Is  known  to  be  increasing.     The   special 
objects  to  he  aimc<l  at  in  operating  are  the  removal  of  the  tumor  «J 
tumors  witli  the  least  possible  injury  to  the  thyroid  gland,  the  arrcsll 
of  hemorrhage,  and  tlic  obtaining  of  an  inconspicuous  scar.      Various 
incisions  have  been  used,  particularly  a  vertical  median   one,  iuid  an 
oblique  one  along  the  anterior  border  of  the  sternomastoid    muscle;d| 
The  best  incision  is  a  transverse  one,  curved  with  its  convexity  down-" 
ward,  carried  through  the  skin,  platysma,  and  superficial  &scia,  and 
avoiding  injury  to  tlie  anterior  jugular  veins.     The  flap  thus  marked 
out  is  rai.sed,  and  a  vertical  incision  is  then  made  through  the  deep 
cemcal  fascia  between  the  sternohyoids  and  tlie  sternothyroids,  and 
these  muscles  are  separated   from  the   thyroid   gland  and    held   well 
aside  with  retractors.     An  incision  is  then  made  over  the  most  prom- 
inent part  of  the  tumor,  through  the  capsule  of  the  gland  antl  any 
gland-tissue   beneath    it   until   the  outer  surface  of  tlie  adenoma  is 
exposed.     With  a  blunt  dissector  the  adenoma  is  then  carefully  sepa- 
rated from  the  thyroid-gland  tissue  in  which  it  is  embedded,  and  c\xr>' 
bleeding  vessel  is  seized  in  pressure-forceps.     It  is  usually  quite  easy 
to  shell  out  the  tumor,  and  if  care  is  taken  to  keep  close  to  its  ci4isuic 
the  hemorrhage  is  not  .serious.     The  bleeding  points  are  then  liga- 
tured, and  the  gland  is  examined  for  other  adenomata,  each  of  which 
is  dealt  with  in  the  same  way.     All  adcrnmata  present  in  one  lateral 
lobe  of  the  gland  can  usually  be  readied  Uirough  one  incision  in  the 
capsule.      If  the  adenoma  is  retrosternal,  it  is  to  be  reached  and  enu- 
cleated in  the  same  way.      When  all  hemorrhage  has  been  arrested 
the  incision  in  the  gland  is  closed  by  one  or  two  Bnc  sutures,  and  the 
depressors  of  the  hyoid  are  held  in  place  by  sutures  pa.s.sed  through 
the  deep  fascia;  a  third  set  of  sutures  unite  the  superficial  fascia  and 
the  platysma,  and  finally  a  continuous  suture  accurately  adjusts  the 
edges  of  the  skin.     A  light  collodion  dressing  is  all  that  is  retjuircd 
over  the  wound.     Re|xiir  i^  effected  very  rapidly,  and  in  a  week  the 
patient  is  able  to  be  up.     The  hemorrhage  must  be  arrested  very  care- 
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fully  before  the  wound  is  closed ;  even  when  this  is  done  bleeding  may 
cccur  shortly  after  the  operation,  excited  possibly  by  vomiting,  and  the 
blood  will  accumulate  beneath  the  deep  fascia,  compress  the  trachea. 
and  cause  death  from  asphyxia  if  the  incision  is  not  quickly  torn  open 
and  issue  given  to  the  blood.  Tlic  possibility  of  this  accident  makes 
it  neccssar>*  to  watch  the  patient  closely  for  a  few  hours  after  the  oper- 
ation. In  some  cases  a  soft  swelling  of  the  neck  around  the  thyroid 
gland  is  noticed  the  day  after  the  operation,  which  gratlualiv  subsides 
and  disappears.  It  is  believed  to  be  due  to  an  escape  of  colloid  mate- 
rial from  the  wounded  surfaces  of  the  thyroid  gland.  The  rapid  absorp- 
tion of  this  secretion  may  give  rise  to  serious  .sj'mptoms  of  thyrojdism. 
To  prevent  this  the  operator  should  be  careful  to  inflict  the  minimum 
of  injiir>'  upon  the  thyroid  gland  itself,  and  not  to  tear  and  bruise  it. 

The  advantages  of  this  method  of  operating  arc  the  preservation  of 
the  healthy  thyroid  gland,  which  has  such  an  important  influence  upon 
nutrition,  the  avoidance  of  injury  to  parts  around  the  thyroid  gland, 
especially  the  great  vessels  and  the  recurrent  laryngeal  nerve,  and  the 
tnconspicuousncss  of  the  scar.  Keloid  often  occurs  in  scars  in  the  neck, 
and  is  more  frequent  in  vertical  scars  over  the  trachea  than  in  the 
curved  transverse  scar;  when  this  does  not  occur,  the  vertical  scar  is 
apt  to  stretch  and  remain  as  a  broad  band  down  the  front  of  the  neck. 
This  does  not  happen  in  the  cun-ed  transver.se  scar. 

Mall^ant  Goiter. — The  thyroid  gland  maybe  the  seat  cither  of 
spheroidal-celled  carcinoma  or  sarcoma,  but  the  former  is  more  fre- 
quent. Sarcoma  is  generally  met  with  as  a  congenital  growth ;  but 
with  this  exception,  malignant  disease  attacks  the  gland  in  middle  or 
late  life,  most  of  the  cases  occurring  in  patients  between  the  ages  of 
forty  and  sixty.  In  many  cases  a  very  chromic  and  ajiparently  simple 
enlargement  of  the  gland  precedes  the  rapid  growth  of  the  obviously 
malignant  tumor,  and  this  fact  renders  it  very  difficult  to  estimate  the 
total  duration  o^  the  disease.  It  is  usually  said  to  be  one  of  the  most 
rapid  of  all  mahgnant  growths,  but  this  is  probably  not  entirely  correct. 
I  nave  under  my  care  at  the  present  time  a  lady  who  has  had  a  malig- 
nant goiter  for  more  than  three  years. 

The  growth  commencing  at  one  jurt  usually  quickly  infiltrates  the 
whole  gland,  farming  a  firm  and  uneven  swelling  over  and  on  each  side 
of  the  trachea.  As  it  grows  it  spreads  beyond  the  capsule  of  the 
gland,  inliltrating  the  cellular  tissue  and  the  muscles  of  the  neck,  and 
becoming  more  uneven  in  outline  and  more  fixed.  Secondarj' deposits 
occur  in  the  adjacent  lymphatic  glands,  and  these  usually  blend  with 
the  primary  growth  an<l  make  its  outline  more  irregular.  The  recur- 
rent laryngeal  nerves  becoming  involved  in  the  growth  arc  paralyzed; 
the  trachea  and  esophagus  are  compres.sed,  and  in  this  way  dysphagia 
and  dyspnea  arc  caused.  In  some  cases  the  mahgnant  growth  extends 
through  the  wall  of  the  trachea  and  sprouts  into  that  tube.  This  con- 
dition may  be  attended  with  hemoptysis,  and  if  the  growth  ulcerates  it 
may  lead  to  bronchopneumonia  and  so  bring  on  the  inevitably  fatal 
result.  Death  is  caused  by  exhaustion,  by  asphyxia,  or  by  broiicho- 
\       pneumonia. 

j  Trfatment. — The  surgical  treatment  is  very  unsatisfac-tory.     By  the 

time  the  nature  of  the  thyroid  enlai^ement  is  evident  the  disease  has 
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made  such  progress  that  complete  removal  of  the  whole  gland  is  almost 
certain  to  be  followed  by  speedy  recurrence.  Most  surgeons  therefore 
refuse  to  operate  for  this  disease.  If  the  diagnosis  is  arrived  at  in  an 
early  stage  of  the  diseasie.  before  imith  of  the  gland  or  any  of  the  Utt»- 
phatic  glands  or  more  di-staiit  organs  are  affected,  it  might  be  Justifuble 
to  do  a  complete  thyroidectomy  and  let  the  patient  take  thyroid  tabloids 
regularly  for  the  rest  of  his  life.  In  the  later  stages,  when  dyspnea  is 
urgent,  but  little  benefit  is  afforded  by  tniclieotomy,  even  when  a  long 
tube  passing  beyond  the  compressed  part  of  the  trachea  is  employ* 
If  dysphagia  is  a  prominent  symptom,  the  food  must  be  given  in 
liquid  form. 

Several  cases  have  been  recorded  of  pulsating  vascular  tumors 
bones  which  have  been  found  to  have  a  structure  practically  identical 
with  that  of  the  thyroid  gland — adni  lined  by  a  cubical  epithelium  and 
filled  with  colloid  material.  These  rare  tumors  have  been  met  with  in 
the  bones  of  the  skull,  the  spine,  the  clavicle,  and  the  long  bones  of 
the  limbs,  esjxrcially  the  femur.  They  always  originate  in  the  cancel 
lous  tissue  of  the  bone,  and  they  are  invariably  associated  with 
enlargement  of  the  thyroid  gland.  This  is  regarded  as  the  pri 
disease,  and  the  growths  in  bone  as  secondary.  The  duration  of  th 
cases  is  much  longer  than  is  that  of  the  more  common  form  of  malig- 
nant bronchocele,  but,  a.s  a  rule,  the  th)Toid  gland  neither  assumes- 
such  large  proportions  nor  causes  such  marked  symptoms. 

Exophthalmic  QaWxx  (Grax^cs'  Disauc). — There  is  a  form  of  cnlai^ 
ment  of  the  thyroid  gland  in  which  the  genera!  symptoms  are  much 
more  important  than  the  local.  It  was  first  described  by  Dr.  Graves,  of 
Dublin,  and  therefore  bears  his  name,  and  it  i.s  also  called  exophthalmi 
goiter  on  account  of  the  exophthalmos  which  is  one  of  the  most  fre-1 
quent  and  striking  symptoms  of  the  disease.  The  group  of  symptoms 
thus  named  has  been  referred  to  disease  of  the  central  ncr\''ous  .system 
and  also  to  changes  in  the  cervical  sympathetic,  particularly  the  ganglia; 
but  the  following  facts  seem  to  show  that  the  disease  is  dependent  upon 
a  change  in  the  thyroid  gland — i,  there  is  a  striking  contrast  between 
the  .symptoms  of  myxedema  and  those  of  Graves'  disease ;  as  one  is 
known  to  be  due  to  lack  of  the  thyroid  internal  secretion,  the  other 
seems  likely  to  be  due  to  its  excess;  2,  the  symptoms  of  Graves'  dis- 
ease in  many  ways  resemble  the  eflects  of  an  overdose  of  thyroid  gland ; 

3,  the  s>Tnploms  of  Graves'  disease  are  aggravated  by  thyroid  feeding; 

4,  improvement  has  sometimes  followed  the  removal  of  part  or  all  of 
the  tliyroid  gland  in  Graves'  disease;  5.  Graves*  disease  .sometimes  ends 
in  myxedema — this  is  explained  by  the  excess  of  thyroid-gland  activity' 
passing  on  into  its  defect :  6.  epithelial  proliferation  has  been  found  in 
the  thyroid  gland.  The  evidence  is  not  complete,  and  there  arc  several 
points  stilt  in  obscurity;  but  such  as  it  Is, it  seems  to  warrant  the  inclu- 
sion of  Graves'  disease  among  those  of  the  thyroid  gland. 

Etioiogy. — The  disease  is  much  more  common  in  women  than  in 
men.  FredUposition  to  it  is  caused  by  the  neurotic  temperament  and 
by  debility  occurring  after  exhausting  conditions,  such  as  pregnancy, 
chronic  suppuration,  anemia,  and  hemorrhage.  The  most  frequent 
exciting  causes  are  some  sudden  and  excessive  emotional  disturb, 
—f.i^..  fright,  grief 
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Symptoms. — The  thyroid  {jiand  is  uniformly  enlarged  to  a  varying 
extent;  occasionally  it  forms  a  large  tumor,  and  distinct  adenomata  ni;iy 
develop  within  it.  As  a  rule,  the  enlargement  is  symmetrical  and  soft, 
and  pulsation  is  felt  in  the  tumor.  Thi.s  tvas  formerly  attributed  to  dila- 
tation of  the  arteries  in  the  gland.  Init  it  is  n<iw  known  nut  to  be  due  to 
this  cause,  but  to  be  a  pulsation  transmitted  from  the  relaxed  carotid 
arteries.  The  bronchocele  may  cause  dyspnea  and  dysphaj^ia  from 
pressure  on  the  trachea  and  esophagus.  Some  enlargement  of  the 
thyroid  gland  is  probably  invariable.  The  cxopbthalmus  afTccts  glolie.'s 
and  is  usually  well  marked  ;  there  is  sometimes  marked  retraction  of 
the  upper  lid,  .so  that  the  .sclerolic  appears  above  the  cornea  (Stcll- 
wag's  symptom)  and  the  lids  may  be  spasmodically  contracted,  and 
this  causes  very  severe  pain. 

There  is  lack  of  the  usual  co-ordination  between  the  eyeball  aiid  the 
upper  lid,  so  that  when  the  eye  is  turned  down  the  up|x:r  lid  fnlhnvs  in 
a  jerky  or  incomplete  manner  ((iracfe's  symptom).  With  these  llierc 
is  ovcraclion  of  the  heart,  with  accentuation  of  the  sounds.  Frequent 
pulse,  throbbing  arteries,  increased  cardiac  impulse,  palpitation,  exag- 
gerated and  frequent  respirator)*  movements,  anemia,  a  moist  skin, 
irregular  pyrexia,  occastonal  attacks  of  diarrhea,  polyuria,  glycosuria 
and  intermittent  albuminuria 
have  all  been  obscr\Td.  The 
more  marked  ncr\'ous  phe- 
nomena are  fuie  rliyliiniical 
tremors,  particularly  in  the 
tongue  and  upper  limbs, 
mental  excitement,  and  irri- 
tability which  occasionally 
increases  to  actual  mania. 

These  symptoms  var>'  in 
intensity  in  different  cases, 
and  some  may  be  absent  al- 
logetlier ;  they  form  a  very 
characteristic  group,  and 
when  severe  the  disease  is 
vcr^'  distressing. 

Treatment. — Onl>'  the  sur- 
gical treatment  of  this  disease 
need  be  considered  here. 
Injections  of  pcrchlorid  of 
iron  into  the  thyroid  gland 
arc  dangerous,  of  no  certain 
value,  and  should  not  be 
practised.  Excision  of  part 
of  the  cervical  sympjithetic 
has  been  performed,  and 
benefit  has  been  stated  to 
have  followed  the  operation  ; 
but  this  procedure  cannot  be 
recommended  with  any  confidence.  Partial  or  total  thyroidectomy  has 
been  performed  many  times  (Fig.  90).     The  operation  is  attended  with 


Fin.  90, — Cmvcis  iltkCMMi.  (or  which  ihyroidcGlonny 
w.u  pcrformrd,  with  partial  relief  of  the  symptoms 
(Wanrni 
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special  risk  both  from  hemorrhage  from  the  lai^e  vessels  in  and  around 
the  thyroid  gland  and,  it  is  believed,  from  the  danger  of  a  sudden 
absorption  of  a  large  amount  of  thyroid  secretion.  Of  68  cases  of  the 
o(>eration  collected  by  Oppcnh«mcr,  9  died — 5  almost  immediately  and 
4  others  within  twenty-four  hours.  In  only  18  of  these  cases  was  a  cure 
obtained,  but  26  others  were  .saJd  to  have  been  benefited  by  the  opera- 
tion. The  operation  can  only  be  recommended  after  a  very  careful  con- 
sideration of  all  the  aspects  of  any  given  case.  It  should  be  limited  to 
the  removal  of  one  lobe  of  the  gland  only,  and  it  seems  to  be  wise  to 
ligature  the  isthmus  carefully  before  dividing  it,  and  to  take  every  pre- 
caution against  hemorrhage  and  laccrntion  of  the  thyroid  tissue. 

Should  it  be  thought  well  to  operate  for  relief  of  pressure  upon  the 
trachea,  divi.sion  of  the  isthmus  will  ful51  this  indication. 

Actite  inflammation  of  the  thyroid  gland  is  a  very  rare  coniii- 
tion,  but  it  is  occasiotially  seen  occurring  in  the  normal  gland  or  attack- 
ing a  thyroid  cyst.  It  causes  great  swelling  of  the  part,  with  superficial 
edema,  which  obscures  the  outline  of  the  gland  ;  this  leads  to  great  dus- 
comfort  and  a  sense  of  sulTocation.  The  temperature  is  high  and  the 
distres.s  great.     Suppuration  speedily  occurs. 

The  only  treatment  of  avail  is  a  free  incision  Into  the  suppurating 
gland  :  this  gives  immediate  relief. 
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The  parotid  gland  filU  uu  iireguUi  t:avity  between  the  rAiiius  of  the  lover  jaw  and  the 
skull.  And  has  intinmlcr  rclnliniis  with  »rTenil  imjvirtniil  slnictorrs.  Above,  i(  is  limited  In 
tile  lyg'im:!  \  Scliind,  liy  ihc-  mastoid  prtK^esa,  exieninl  nuditi)ry  meatuiL  and  stcmoaia»toitl 
inuwii! ;  hcluw,  it  ih  separated  (mm  t^ic  «ubm«xillary  ijIniKl  liy  (he  stylotmuilinry  band  of  ikc 
ccrvicnl  faw.i».  Anteriorly  the  ([Un<l  projects  on  to  ihe  face,  lying  on  the  mASM:t£r  utusdc 
From  the  deep  hurface  of  the  ^bnd  (hiee  praceMes  may  be  itaced,  nne  bllinj;  (ht-  |K>slernr 
pari  of  [he  glenoid  cavity,  atiuiher  lying  beneath  llie  iiM.-1t  ikf  the  ainndibic,  nnd  tlie  ibinl 
close  lu  the  styloid  process  and  pharynx.  The  tfland  is  bound  down  beneath  (he  rerriol 
fucia  whirh  in  ailached  almve  to  [he  (Vgnma,  The  exlrrrHl  cncolid  artery  and  its  \tf>  ter- 
minal branches,  tbc  lein{Miral  and  itttemal  maxtllary,  are  iu  the  glutid,  and  the  internal  carMid 
artery  with  tlir  intemnl  Jiigtilnr  vein  on-  immrdialely  liriinilh  it,  while  the  posterior  aiUKalor 
artery  lies  between  the  gland  »iid  the  <lig:i>iuic  muscle.  The  temporal  and  internal  roanl 
Inry  vein^i  iiniir  within  thr  glind  In  (onn  the  rxtcTnol  jn^lar.  and  ii  large  commtmicatioo 
pOKiteti  fixiin  this,  alvi  ihrmigh  the  glniid.  ui  juiu  the  facinl  vein,  Tlie  facial  nerve  |iaiao 
thmugh  thu  gLand  ftDni  behind  forward,  nnd  bteakn  up  into  several  branches  within  its  «ob- 
Hance.  The  auriculotemporal  nerve  passes  between  the  gland  and  the  gkull  to  join  ilir  lem- 
poral  artery.  The  great  aunculnr  nerve  i»  distributed  to  the  skin  over  the  gland.  Thcdnct 
pa!u>e*  frunt  the  frcint  of  thir  gland  Acr»M  the  cheek  oml  opens  into  the  tniAiih  at  (be  top  of  % 
little  elevation  oT  the  mucous  aicnibrane  opposite  the  crown  of  the  second  molar  looib  of  the 
Up]>cr  jaw.  These  nnntnmical  facts  aw  of  great  prnclicol  importance.  They  cjcplain  (be 
great  pain  of  acute  inftanimation  of  the  (.-land,  mud  the  increase  of  this  pain  t>y  opening  ihc 
mnnlh  ;  ihr  iKOisional  liufilitig  of  |uimtid  abMrtvs  inlii  the  nnditnry  meatus,  the  pharyaa,  wr 
tile  inoulh,  and  the  facial  jxiiuIyMS  caused  by  disease  in  or  operations  upon  the  gland.'  They 
also  imprr^t  uiKtn  Ihe  ^urgrnn  the  nece^.'^iy  of  great  care  in  all  operations  upon  the  cUnd 
and  llie  ptaclical  iini>i>ssibi1tiy  urcumplelc  rerntival  of  tile  gland,  a>  for  nuligrunt  disease. 

Lymphatic  glands  are  found  lying  on  the  g1nnd  and  also  sometimes  embedded  <ri(hin  IL 

Parotid  Salivary  Fistula. — If  a  wound,  accidental  or  surgical, 
opens  Stcnsi>n".s  duct,  it  usually  fails  to  heal  entirely,  and  a  .salivary 
fistula  results.  An  abscess  of  the  parotid  or  in  the  check,  allowed  to 
burst  or  opened  externally,  may  have  the  same  sequel.  When  thbt 
occurs,  clear  watery  fluid  escapes  on  the  cheek,  and  the  great  increase 
of  the  flow  during  mastication,  the  dryness  of  the  mouth  on  the  same 
side,  and  the  amylolytic  action  of  the  fluid,  all  prove  the  nature  of  this 
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fluid — that  it  is  saliva  The  fistula  is  often  quite  minute;  at  other  times 
it  is  large  enouffh  to  admit  a  probe.  It  is  a  great  annoyance  to  the  pa- 
tient, and  the  usual  mctliods  of  wound-treatment  entirely  fait  to  cure  it. 

The  best  method  of  treatment  is  as  follows:  A  straight  surgical 
needle  threaded  with  silver  wire  is  passed  into  the  fistula  and  made  to 
perforate  the  cheek  into  the  mouth.  The  needle  is  then  unthreaded 
and  threaded  on  the  other  end  of  the  wire,  and  again  passed  tlirough 
the  fistula  and  into  the  mouth  at  a  distance  of  about  \  of  an  inch  be- 
hind the  first  puncture.  The  two  ends  of  the  wire  are  then  drawn 
tight  and  twisted  together.  The  tissue  enclo.sed  in  this  loop  of  wire  is 
strangled  and  sloughs,  and  the  wound  into  the  mouth,  formed  by  the 
separation  of  tliis  slough,  is  both  free  and  without  a  tendency  to  close 
up.  The  saliva  escapes  into  tlie  niuuth  through  this  channel,  and  the 
fistula  at  once  heals.  I  have  found  this  method  quite  satisfactory,  and 
far  superior  to  any  other. 

Salivary  Calculus  (Fig  8i.  C). — A  calculus  composed  of  phos- 
phate of  lime  with  .some  ammoniomagne.sian  phosphate  may  form  in 
the  parotid  duct  and  gradually  cause  more  or  less  complete  obstruction 
of  this  narrow  tube.  When  this  occurs,  the  gland  swells  and  becomes 
painful  at  each  meal,  Ihe  sweHing  slowly  subsiding  in  Uie  inter\'als,  and 
there  is  a  .sense  of  discomfort  at  the  seat  of  the  calculus  which  can  be 
felt  in  the  cheek,  moving  a  little  in  the  line  of  Strnson's  duct.  As  .soon 
as  this  conditioii  is  recognized,  the  calculus  should  be  cut  down  upon 
from  the  mucou.s  surface  of  the  check  and  removed.  If  allowed  to 
remain,  suppuration  may  occur  in  the  gland,  or  ulceration  starting  in 
the  duct  may  lead  to  abscess  in  the  cheek  and  a  salivary  fistula. 

The  duct  is  occasionally  blocked  by  a  foreign  body  passing  into  it 
from  the  moutli,  I  once  removed  from  the  duct  a  grain  of  wheat 
which  had  set  up  a  good  deal  of  infliimmation  about  the  orifice  in  the 
mouth. 

Simple  Parotiditis  {Infectious  Parotiditis  ;  Mumps). — The  parotid 
gland  is  the  part  most  often  affected  in  a  contagious  epidemic  disease 
popularly  known  as  mumps.  The  specific  cause  of  this  disease  has 
not  yet  been  identified,  but  it  is  assumed  to  be  bacterial.  The  dise;ise 
is  most  prevalent  in  spring  and  aulumn,  and  attacks  esiK-cially  boys 
and  girls  from  seven  to  fifteen  years  of  age.  A  feeling  of  chilliness, 
with  rise  of  temperature,  malaise,  headache,  and  loss  of  appetite,  pre- 
cede the  local  manifestation,  and  ja-st  for  from  twelve  liours  to  tliree  or 
even  four  days  before  any  swelling  of  the  gland  is  noticed.  This  swell- 
ing appears  just  below  the  ear  and  quickly  spreads  on  to  the  face ;  it 
is  firm,  ill-defined,  and  tencler.  The  skin  over  it  is  usually  |)ale.  but 
occasionally  it  is  slightly  fiuslurd.  There  is  local  pain  shooting  uj>  to 
the  temple,  incrcastil  by  talking,  mastication,  or  swallowing,  lioth 
glands  may  be  affected  from  the  first,  but  more  often  they  are  attacked 
in  succession  at  an  interval  of  a  day  or  two.  The  febrile  sj'mptoms 
continue  during  the  swelling  of  the  glands,  and  after  three  to  five 
days  both  the  local  and  general  symptoms  subside.  Suppuration  is  an 
extremely  rare  event.  The  <tisease  may  involve  the  submaxillar}'  and 
subungual  glands  and.  it  is  saitl  also,  the  tonsils.  (.)ccasionally  it 
attacks  other  and  more  remote  organs — the  testicle  in  the  male,  the 
mamma,  ovar}*,  labium,  and  uterus  in  the  female,  and  the  cerebral  mcn- 
tl 
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ingcs  in  both  sexes  alike.     It  is  stated  that  during  an  epidemic 
mumps  cases  of  orchitis  and  ovaritis  occur  without  any  affection  of  the 
parotid  gland,  wliich  are  causeil  by  the  same  ijoison.     This  foriij  of  the 
disease  is  very  serious ;  the  acute  inflammation  of  the  secreting  sub- 
stance of  the  testicle  often  leads  to  atrophy  of  the  organ.  ' 

The  incubation  period  of  mumps  is  usually  twenty-one  da>*s,  the 
extremes  being  fourteen  and  twcnt>'-fivc  days.  The  period  of  infection 
lasts  from  four  days  before  to  twenty-one  days  after  the  onset  of  the 
parotid  swelling.  ^| 

The  treatment  of  mumps  is  medical  rather  than  surgical.  It  coJ^B 
sists  of  rest  in  bed.  hot  fomentations  to  the  inflamed  glancis,  a  mild 
aperient  at  the  onset  of  the  fever,  with  salines  aftcn^ard,  fever  diet, and 
sub.setjuently  tonics  and  change  of  air.  In  the  ver>'  rare  event  of  an 
abscess  forming,  it  must  be  opened  as  soon  as  recognized,  as  in  the  case 
of  parotid  bubo. 

Salivation  by  mercury  or  other  sialogogues  may  excite  inflammation 
of  the  paroli<l 

Parotid  Bubo  {Suppumttife  Parotiditis). — A  diffuse  inflammation 
of  the  parotid  gland  usually  ending  in  suppuration  may  occur  as  a 
sequel  of  t>'phus  and  tj'^phoid  fever,  scarlatina,  measles,  and  also  of  any 
intraperitoneal  operation  and  peritonitis.  No  explanation  can  at  present 
be  given  of  the  ussociatinn  tif  this  secontlary  suppuration  with  opera- 
tions within  the  [>eriloneal  cavity ;  it  is  ]i(it  a  part  of  a  general  seplicc^ 
mia  or  pyeniia,  for  most  often  there  is  no  secondary  abscess.  It  usualK* 
occurs  in  one  parotid  only,  but  both  glands  may  be  afTccted.  The 
abscess,  if  unopened,  may  burst  externally,  or  it  may  open  into  the 
auditory  meatus  or  the  pharynx. 

Symptoms. — The  inflammation  of  the  parotid  causes  an  i]l-de5ncd 
swelling  below  and  in  front  of  the  ear.  The  skin  usually  becomes  red- 
dened, and  tile  edema  of  the  subcutaneous  tissues  leads  to  pitting  on 
pressure.  The  swelling  is  painful  and  tender  on  pressure.  The  tem- 
perature is  raised.  The  swelling  steadily  increases  and  becomes  bogg)'. 
and  at  length  fluctuation  can  be  detected.  If  the  abscess  is  small  and 
deep,  it  is  verj.-  difficult  and  may  be  impo.ssible  to  detect  this  sign,  and 
the  bursting  of  the  abscess  into  the  ear  or  the  thniat  may  be  the  first 
distinct  indication  of  suppuration.  The  inflammation  may  subside 
without  the  occurrence  of  suppuration. 

Treatment. — When  the  swelling  first  appears  there  i.s  nothing  to 
be  done  but  to  apply  hot  fomentations  (to  which  belladonna  or  opium 
may  be  added)  and  to  give  a  simple  purge.  As  soon  as  there  is  evi- 
dence of  suppuration^increa.scd  pain  and  tenderness,  increased  swell- 
ing, softening,  pointing,  or  fluctuation  of  the  swelling — the  pus  should 
be  liberated.  To  open  a  parotid  abscess  an  incision  \  inch  long  should 
be  made  in  a  transverse  direction  and  over  the  softened  area.  A  direc- 
tor must  then  be  forced  throuj^h  the  inflamed  gland,  and  when  pus  is 
seen  to  well  up  in  the  groove,  a  pair  of  dressing-forceps  is  gently 
thrust  into  the  abscess,  the  blades  opened  and  withdrawn.  Ry  usir 
Hilton's  method  we  are  able  to  secure  an  external  drain  for  the  puj 
and  the  patient  will  escape  without  the  entire  gland  suppurating, 
small  drain-tube  is  placed  in  the  abscess-cavity  and  a  hot  fomentati( 
applied,     The  prognosis  of  this  form  of  septic  inflammation  is 
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Tumors  of  the  Parotid. — The  tumors  of  the  parotid  gland  are 
of  two  chief  varieties — the  cnrapsuiai  and  the  infiitratiHg.  The  cncap- 
suled  tumors  are  of  slow  growtli,  cause  no  secondary  deposits,  and 
often  do  not  recur  after  removal.  They  cannot,  however,  be  spoken 
of  as  benign  growths,  for  if  neglected  they  assume  some  of  the  usua! 
characters  of  malignancy.  This  is  accounted  for  by  the  presence  of 
sarcomatous  elements  as  well  as  of  fibrous,  mucous,  glandular,  and 
cartilaginous  structures  in  them.  They  are  sometimes  classed  as  sar- 
comata, but  It  is  better  to  speak  of  them  as  mixed  parotid  tumors. 
The  infiltrating  tumors  arc  mostly,  if  not  always,  spHcroidal-cell  car- 
cinomata. 

Mixed  Parotid  Tumors. — These  tumors  usually  make  their  ap- 
pearance first  below  and  in  front  of  the  lobule  of  the  ear.  They 
grow  in  the  direction  of  least  resistance,  pushing  aside  the  gland  and 
the  vessels  and  ner\'ejj  within  it,  and  project  on  the  face.  They  are 
ovoid  in  shape,  with  a  more  or  less  lobed  surface,  and  often  have  a 
deep  process  dipping  down  behind  the  ramus  of  the  jaw,  but  they  can 
be  moved  over  the  jaw  and  upon  the  skull.  They  arc  generally  firm, 
but  softer  lobes  or  even  fluctuating  cysts  may  be  met  with.  Their 
growth  is  slow,  and  in  some  ca.scs,  after  attaining  a  certain  size,  they 
cease  to  enlarge ;  but  if  neglected  they  may  attain  a  great  size,  grow 
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down  into  the  neck,  and  project  into  the  pharynx,  interfering  with 
mastication  and  deglutition.  As  generally  seen  they  are  painless,  do 
not  interfere  with  the  movements  of  the  jaw,  and  do  ntit  cause  facial 
palsy;  the  patient  is  merely  troubled  by  the  disfigurement  of  the  con- 
.spicuous  tumor.  These  tumors  are  n>et  with  in  l)oth  sexes,  and  most 
often  between  the  ages  of  seventeen  and  thirty-five. 
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Struchir{.—T\iti  mixed  parotid  tumor  is  an  cncapsulcd  growth. 
Within  the  fibrous  capsule  very  varied  structures  are  found,  and  in 
very  difTerent  proportions  in  diflereut  aises.  Thus,  part  of  a  gi\'en 
tumor  will  consist  nf  fibrous  tissue,  and  then  part  will  be  of  spindlc- 
cell  snrconi.i.  In  some  cases  a  Ia,rge  part  of  the  tumor  consists  of 
hyaline  cartilage  with  typical  cartiiaffc -cells,  scattered  singly  or  in 
small  groups  without  capsules  through  a  clear  hyaline  matrix ;  and 
again  areas  of  mucous  tissue  and  of  glandular  tissue  closely  resem- 
bling the  parotid  itself  are  quite  common.  In  some  cases  cysts  arc 
present,  arising  from  dilated  acini  of  a  glandular  part  of  the  tumor. 

The  very  var>-ing  structure  of  these  tumors  accounts  for  the  differ- 
ent clinical  course  they  pursue,  and  the  presence  of  sarcomatous  ele- 
ments explains  their  occasional  recurrence  after  removal,  as  well  as 
their  continuous  enlargement  and  deep  growth  in  the  neck.  This  fact 
also  makes  it  impossible  to  range  these  tumors  under  any  one  of  tl 
usual  types  of  new-growths. 

Trfotmcni. — The  only  proper  treatment  is  tlic  excision  of  tl 
tumor.  This  sliould  be  undertaken  as  soon  as  the  nature  of  ihc 
swelling  is  recognized.  The  operation  consists  in  the  careful  enu- 
cleation of  the  whole  of  the  growth  without  injury  to  the  gland  in 
which  it  lies,  or  the  many  branches  of  nerve,  or  the  vessels  in  the 
gland.     It  needs  care  in  its  pL-rformancc.  ^ 

The  incision  is  generally  best  made  in  a  vertical  direction  over  tbcB 
tumor,  for  in  men  the  scar  is  then  hidden  by  the  whisker,  and  in  women 
too  it  is  less  conspicuous  than  is  a  transverse  scar.     If  the  long  axis 
of  the  tumor  is  transverse,  it  may  he  better  to  make  the  incision  in  this 
line,  wJiich  has  the  advantage  of  being  parallel  with  the  facial  nemi. 
The  incision  is  carried  carefully  down  to  the  capsule  of  the  tumor^ 
great  care  being  taken  not  to  divide  any  nerve.     With  a  blunt  di 
tor  the  capsule  of  the  tumor  is  then  separated  from  the  gland, 
care  being  taken  to  keep  close  to  the  tumor,  to  follow  every  outlying 
lobe  of  the  growth,  and  also  not  to  rujiture  the  capsule  anti  thereby 
possibly  infect  the  wound  with   livirig  tumor-elements.     The   tumor 
should  be  brought  out  entire,  unruptured,  and  uithout  any  portion 
of  the  gland  adhering  to  it     The  operation  is  usually  attentled  with 
trifling  hemorrhage.     Ever>'  bleeding  vessel  must  be  twisted  or  tied, 
and  the  wound  carefully  sutured  and  covered  by  a  collodion  dre^ng. 
If  the  tumor  hss  been  allowed  to  attain  a  great  size,  its  removal  is  more 
difficult,  and  several  large  vessels  may  be  met  with  and  have  to  be 
divided.     If  care  is  not  taken  in  this  ojx:ration  the  facial  nerve  is  divided, 
and  more  or  less  extensive  and  [lermancnt  facial  palsy  results. 

As  a  rule,  there  is  no  recurrence  of  the  tumor  if  removed  com- 
pletely and  before  it  has  attained  a  great  size.  The  earlier  these 
growths  arc  removed  the  better  the  prognosis. 

Carcinoma  of  the  parotid  is  a  disease  of  middle  and  old  age.  It 
begins  as  a  sm-tt),  finn  nodule  deep  in  the  gland,  gradually  spreads 
through  the  gland,  and  then  infiltrates  the  adjacent  tissues— the  cover- 
ings of  the  gland,  the  skin,  the  masseter  and  temporal  musclc.s,  the 
sternomastoid  and  deep  structures  of  the  neck  and  pharj'nx.  In  the 
form  of  the  softer  cellular  spheroidal  carcinoma  it  forms  a  rapidly 
growing  tumur,  while  in  the  more  fibrous  scirrhous  form  of  the  disease 
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it  is  harder,  less  bulky,  and  also  less  rapid  in  its  growth.  From  the 
first  the  tumor  is  fixed  in  the  gland,  and  it  quickly  becomes  immovable 
upon  both  the  jaw  and  the  skull,  and  interferes  more  and  more  with 
the  movement  of  the  jaw,  imlil  finally  it  prevents  mastication  entirely 
and  greatly  interferes  uitli  speech.  The  nerves  in  the  inland  arc  com- 
pressed and  destroyed  by  the  malignant  growth,  causing  severe  pain 
in  the  side  of  the  car  and  head,  along  the  distribution  of  tlie  auriculo- 
temporal nerve,  and  facial  palsy.  The  skin  over  the  tumor  becomes 
infiltrated  and  then  ulcerates,  and  profuse  dischar^re  and  sometimes 
hemorrliape  add  to  the  patient's  distress.  In  the  meantime  secondary 
deposits  of  cancer  appear  in  the  lymphatic  glands  in  the  neck,  and 
sometimes  in  the  lungs,  other  viscera,  and  the  bones.  Death  is  the 
inevitable  terminatif)n  of  the  case,  brought  about  by  the  combined 
effects  of  pain,  inability  to  take  food,  discharge,  and  blood-poisoning, 
or  more  directly  by  hemorrhage. 

The  diagnosis  of  this  disease  is  arrived  at  by  recognizing  the 
infiltrating  character  of  the  growth,  which  speedily  fixes  it  to  the 
surrounding  parts,  its  rapid  growth,  its  tendency  to  ulceration,  and 
the  occurrence  of  secondary'  tunmrs. 

Trratmrnt. — Attempts  have  been  made  to  deal  with  the  disease  by 
operation,  but  the  results  have  not  been  such  as  to  justify  repetition  of 
the  procedure.  Our  present  knowledge  permits  us  to  speak  only  of 
palliative  treatment  for  this  distressing  disease. 

Squamous  epithelioma  may  extend  into  the  parotid  gland  from  a 
primary  growth  in  the  pinna  or  the  skin  of  the  part,  or  from  a  second- 
ary growth  in  the  parotid  lymphatic  gland. 


SURGERY   OF   THE   SUBMAXILLARY   GLAND. 

WTiarton's  duct  is  the  most  frequent  seat  of  salivary  calculus 
(Fig.  8|.  C\  The  calculi,  which  are  composed  of  phosphate  of  lime 
with  some  ammonia  magnesium  phosphate,  are  usuatlyof  an  enlongated 
ovoid  form,  and  vary  in  size  from  an  oat  to  a  date-stone.  When  small 
they  lie  loosely  in  the  duct  and  maybe  pushed  along  it,  and  sometimes 
they  project  from  the  orifice  of  the  duct.  When  larger  they  become 
impacted  in  the  duct.  'I'his  impaction  is  generally  due  in  part  to  swell- 
ing of  the  wall  of  the  duct  excited  by  the  irritation  of  the  calculus. 
When  this  state  of  im|»action  is  present,  the  submaxillary  glaiul  of  the 
same  side  swells  and  becomes  painful  and  tender  at  each  meat,  sub- 
siding in  the  intervals  between  meals.  There  is  swelling  of  the  nmcous 
membrane  over  the  duct,  and  the  calculus  can  be  more  or  less  distinctly 
felt-  A  purulent  discharge  may  be  .seen  exuding  from  the  orifice  of 
the  duct.     Occasional!)'  suppuration  occurs  around  the  calculus. 

The  treatment  consists  in  making  an  incision  into  the  duct  and 
removing  the  calculus.  Unless  the  incision  is  made  of  sufficient  length 
along  and  into  the  duct  the  extraction  of  the  stone  is  difficult  and 
jiainful. 

The  submaxillar)'  glands  arc  often  involved  in  the  direct  extension 
of  epithelioma  of  the  mouth,  or  in  extension  from  lymphatic  glands 
infected  by  epithelioma  of  the  tongue.  The  glane!  is  occasionally  the 
seat  of  mi.xed  tumors  similar  to  those  met  with  in  the  parotid  gland. 


CIIAPTUR     V. 
SURGERY  OF  THE  ESOPHAGUS. 


Anatomical  Considerations.— Tlie  esophagus  is  a  hollow 

culonienibranijiis  tube  about  lo  inches  in  length.  It  begins  at  the 
termitiiition  of  the  pharynx,  at  Uic  level  of  the  lower  border  of  the 
cricoid  cartilage,  and  opposite  the  body  of  the  sixth  cer^'ical  vertebra; 
it  terminates  in  the  stomach,  opposite  the  body  of  the  tenth  dorsal 
vertebra.  In  its  descent  the  esophagus  describes  two  Lateral  and  one 
anteroi»osterior  curves.  At  its  commciiccnicnt  it  is  situated  in  front  of 
the  middle  line  of  the  bodies  of  the  vertebrrc.  It  then  deviates  to 
the  left,  and  at  the  root  of  the  neck  is  about  |  inch  to  the  left  of 
the  median  line.  It  gradually  returns  to  the  median  line,  which  it 
reaches  about  opposite  the  body  of  the  fifth  dorsal  vertebra,  whence  it 
descends  in  this  hne  to  the  level  of  the  ninth  dorsal  vertebra,  bclowr 
which  it  again  deviates  slightly  to  the  left  and  passes  through  the 
diaphragm.  The  anteroposterior  deflection  is  caii.scd  by  thf  natural 
curvature  of  the  spinal  column,  the  upper  part  of  the  esophagus  being 
carried  forward  by  the  anterior  coi»vexity  of  the  cervical  portion  of  the 
column,  and  then  backward  as  it  passes  into  the  anterior  concavity  of 
the  dorsal  part  of  the  colunm. 

Caliber.— The  esophagus  is  the  narrowest  portion  of  the  alimentary 
canal ;  its  average  internal  diameter  being  about  J  inch.  There  are, 
however,  three  constricted  portions — one  opposite  tne  cricoid  cartilage, 
one  at  the  point  wliere  it  is  cros.sed  by  the  left  bronchus,  and  one  where 
it  passes  through  the  diaphragm.  These  constricted  portions  have  an 
internal  diameter  of  about  i  inch;  this  was  determined  by  Moulton. 
who  with  plaster  of  Paris  obtained  a  cast  of  the  esophagus  ;//  si/».  By 
forcible  dilatation  the  diameter  at  the  constrictions  can  be  increa.<;ed  to 
about  j  inch,  and  in  the  rest  of  the  canal  to  about  i  h  inches. 

Attachments. — The  esophagus  is  loosely  attached  to  the  surround- 
ing structures  by  connective  tissue,  except  where  it  passes  through  the 
diaphragm  and  at  its  termination  in  the  stomach ;  hence  but  little 
trouble  is  experienced  in  passing  bougies  into  the  .stomach,  as  the 
curvatures  of  the  esophagus  readily  straighten  out  before  the  instru- h 
ment.  H 

Relations. — In  the  neck  the  esophagus  is  in  relation,  in  front,  wnth 
the  trachea,  the  posterior  surface  of  the  left  lobe  of  the  thjToid  gland. 
the  left  recurrent  lar>'ngeal  nerve,  branches  of  the  left  inferior  thyroid 
vessels,  and  the  carotid  sheath ;  posteriorly,  with  the  vertebral  column, 
the  left  longus  colli  muscle,  and  the  prevertebral  fascia ;  on  the  left 
side,  with  the  common  carotid  and  subclavian  arteries,  the  inferior  thy- 
roid vessels,  and  the  thoracic  iluct ;  on  the  right,  with  the  common 
carotid  artery  and  the  recurrent  laryngeal  nerve.     In  the  chest  it  is 
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relation,  in  front,  with  the  trachea,  the  left  common  carotid  and  left  sub- 
clavian arteries,  the  transverse  portion  of  the  arch  of  the  aorta,  the  left 
bronchus,  the  posterior  surface  of  the  pericardium,  and  the  left  pneu- 
mogastric  nerve;  behind,  with  the  vertebral  column,  the  longus  colli 
muscles,  the  thoracic  duct,  the  third,  fourth,  and  fifth  ripht  intercostal 
arteries,  the  right  pneumogastric  ner\'e,  the  vena  azyfjos  minor,  and, 
near  the  diapliragm.  the  descending  aorta ;  on  the  left  side,  with  the 
thoracic  aorta  and  the  pleura ;  on  the  right  side,  with  the  vena  azygos 
major  and  the  pleura,  the  right  pleura  being  more  intimately  associated 
with  it  than  the  left. 

Blood-  and  Nerve-supply. — The  blood-supply  to  the  esophagus  is 
derived  from  the  esophageal  branches  of  the  inferior  thyroid  arteries, 
thoracic  aorta,  and  the  intercostal,  gastric,  and  left  phrenic  arteries. 
The  veins  empty  into  the  vena:  azygos  major  and  minor.  The  nerve- 
supply  is  derived  from  the  pneunmgastric  and  the  sympathetic.  The 
lymphatics  empty  tntn  the-  ]M).sti.Tior  mediastinal  glands. 

Injuries  of  the  Esophagus. — Injuries  of  the  esophagus  are 
divided  into  two  clxf-scs,  internal  and  external.  The  former  class  is 
much  more  common,  because  the  e.sophagus  is  so  surrounded  by 
important  structures  that  injuries  from  without  arc  generally  so  associ- 
ated with  injuries  of  other  tissues  that  the  esophageal  wound  is  of 
secondary  importance-  However,  a  few  cases  are  recorded  in  which 
the  injury  to  the  esophagus  from  external  causes  was  unaccompanied 
by  severe  injury  to  other  structures.  Injuries  from  within  are,  as  a 
rule,  much  less  serious  than  those  of  external  origfin. 

Injuries  of  internal  origin  may  be  divided  into  incised,  lacerated, 
and  punctured  wounds,  bums,  and  scalds.  The  wounds  are  generally 
caused  by  foreign  bodies  which  have  been  swallowed  accidentally, 
although  there  are  on  record  numerous  cases  in  which  professional 
sword- swallowers  have  punctured  the  walls  of  the  esophagus.  Missiles 
from  fire-amis,  the  incautious  use  of  extracting  and  exploring  instru- 
ments, and  articles  used  in  juggling,  have  also  been  responsible  for 
esophageal  wounds.  The  mo.st  frequent  source  of  internal  wounds  is 
found  in  foreign  bodies,  such  as  spicula  of  bone,  plates  with  teeth 
intact,  metallic  bodies,  pieces  of  china,  etc. 

In  cases  where  the  foreign  bodies  are  not  extracted,  ulceration  of 
the  esophageal  wall  follows,  usually  with  rupture  of  the  gullet  into  the 
mediastinum,  trachea  or  bronchi,  the  lungs,  the  pericardium,  the  pleura, 
the  aorta  or  other  lai^  blood-vessels ;  Andrews  has  reported  one  case 
in  which  there  was  penetration  of  the  heart. 

Complications. — The  complications  which  attend  intema!  injuries 
of  the  esophagu.s  depend  upon  the  extent  of  the  wound  and  the  struct- 
ures which  may  be  affected  at  that  time  or  into  which  penetration  may 
occur  as  a  consequence  of  ulceration.  The  pleural  sac,  the  pericar- 
dium, the  bronchi,  and  other  structures,  are  often  wounded  at  the  time 
the  injury  is  received.  One  case  is  recorded  in  which  an  insane  person 
forced  the  handle  of  an  explosive  toy  into  the  gullet  with  such  force 
as  to  fracture  the  fourth  rib  at  its  vertebral  articulation.  Occasionally 
a  pcri<*sophageal  abscess  may  form  and  burrow  in  the  soft  structures 
of  the  neck,  as  the  following  case,  which  occurred  in  the  author's  prac- 
tice, will  illustrate.    Mrs.  B..aged  sixty-six  years,  while  in  good  health. 
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swallowed  a  small  fish-bone.  She  complained  of  a  sticking  sensation 
in  the  ripht  side  of  her  throat,  opposite  the  thyroid  gland.  Several 
days  afterward,  a  red,  tender,  emphysematous  swelling  appeared  on  the 
right  side  of  the  neck.  An  incision  was  made  over  the  most  prominent 
point  in  the  enlargement  and  a  consiilerable  amount  of  ofTensjvc  pu* 
liberatetJ.  The  abscess-cavity  extended  behind  the  right  lateral  lobe 
of  the  thyroid  gland  and  communicated  with  the  esophagus,  the  outer 
wall  of  which  had  sloughed,  allowing  the  escape  of  gas  into  the  tissues. 
The  fish-bone  was  not  found.  The  wound  was  drained.  A  fistulous 
tract  persisted,  through  which  liquid  food  taken  by  the  mouth  escaped 
The*  patient  died  of  exhaustion. 

Wounds  of  external  origin  are  generally  associated  with  injury  to 
some  of  the  surrounding  structures.  They  have  been  caused  by 
missiles  from  fire-arms,  the  horn  of  an  ox,  foils,  swords,  knives,  daggers, 
used  either  intentionally,  accidentally,  or  with  suicidal  intent.  Fre- 
quently there  is  associated  injury  to  the  air-passages  and  large  blood* 
vessels  of  the  neck.  The  wound  in  the  gullet  may  affect  any  portion 
of  the  wall,  or,  in  rare  instances,  entirely  sever  the  esophagus.  The 
complications  de|)cnd  entirely  upon  the  other  structures  involved :  in 
most  instances  they  are  more  important  tlmn  the  esophageal  in}ur>'. 

Burns  and  scalds  may  be  caused  by  swallowing  any  very  hot  liquid 
or  chemicals  which  have  an  cscharotic  action.  Injuries  of  this  class 
commonly  occur  as  a  result  of  swallowing  corrosive  chemicals  with 
suicidal  intent,  although  they  may  be  caused  by  accidentally  drinking 
hot  liquids  or  t.aking  chemicals  by  mistake.  The  following  case  is  of 
esjjecial  interest,  since  it  shows  the  extent  of  some  of  these  injuries. 
The  patient  drank  corrosive  sublimate,  mist^xking  it  for  whiskey ;  had 
burning  sensation,  with  intense  nausea  and  marked  dysphagia.  Eleven 
days  later  the  mucous  and  submucous  coats  of  the  esophagus  and 
stomach,  with  some  muscular  fibers  of  the  former,  were  ejected.  The 
esophageal  portion  of  the  cast  was  unbroken,  but  the  gastric  portion 
was  somewhat  torn.  Hemorrhage  was  very  severe  for  thirty-six 
hours,  but  then  subsided.  Cicatricial  contraction  took  place,  and  in 
thirty-four  days  occlusion  to  within  4  inches  of  the  stomach  was  com- 
plete. The  patient  died  two  months  after  the  accident.  (Reported  by 
J.  C.  Brown.) 

Symptoms. — The  symptoms  of  esophageal  injuries  which  arc  of 
internal  origin  are  more  or  less  severe  and  marked  according  to  the 
amount  of  injury  inflicted.  In  mere  abrasions  of  the  mucous  sur£ue, 
there  will  be  slight  pain  during  deglutition  and  the  sensation  of  the 
presence  of  a  foreign  body.  If  the  injury  be  more  extensive,  there 
will  generally  be  .some  bleeding,  which  may  cause  a  cough  with  ex- 
pectoration of  blood;  or  there  will  be  vomiting  of  blood  which  has 
found  its  way  into  the  stomach.  When  there  is  invoh'cment  of  the 
surrounding  structures,  the  symptoms  will  be  markedly  increased  in 
severity.  With  involvement  of  a  large  blood-vessel,  the  symptoms 
will  be  those  of  internal  hemorrhage ;  with  Involvement  of  the  trachea 
or  bronchi,  there  will  be  cough  and  expectoration  of  blood,  food,  and 
mucus;  with  involvement  of  the  pleura  or  pericardium,  there  will  be 
decided  collapse.  In  all  cases  there  is  pain,  distress,  marked  thirst, 
and  dysphagia.     Dyspnea  will  at  times  be  prominent 
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With  injuries  of  external  origin,  there  will  be  pain,  nervousness, 
anxiety,  distress,  dyspnea,  thirst,  hiccough,  with,  at  times,  the  escape 
of  gas,  mucus,  blood,  .stomach -contents,  etc.,  these  symptoms  var>"ing' 
grcally  with  the  degree  of  involvement  of  the  surrounding  structures. 
At  times,  there  arc  but  few,  if  any.  symptoms  which  will  call  attention 
to  the  esophagus,  the  diagnosis  of  esophageal  injury  in  these  cases 
being  made  post-mortem.  In  contusions  which  involve  the  gullet. 
there  is  usually  tumefaction  over  the  point  of  injur)',  with  dysphagia 
and  dyspnea,  and  later,  signs  of  inflammation  and  abscess. 

Diagnosis. — The  diagnosi'i  of  internal  injuries  of  the  esophagus  is 
generally  niatJe  from  the  history  of  the  case,  tlie  extent  of  the  injury 
being  .surmised  by  the  size  of  the  foreign  body,  or  the  chemical  or 
liquid  cau.'iing  it.  Pain  on  deglutition,  the  sensation  of  an  impacted 
foreign  body,  dysphagia,  and  regurgitation  of  blood,  add  to  the  cer- 
tainty of  the  diagnosis. 

In  external  injuries  the  diagno.sis  is  generally  self-evident,  as  there 
will  be  escafjc  of  stomach-contents,  liquids  which  are  swallowed,  etc., 
through  the  wound.  In  some  cases,  however,  the  escape  of  food 
through  the  external  wound  may  not  imply  involvement  of  the  esoph- 
agus, as  food  may  pass  from  the  pharynx  into  the  larj-nx  and  trachea 
and  be  voided  through  an  opening  in  the  latter  structure. 

Prognosis. — The  prognosis  depends  upon  the  cause  and  extent  of 
the  injury.  If  the  wall.s  of  the  esophagus  be  but  little  injured,  they 
will  rapidly  heal  with  the  part  at  rest,  and  the  only  cause  for  an  unfav- 
orable prognosis  will  be  the  possibility  of  the  formation  of  a  stricture 
from  the  contraction  of  cicatricial  tissue.  When  the  injury  is  due  to  a 
foreign  body  which  has  remained  im[>acted.  the  prognosis  must  be 
guarded.  The  ultimate  outcome  will  dei>encl  ujion  the  succc-is  or 
failure  of  the  procedures  taken  to  remove  the  body.  When  the  esoph- 
agus has  been  injured  by  poisonous  or  cscharotic  liquids,  the  prognosis 
will  depend  largely  upon  the  effect  of  the  liquid  on  the  general  system. 
Locally  tJierc  will  generally  be  cicatrization  with  stricture,  hence  the 
prognosis  nuist  be  guarded. 

Treatment. — The  treatment  of  internal  injurifes  of  the  esophagus 
consists  of  rest  nf  the  gullet  and  mu.scles  of  the  neck,  in  order  thai  the 
mucous  membrane  may  have  an  opportunit>^  to  recover.  For  this 
reason,  rectal  alimentation  should  be  practised  for  a  few  days  until  the 
esophagus  has  sufficiently  recovered  to  allow  food  to  pass  through  it 
without  increasing  the  deleterious  effect  of  the  injui^'.  If  irritating  or 
caustic  liquids  have  caused  the  injur)',  substances  which  will  neutralize 
the  poison  and  lessen  its  concentration  should  be  administered.  I-argc 
quantities  of  water  should  also  be  given,  and  immediately  removed 
from  the  .stomach  cither  by  the  stomach-pump  or  by  emesis. 

In  wounds  of  external  origin  the  course  of  treatment  will  largely 
depend  upon  the  extent  of  the  injury  to  the  c-sophagus  and  the  com- 
plications which  arise  from  involvement  of  the  surrounding  structures. 
If  the  wound  in  the  esophagus  be  clean  cut,  it  may  be  closed  at  once, 
if  the  general  condition  of  the  iralienl  will  allow.  The  wound  in  the 
superficial  ti.ssues  may  also  be  closed,  if  it  be  thought  that  the  struct- 
ures can  be  rendered  aseptic  ;  otherwise,  a  part  of  the  superficial  wound 
should  be  left  open,  to  permit  sufficient  drainage  if  suppuration  should 
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occur.  Nothing  but  very  small  quantities  of  liquid  food  should  be 
(Tix'en  by  l!ic  mouth  for  at  least  a  week,  the  strength  of  the  luticnt 
bcinjj  largely  maintained  by  rectal  alimentation.  When  the  wound  in 
the  gullet  is  ragged,  it  cannot  be  closed. 

Where  there  is  a  ragged  wound  of  the  esophagus,  it  is  good  surgciy 
to  create  a  fistula  through  which  food  may  be  administered.  At  all 
times  careful  attention  must  be  given  to  the  patient's  general  condition. 
If  rectal  alimentation  will  not  .'*uflicc,  small  quantities  of  non-irritating 
liquid  food  may  be  administered  by  the  mouth  or  through  the  fistulous 
tract.  Extreme  thirst  may  be  allayed  by  rectal  injections  of  wann 
water  or  wann  salt  solution,  or  small  pieces  of  ice  given  by  the  mouth- 
When  a  fistulous  tract  persists,  it  may  be  subsequently  closed  by  such 
surgical  procedure  as  each  ca.'ic  may  suggest. 

Rupture  of  the  esophagus  is  a  very  rare  occurrence.  Ash- 
hurst  credits  Mackenzie  wtth  having  tabulated  13  cases,  and  Purslow 
with  having  reported  i  case.  Kitz  has  collected  all  reported  cases 
of  so-called  Kjioiitaneous  ruptures  of  the  esophagus,  the  first  of 
which  was  reported  by  Borhaavc  in  1724;  they  were  9  in  number.  7 
of  which  he  thinks  were  not  spontaneous,  but  caused  by  some  dis- 
ea.<!ed  condition  of  the  esophagus.  Zenker  and  von  Ziemsscn  discredit 
the  2  cases  claimed  by  Fitz  as  having  been  spontaneous,  claiming  that 
lesions  present  before  the  time  of  rupture  were  directly  responsible  for 
the  same.  Patek.  while  a  resident  at  tlic  German  Hospital.  Philadel- 
phia, reported  a  case  which  he  claims  was  of  a  truly  spontaneous  char- 
acter. This,  it  seems,  is  the  only  case  so  far  reported  in  which  the 
spontaneous  character  of  the  rupture  has  not  been  questioned.  The 
history  of  this  case  is  as  follows : 

F.  H..  ■  lirnniin  Kgeii  thirty  tw<i  ycar\  wii»  ■dniillml  to  the  ticmutn  Hospilal,  PhiUdd- 
pUa,  where  he  kkvc  ihc  folIuwirvK  history  :  Itc  hart  always  pnjnycd  good  hnillh.  ncvrr  had 
any  nrmptums  of  dyMJcpoia,  and  had  iii^C  taken  any  mediciue  fur  a  long  time.  Nonr  of  hn 
UBOCMtes  hftd  ev<r  heard  him  complnin  of  any  sirkiins  whatever.  Shonlr  after  bavia|[ 
calen  of  his  tccund  hcnvy  mtaJ  of  ihe  liay,  h«  coiauUicml  of  a  suddra  Kiue  uf  fulncu  la 
the  epi|;&sinuni.  FeelinR  nauseaicd,  he  endeavored  to  vomil,  when  he  felt  a  sudden  atUcl 
of  pain,  and  exclaimed  ihal  aDinelhing  had  hrukrri.  He  imtnedialeir  wenl  into  coltapw 
with  a  fcHile,  running  jralse.  rotd  bureal,  pallor,  and  intense  agony.  Trie  pain  wa&  referrwl 
lo  the  >l(>Duii;h  and  back.  On  admisnon  (o  the  botpjul  ibe  paiienl  wa«  markedly  cyaooted ; 
orthopiint  was  ginifinunceil ;  the  pulse  was  alransi  inpcrceplible ;  ami  (he  surface  of  the 
body  was  cold.  The  phyti'Cal  *ign»  showed  emphynenna  of  the  neck,  dulne^n  posteriorfy 
due  to  nn  exlemive  efTusiuii  into  (he  left  pleural  cavity,  atid  u  tynipAuitic  nule  antenorty  tin 
perenuion  over  the  npper  lobe  of  the  left  lun|;.  An  autopsy  wa»  held  four  hours  afitr 
deatli. '  Much  gas  escaped  when  the  left  pleural  eavily  wai  ui>ened.  llie  left  plenral  cavity 
contained  a  large  quiincity  of  a  t^umous,  hrowniiih  fluid,  and  [wrticleii  of  nndigrsted  food. 
On  the  left  side  of  IJie  ojirdiac  extremity  *<{  the  canphagu*.  juM  above  the  diapbngnu  a  Ion 
gitndinal  rent,  about  I  inch  in  length,  was  discovernl.  The  linger  introdaced  into  iht 
opening  entered  the  »tt>nucli,  and  ute»ute  upon  ihc  Monuich  forved  fluid  tnaltei  into  ibe 
plcaral  cavity  through  the  rent.  Tu  esophagus,  with  the  stomach  kttached,  was  reawred. 
A  thorough  cxaminalioii.  macra«co|Hc  as  well  as  microscopic,  was  made,  which  showed  Otc 
Iblluwing  conditions:  The  mucous  membrane  of  the  eso|)rtagiis  was  smooth  and  |{li«teninf;. 
and  in  every  re!>pcct  perfectly  normal  ;  the  Mntnach  wan  in  the  name  rnndition  ;  the  eilge^ 
of  Uie  esophageal  rent  were  clearly  defined ;  tbeie  was  no  sign  of  ulceration  of  the  mnc«w* 
mcnibmne,  with  the  dccrptiiin  of  n  very  nnnll  round  nrra  a  {  inch  in  diameter,  which 
seemed  to  be  devoid  of  epithelium,  and  was  opposite  the  line  of  rupture.  Ante-marteHi 
and  post  mortem  maceration,  from  cuntait  with  ide  gaslrii;  timlrnti,  would  be  sufficient  >o 
explain  this  abnormal iiy. 

In  all  of  the  other  cases  of  sup(>osed  spontaneous  rupture  of  the 
esophagus  there  were  signs  of  ulceration,  stricture,  pathologic  growth. 
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esophagomalacia,  etc..  which  must  have  weakened  the  resisting  powers 
of  the  esopha^jeal  walls.  Violent  vomitinj;  in  such  cases  is  apt  to  be 
followed  b)'  rupture  of  the  organ,  owinjj  to  the  lessened  resistance  in 
conjunction  with  the  vis  a  Urgo  exerted  b)'  the  stomach  in  the  endeavor 
to  empty  itself. 

The  symptoms  of  rupture  of  the  esophapus  arc  sudden  marked  pain 
in  the  epigastrium  referred  to  the  back,  dvspnea.  orthopnea,  running, 
feeble  pulse,  suppression  of  urine,  cyanosis,  and  interstitial  emphysema. 


Flu.  9s. — Rupture  n\  tlip  RtophaEos. 

The  prognnosis  is  always  unfavorable,  on  account  of  the  impo.s.<iibiI- 
ity  of  effecting  any  treatment  wJiich  would  prove  of  value. 

The  treatment  should  aim  to  relie\'c  the  main  symptoms  as  they 
arise,  and  thus  make  the  {latieiU  as  conifi>rlable  as  possible. 

Rupture  of  tlie  esophagus  from  extL'rn;il  causes  may  occur  as  a 
rc-Sult  of  ulcenition  nf  the  wall  due  tn  encroachment  of  mcdiasliEial 
growlh.s  or  aneurysms  t»f  the  aorta.  Patek  ha.s  also  re[)orted  the  fol- 
lowing ca.se :  The  patient  was  admitted  to  the  German  Hospital  witli  a 
severe  cough.  The  pulse  was  good  and  equally  strong  on  both  sides. 
The  pupils  were  equal,  dysjjnea  was  sliyht.  and  there  was  no  dj*s- 
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phagia.  A  pulsating  tumor  which  produced  slight  bulging,  but  no 
bruit,  was  detected  upon  the  right  side  of  the  chest.  The  patient  wi* 
found  dead  in  bed  u  short  time  after  he  hnd  been  walking  around  the 
room.  The  post-mortem  examination  showed  the  abdomen  to  be  dis- 
tended, and  dulness  over  the  area  of  the  stomach.  An  ancuryMn  of 
the  ascending  portion  of  the  arch  of  the  aorta  was  found.  The  desceo<fine 
portion  of  the  arch  of  the  aorta  showed  another  aneiir>'3m.  The  latter 
was  filled  with  soft  clots  and  opened  into  the  esophagus.  The  dilatci! 
stomach  was  opened  ///  situ,  where  a  clot  the  exact  mould  of  the  stom- 
ach was  found.  The  aneury>m  of  the  clc-^cending  portion  of  the  arch 
had  ulcerated  Into  the  esophagus  .ind  ruptured  into  it.  ^^ 

Foreign  Bodies  in  the  Esophagus.— Foreign  bodies  are  of' 
significance  only  when  they  become  [impacted  more  or  less  permanently. 
Foreign  bodies  lodged  in  the  esophagus  will  temporarily  cause  annoy- 
ance while  they  remain  in  silu  ;  but  as  they  soon  pass  into  the  stomach 
or  ore  ejected  by  cnicsis,  they  play  a  small  role  in  esophageal  affections. 
Permanently  impactcil  bodies  which  require  .surgical  interferL-ncc  are  of 
more  moment,  and  arc  so  frequently  seen  that  they  form  the  largest 
class  of  surgical  affections  of  the  esophagus.  , 

The  tUQcrent  UkIick  wliicli  niny  becomr  l(Mlg»l  in  thr  maphagas  ioclude  almost  rvcfj- 
thing  thnt  can  imss  itun  itie  pharynx.  J.  Sulis-Cnhen  has  given  the  following  revtwd  Idf 
prepare*!  Iiy  !*i>u1e[ : 

*•  AnimiUf. — Leeches,  fijihea,  .salamiLnders,  mice,  eeK,  frogs,  iKxriilnt  IttinbrinMdeA. 
(a;ni:e.  hydatids. 

"  Inanimaif.  O'xafirr. — Beef  bmieK,  n.ihbanes,  uliief  fouJ  bui)e.s  iui!)al  bones,  venreublc 
»eque>lra,  piercer  at  mi-al  nnrl  vegetables,  fruits  and  liemels  pi^tnrnes  pieees  of  wood  ud 
grain,  lung.  Itaii,  cyg.  cork,  irumb.  kpun^es,  spindle,  dumiiiues,  vioUupc}^,  confitfi,  nkf^ 
flute.  Ntoppcr,  Icclh,  dental  plaie->,   masKes  of  rvRf,  fenlliers,  tobacco. 

"  /HorgaMu. — I^jiH,  nccdlo,  ucn».  coin».  tUt  and  tuuud  bodies  (child's  mDcer,  i 
toys,  denial  pUlCs,  nrtificiaJ  teeth  (Rit^tnlHc),  palate  oblunitoT,  knives,   sci&sont, 
mors,  blitde*,  kword-blades,  forks,   spoon*,  rings,  buttons  buckle*,  key*,  pebblei, 
vial.s,  pieces  of  stone  or  brieic,  thcrmunieler!-,   bullets,    bullrts  (rum  prDJei-'tilc^  har^ 
of  pi>t«,  ey'-gl«'^*ei>,  biitrher"*  hone,  Iron  file,  bra.ta   chains,    lead   seftis,   ltit»e<i    and 
sounds,  piaster,  padlocks,  Ash-houks,  sucking -bottle,  beads,  diamonds,  lable-ndlers, 
wire,  meat-itlccweM.  tin  tag*  from  tobacto." 


The  main  significance  of  the  body  impacted  depends  upon  its 
and  shape.      With  large  bodies  there  will   be   marked  difficulty 
swallowing,  and  hence  it  will  be  most  difficuSt  to  nourish  the  paiirn 
Irregular  or  sharp-pointed  bodies  are  liable  to  puncture  the  walU  of 
the  esophagus  and  produce  complications  most  difficult  to  treat 

Foreign  bodies  are  more  frequently  found  in  the  esophagus  of  the 
very  young  and  of  the  in.sane.  Other  conditions  predisposing  to  this 
affection  are  loss  of  teeth,  paralysis  of  the  muscles  of  the  face.  Iqis. 
tongue,  pharynx,  and  esophagu.s,  various  inflammatory  conditions  of 
the  postbuccal  re^on,  and  .strictures,  growths,  and  malformations  of 
the  esophiigiis. 

Foreign  bodies  usually  lodge  at  one  of  three  points :  opposite  the 
cricoid  cartilage,  where  the  left  bronchus  crosses  the  gullet,  or  at  the 
point  where  the  esophagus  passes  through  the  diaphragm.  At  these 
three  places  the  caliber  of  the  esophagus  is  smaller  and  less  dilatable 
than  is  the  rest  of  the  canal. 

The  symptoms  caused  by  foreign  bodies  vary  greatly.  There  is 
generally  a  feeling  that  something  is  stuck  in  the  gullet,  and  some 
slight  nausea.     In  more  severe  cases  there  will  be  vomiting,  marked 
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pain  on  deglutition,  dyspnea,  dysphagia,  aphagia,  and  hemorrhage  if  there 
be  any  laceration  of  the  walls  of  tht:  esophagus.  These  symptoms  are  not 
at  all  constant.  Calvert  reports  a  case  in  which  a  tooth-plate  had  been 
impacted  in  the  esoph.tgus  for  eight  months,  with  scarcely  any  symp- 
toms. Bowley  reported  a  case  for  Marsh,  in  which  a  child  of  three 
and  one-hatf  years  retained  an  impacted  coin  in  the  esophagus,  without 
any  symptoms  except  slight  nausea.  Lenmistre  has  cited  a  case  in 
which  an  infant  of  six  months  swallowed  a  leaden  brooch.  It  lodged 
just  below  the  cricoid  cartilage,  wlica-  it  was  found  and  removed  by  a 
lateral  esoph.igotomy  fourteen  diiy.s  after  the  accident  had  happened. 
Rut  few  symptoms  had  presentecl  themselves.  The  author  removed 
from  the  esophagus  of  an  insane  man,  by  left  lateral  esophagotomy,  a 
plate  which  contained  five  artificial  teeth.  The  only  indications  of  the 
condition  were  tljc  absence  of  the  false  teeth  and  inabilit)*  to  feed  the 
patient.  The  operation  was  performed  fourteen  clays  after  the  occur- 
rence of  the  accident.  In  severe  cases  the  symptoms  may  be  most 
intense  and  speedily  lermin.ilc  in  ileath. 


FK.  93, — Poteilpi  bodj'  (penny]  In  the  oophoEu*- 

Complications  depend  upon  the  size  and  character  <>f  the  impacted 
body.  U  it  rcni.iin  in  situ,  ulceration  of  the  esophageal  wall  will  follow, 
with  rupture  of  the  wall  and  involvement  of  the  pleura  or  mediastinal 
spaces.  The  foreign  bod)'  may  puncture  the  wall  and  enter  any  of  the 
viscera  in  close  proximity.  Calvert  reported  a  case  where  one  flange 
of  a  tooth-plate  ulcerated  into  the  thoracic  aorta. 

Silver  cUes  a  case  in  which  death  resulted  from  pericarditis.  It  was 
found  that  part  of  a  plate,  with  three  or  four  teeth  attached,  u-as  lodged 
partly  in  the  esophagus  and  ]>artly  in  the  pericardial  cavity  (Maylard). 
Perforation  may  take  place  into  the  trachea,  bronchi,  the  pleural  cavi- 
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ties,  or  any  of  the  large  blood- vessels  in  close  proximity.  UIcerattoB 
may  end  in  absccss-forniiili<»ri  which  may  oixrii  externally,  with  result- 
ant esophageal  fistula.  IndiiMtiun  of  the  structures  surrounding  cbc 
gullet  may  occur,  with  complications  arising  from  involvement  of,  ur 
encroachment  upon,  the  adjacent  orj^ans. 

Dlag^nosis. — With  the  present  knowledge  of  the  Rontgcn  rav-s  the 
diafjnosis  of  certain  forcii^n  bodies  in  the  esophayus  is  remarkably  ea>y. 
if  these  rays  can  be  applied.  With  the  flmtrfjscofie,  one  has  little  liii- 
ficulty  in  locating  the  body  and  determining^  the  size  and  shajie  uf  ihc 
same.     When  a  picture  of  it  can  be  obtained,  there  is  no  difliculty  in 


FjiJ.  94.— FotcljB  body  (tin  whbtle)  in  the  cM>p)i;igus.  . 

carefully  studying  the  *;i7.e,  shape,  and  location  of  the  body,  and  at 
once  determining  the  plan  of  treatment.  With  bodies  which  allow  the 
Rontgcn  rays  to  p;iss  through  ihem  the  fluornscope  is,  naturally,  of 
no  value  in  diagnosis.  In  these  cases  one  must  rely  on  the  history-  of 
the  case,  antl  palpation  through  both  the  pharyn.v  and  the  tissues  of  the 
neck.  I-arge  bmlies  may  readily  be  recognized  by  lateral  pressure  on 
the  sides  of  the  neck.  At  4ilher  tiiTies  thty  can  tx:  felt  by  intruducitig 
the  finger  into  the  phar\'nx.  If  a  mass  cannot  be  distinguished  by 
manual  palp;ition,  resource  must  be  had  to  the  probang  or  bougie. 
With  these  instruments  the  body  caw  <'fien  be  located,  and  at  time* 
dislodged.  If  there  be  much  tnucus  in  the  esophagus  the  in.strumcnt 
is  liable  to  glide  |)ast  the  nbstruction  and  enter  thi.-  stomach,  ^ving  the 
impression  that  the  body  has  pas.sed  downward.  If  such  were  llic 
case,  all  of  the  more  prominent  symptnnis  would  at  once  subsiile  If 
they  persist  after  the  bougie  has  passed  into  the  stomach,  the  proba- 
bilit>'  is  that  the  foreign  body  still  remains  in  the  csophajjus.  but  that 
it  is  covered  either  with  mucus  or  even  by  a  fold  of  mucous  mem- 
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branc.  as  m  a  case  quoted  by  J.  SoHs-Cohen.  When  the  bougie  is 
passed,  it  should  be  carefully  graduated  in  order  to  find  the  exact 
location  of  the  botly.  When  these  means  fail,  the  diagnosis  must  be 
made  entirely  from  the  symptoms — difficulty  of  deylutilion.  nausea, 
erncsis,  etc. — most  of  which  will  increase  in  scvcrit)'  if  the  obstruction 
remain.  Other  cases  will  give  but  few  symptoms,  and  there  will  be 
much  doubt  in  regard  lo  a  correct  diagnosis.  Hsophagoscopy  may 
be  tried.  Von  Hacker  is  said  to  have  seen  an  impacted  bone  as  low 
in  the  esophagus  as  the  bifurcation  of  the  trachea.  Von  Hacker  used 
the  panelectrascopc.  He  has  also  reported  diagnosis  of  foreign  bodies 
by  means  of  the  cicctro-endoscopc. 

Prognosis. — The  prognosis  in  cases  of  foreign  bodies  in  the  esoph- 
agus must  always  be  guarded  as  long  as  the  body  remains  impacted. 
If  the  object  be  large,  the  ]]rognosis  must  be  very  unfavorable.  In 
the  latter  instances  death  may  follow  rapidly  through  ulceration  and 
rupture  of  tlic  gullet  iriln  one  of  tlic  adjacent  viscera.  This  may  be 
brought  about  by  efibrts  at  cme.'iis,  the  vis  a  tergo  being  .sufficient  to 
force  the  body  through  the  wall  of  the  esophagus.  The  longer  the 
body  remains  in  the  esophagus  the  graver  must  be  the  prognosis. 
Calvert's  case  of  sudden  death  from  ulceration  of  one  flange  of  a 
tooth-plate  into  the  thoracic  aorta,  gave  very  few  symptoms  for  eight 
months  after  the  plate  had  been  swallnwed.  Maylard  quotes  a  case 
of  Lennox  Hrowne.  in  which  a  tooth-[)late  had  been  impacted  for  three 
and  one-half  years.  It  was  finally  removed  by  means  of  a  coin- 
catcher.  Much  depends  upon  the  size  and  shape  of  the  impacted  body. 
Pins  and  sharp-pointed  bodies  have  worked  their  way  through  the  wall 
of  the  csoplwgus  and  have  been  removed  from  under  the  skin.  Death 
may  occur  from  inflanimalinn  of  the  esophagus,  idceralion  into  one 
of  the  neighboring  blood-vessels  and  conscc|uenl  hemorrhage,  cclamj>- 
sia,  caries  of  the  vertebr-x  following  esophagitis,  ulttrrallon  Into  ihe 
pericardium  and  con.scqucnt  pericarditis,  and  injur}'  to  the  spinal  cord 
due  to  ulceration  of  the  intervertebral  substance,  or  starvation  when 
it  is  impossible  to  remove  the  impacted  body. 

The  treatment  of  foreign  bodies  depend^^  entirely  upon  the  shape, 
size,  and  position  of  the  body  im|Kictcd.  Kvery  effort  should  be  made 
to  secure  a  correct  diagnosis,  and  then  guiile  the  treatment  accordingly. 
With  the  Rontgen  ray.s  all  metallic  and  bony  substances  can  be  readily 
located  and  their  .size  and  shape  determined.  KffortH  should  be  made 
to  dislodge  the  object  so  that  it  may  pass  into  the  stomach,  or  to 
remove  it  through  the  mouth.  To  accomplish  the  first  the  patient 
should  swallow  masses  of  partially  masticated  food,  in  ihe  h(ij>e  that 
thc}'  may  dislodge  the  boily  and  carrj'  it  downwar*]. 

To  bring  the  body  out  through  the  mouth  many  means  may  be 
adopted.  First  through  cmesis.  This  is  a  dangerous  practice  if  the 
bodies  have  sharp  points  and  are  large,  as  the  points  or  rough  edges 
are  likely  to  puncture  the  wall  of  the  esopliiigus  and  thus  make  the 
removal  much  more  difficult,  aiid  also  adtl  to  the  tlaiiger  of  the  con- 
dition by  setting  up  esophagitis  or  some  inflammation  in  the  surround- 
ing tissues.  Emesis  may  be  induced  by  administering  emetics  when 
the  obstruction  is  but  partial ;  by  rectal  injections,  as  tobacco,  as 
pointed  out  by  Poulet;  by  hypodermic  medication,  as  the  hydrochlo- 
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rate  of  apomorphin;  or  by  mechanical  tilillation  of  the  uvula  and 
pharynx.  The  last  is  probably  the  best  means  of  producing  cmesb. 
as  it  is  quicker  and  causes  more  violent  retching.  It  must  alirap 
be  remembered  that  endeavors  to  remove  bodies  by  cmesis  should 
not  be  prolonged,  and  should  at  best  be  tried  only  in  those  ciisri 
where  there  is  no  danger  of  puncturing  or  rupturing  the  \vall  of  tlie 
esophagus. 

When  practicable,  the  body  should  be  removed  through  the  mouth 
by  means  of  one  of  the  many  instruments  devised  for  that  purpose. 

Among  them  may  be  mentioned  Bonds. 
Hurge's,  Cloquet's,  and  Cusco's  forceps. 
Mathicu's  jointed  forceps,  Gama  forceps, 
Petit's  hook,  Graefe's  coin-catcher,  and  Uie 
ring  coin-catcher.  Either  the  bristle  probang 
or  the  horsehair  parasol  snare  may  be  like- 
wise used. 

When  difficulty  is  experienced  in  remov- 
ing foreign  bodies  with  any  of  the  above  ii»- 
struments  the  Rontgen  rays  should  be  used. 
In  these  cases  the  hand  of  the  operator  is 
guided  by  the  assistant,  who  views  the  esoph- 
agus and  the  foreign  body  in  the  fluoroscope. 
In  this  manner  the  instrument  can  be  read- 
ily made  to  <lo  ilie  work,  if  it  be  possible  t 
remove  the  bodv. 


Whun  the  above  methods  fail,  operation 


^ 


* 


the  only  alternative.     This  procedure  is  ac- 
complished either  through  the  stomach,  wtth'^B 
drawing  the  object  downward  into  that  orga(^| 
or  by  csopJiagotomy.  the  choice  of  operation 
depending  upon  the  size,  shape,  and  positioa^ 
of  the  bodv.  ^H 


FicJ.  95— 0>n({eitlul  iiiulfiw- 
mnlionoflhv  c^opliaffus.  Com- 
municntinn  wtlli  ttir-pfLiaa|[es 
from  below ;  sacculation  above. 


Malformations  of  the  esophagus  con- 

.sist  of  congenital  atresia,  congenital  stt-nosis, 
torsion,  termination  in  a  blind  pouch, ab-scnce 
of  the  esophagus,  intercommunication  with 
the  air-passages,  and  membranous  obstruc- 
tion, partial  or  complete  [Fig.  95).  The  etiol- 
ogy of  these  malformations  has  never  been 
accounted  for.  The  symptoms  of  malformations  show  themselves  as 
soon  after  birth  as  the  child  takes  food.  The  child  ejects  the-  nnlk 
taken  almost  immediately.  The  food  remains  unchanged,  and  in  r|uan- 
tity  is  about  the  same  as  when  ingested.  If  there  be  communicition 
with  the  air-]>assages.  there  will  be  nmrked  dyspnea  after  feedin^j,  and 
cyano_sis  and  death  if  the  food  be  not  rejected  at  once.  Meconium 
may  be  passed,  although  the  child  received  no  food  into  the  stomach- 
If  there  be  any  doubt  as  to  the  condition  of  the  gullet,  an  atlcmj>l 
should  be  made  to  pass  a  bougie.  This,  with  the  rapid  emaciation  and 
the  immediate  rejection  of  all  the  food  taken,  will  make  the  diagnosis 
positive. 

ProKnosis. — The  prognosis  is  always  very  unfavorable,  the  child 
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generally  dying  from  inanition  in  a  few  days,  the  length  of  life  depend- 
ing upon  the  nutrition  of  the  infant  at  birth. 

The  treatment  is  limited  to  such  surgical  procedures  as  may  be 
advisable  for  the  condition  found.  Gastrostomy  is  tlic  only  rational 
procedure  allowable.  If  life  can  be  sustained  through  the  artificial 
mouth,  surgical  interference  may  later  effect  a  cure  for  the  condition  of 
the  esophagus,  although  the  complication  of  a  communication  of  the 
esophagus  with  the  air-passages  will  render  the  operation  less  likely  to 
meet  with  success. 

SaccolatloxiS  of  the  eSOpliag;n8  may  originate  from  one  of  four 
causc^i :  they  may  be  congenitil,  and  may  follow  stricture  of  the  esoph- 
agus, pressure  from  within  the  esophagus,  or  traction  from  without. 
The  congenital  variety  is  due  to  some  developmental  change  in  the 
esophageal  wall.  In  strictures  of  the  esophagus  the  portion  of  the 
gullet  immediately  above  the  constriction  often  dilates  from  the  accu- 
mulation at  that  point  of  food  which  t^  unable  to  pass  into  the  stomach. 
Prcs.surc  from  within  the  esophagus  produces  saccuhitjnns  through  the 
ordinary  efforts  at  deglutition,  ulirri  a  weakened  .sci;tioii  of  tlic  wall 
of  the  esophagus  is  unable  to  withstand  the  ordinary'  pressure  thus 
exerted.  Traction  from  without  is  the  result  of  some  inflammatory 
trouble  with  consequent  adhesions  to  the  walls  of  the  gullet,  the  con- 
traction of  the  inflammatorj-  exudate  causing  a  tugging  at  the  walls, 
with  subsequent  pouching.  The  most  frequent  site  of  sacculations  is 
opposite  the  cricoid  cartilage. 

The  symptoms  of  sacculation  begin  with  a  feeling  of  oppression 
and  slight  dysphagia.  Thi.s  feeling  of  oppression  may  begin  at  a  high 
point  and  work  downward,  or  vice  versa.  Food  will  collect  in  the 
sac.  with  tumescence  in  the  neck,  if  the  sac  be  located  in  this  region. 
Pressure  on  the  tumor  will  empty  the  sac,  giving  immediate  relief  to 
the  patient.  Regurgifcition  will  also  afford  relief  The  food  thus 
ejected  will  be  of  alkaline,  of  neutral  reaction,  and  will  be  undigested, 
thus  showing  that  it  has  not  been  subjected  to  the  action  of  the  gastric 
juice.  The  dia^osls  is  generally  easy  when  the  sacculation  is  in  the 
neck.  The  tumescence,  which  disappears  on  pressure  and  returns  only 
after  eating,  the  absence  of  acidity  of  the  ejected  food,  and  a  fetid  con- 
dition of  the  breath  if  the  food  remain  long  cmnigh  in  tlie  sac  to 
undergo  fermentative  changes,  generally  make  the  diagnosis  clear. 
When  the  sac  is  in  the  thoracic  portion  of  the  gullet  the  introduction 
of  bougies  as.<iUt.<i  in  the  diagnosis.  At  times  the  bougie  will  become 
lodged  in  the  sac,  especially  when  it  is  full.  After  regurgitation  or 
emptying  of  the  sac  the  bougie  may  readily  pass  into  tlie  stomach. 
Repeated  endeavors  to  pass  the  bougie  will  soon  clear  the  tliagnosis, 
the  (act  that  it  will  at  times  p«ss  freely  into  the  stomach  excluding  the 
diagno.sis  of  stricture. 

The  best  treatment  for  sacculations  is  their  complete  excision.  The 
first  steps  in  the  operation  are  performed  as  in  the  operation  of  csopha- 
gotomy.  After  the  esophagus  has  been  exposed  and  the  sacculation 
located  the  latter  should  be  freed  from  the  surrounding  structures  and 
removed,  cither  by  excision  or  ligation  at  two  places,  and  removal  with 
the  therm  oca  utery.  After  excision  of  the  sac  the  wound  in  the  esoph- 
agus may  be  closed   by  suturing  the  mucous  membrane  alone,  or 
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by  suturing  together  the  entire  thickness  of  the  edges  of  the  esoph- 
ageal wound.  The  external  wound  may  be  at  once  entirely  closed,  or 
partially  closed,  thus  allowing  drainage.  For  a  few  days  nutritiui 
should  be  funiished  by  rectal  alimentation. 

Tnmors  of  the  esophflgns  are  of  two  varieties,  benign  and 
malij^iiiiiit.  Benign  tumors  of  the  esophagus  are  rarely  liiagnosod 
ante-mortem.  The  symptoms  which  they  cause  are  of  but  little  con- 
.sequence  unless  the  growth  becomes  large,  when  there  will  be  dys- 
phagia, and  at  times  dyspnea,  emaciation,  and  pain. 

These  benign  tumors  include  papilloinata,  fibromata,  adenoniaia, 
myxomata.  niyoniata.  and  cystomata. 

Papilloniata,  or  warts,  may  be  found  in  any  portion  of  the  canaL 
They  resemble  warts  of  the  skin,  and  are  more  often  found  in  elderly 
persons  than  in  young  people. 

Fibromata,  adenomata,  myxomata,  and  myomata  usually  occur  « 
pedunculated  and  rarely  as  sessile  growths.  Thc>'  may  be  found  in 
any  portion  of  the  esophagus,  but  more  commonly  in  the  region  of  the 
cricoid  cartilage.  Cases  tn  which  the  pedicle  was  long  enough  to  allow 
the  growth  to  appear  in  the  pharynx  during  coughing  or  emcsis  have 
been  recorded.  These  growths  vary  in  size  from  a  pea  to  a  bodj* 
7  or  8  inche.s  long.  They  are  always  much  longer  than  wide 
Annandale,  James.  Rokitansky,  Faggc,  Coats.  Dallas,  Bell.  Chcatiiu. 
and  others  have  reported  cases.  Cystomata  usually  consist  of  smnll 
retention -cysts  included  in  a  growth  of  the  mucous  follicles.  They  arc 
usually  small,  although  cases  in  which  the  cyst  became  as  laxgc  as  an 
apple  have  been  recorded. 

The  symptoms  of  benign  esophageal  growths  are  so  variable  or 
constant  that  no  definite  symptoms  can  be  outlined.     Large  grow 
which  produce  no  esophageal  symptoms  during  life  have  been   disc 
ered  after  death.     Iji  other  instances  a  very  small  growth  has  caused 
marked  dy.'iphagia  and  even  dyspnea.      If  the  growth   have   a   long 
pedicle,  the  tumor  may  be  forced  into  the  mouth  or  phar>'nx  during  an 
attack  of  retching  or  coughing,  and  then  obstruct  the  larynx,  causir^ 
marked  dyspnea  and  death  from  suffocation. 

Diagnosis. — As  a  rule,  the  diagnosis  of  benign  tumors  of  the  esopi 
gus  is  made  post-mortem.  In  cases  in  which  there  is  much  dyspha 
especially  with  periods  of  intermission,  the  presence  of  a  benign  gro 
might  be  sus|)ected.  The  diagnosis  has  been  accidentally  made  in  the 
introduction  of  a  parasol -bougie  into  the  esophagus  for  the  purpose  of 
removing  a  supposed  foreign  bady.  In  withdrawing  the  bougie  pedun- 
culated growths  have  been  torn  from  their  attachment  and  brought  out 
through  the  mouth.  Other  cases  will  show  the  presence  of  a  growth 
by  its  appearance  in  the  mouth  or  pharynx. 

Trcaimcnt. — The  treatment  of  benign  growths  of  the  esophagus 
consist;;  in  their  removal.  This  may  be  attempted  by  means  of  the 
bougie,  esophagotomy,  or  gastrotomy  when  the  growth  is  low  down. 
Cases  in  which  an  emetic  was  administered  and  the  tumor  grasped  as 
it  was  forced  into  the  phar>'nx  by  retching  have  been  recorded.  The 
tumor  was  then  Ugatcd  and  removed,  the  ends  of  the  ligature  being 
fastened  to  the  car  in  order  to  bring  away  the  stump. 

Mallfcnant  tumors  of  the  esophagus  arc  cither  sarcomatous 
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cinoniatous.  Sarcomatous  tumors  are  rarely  foimd  here.  The  symp- 
toms in  the  two  classes  arc  practically  the  same,  and  the  diagnosL;  of 
sarcoma  is  almost  invariably  made  after  death,  the  supposition  before 
death  being  that  the  tumor  was  a  carcinoma. 

Sarcomata  nf  the  esophagus  are  generally  of  the  round-cell  variety', 
although  a  combination  of  round,  sjiindle,  oval,  and  tfiiled  cells  was 
reported  in  one  case.  Sarcomata  of  the  esophagus  usually  develop  at 
the  junction  of  the  pharynx  and  esophagus. 


.^^ 


Flo.  96. — Cwcinonu  of  ihe  ewphaxus. 


Fill.  97. — Stricture  or  ihe  esoplugus  from 
iTATOinuniii. 


Carcinoma  is  the  most  frequent  disease  of  the  esophagus  (Fig.  96). 
These  growths  may  occur  in  any  portion  of  the  gullet,  authorities 
differing  as  to  the  site  of  greatest  frequency.  They  are  usually  pri- 
mary, and  but  rarely  give  rise  to  secondary  infection.  At  times  they 
result  from  a  primary  growth  in  the  mcdiastinnin.  stomach,  tongue, 
eijiylnttis,  pharynx,  or  laryn-x.  Secondary  foci  are  at  times  found  in  the 
left  lobe  of  the  liver,  the  bronchi^il  lymph-glands,  or  the  glands  of  the 
stomach.  The  etio/ojiy  of  carcinoma  of  the  esophagus  is  not  well 
known,  but  it  has  been  thought  due  to  a  predisposition  of  the  tissues 
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which  undergo  these  changes  as  a  consequence  of  some  mcctunxsl 
injury  to  the  focus  where  the  growth  begins.  Possibly  the  |ianLsilic 
origin  of  the  growth,  in  connection  with  injury  or  irritation,  nuy 
account  for  iL 

Carcinomata  arc  found  more  frequently  in  men  ttian  in  women,  anJ 
in  those  past  the  age  of  fifty  tJiaii  in  the  young.  Mackenzie  states  that 
71  cases  out  of  100  aii.ilyzcti  by  liiin  were  males,  and  that  the  greatef 
number  occurred  in  those  between  fifty  and  sixty  years  of  age.  Pc 
under  twenty  ant!  over  eighty  are  rarely  afTectecJ. 

The  pathologkal  clian^ts  which  occur  during  the  growth  of  a 
ctnoma  in  the  esophagus  arc  not  fully  known.  Three  factors  arc  at 
work  from  the  beginning — growth,  destruction,  and  contraction.  The 
groxrth  cxicnds  by  induration  of  the  surrounding  tissues,  and  projcctj 
into  the  Uiinen  o(  the  guild,  thus  ;idvancing  the  ulcerated  surfaces  a;id 
partially  i-icchiding  the  liniicn,  Dcstnictiun  is  often  general,  or  of 
greater  significance  near  the  center  of  the  diseased  focus.  Disintegra- 
tion of  minute  particles  m.iy  occur,  or  there  may  \ic  large  slough* 
Ulceration  often  continues  until  there  is  perforation  of  the  wall  of  the 
esophagus,  with  resultarit  fistulous  connection  with  any  of  the  surroum]- 
ing  structures  or  cavities.  Contraction  follows  immediately  upon  dv- 
structioti,  nature  causing  fibrous  changes  to  take  place  both  in  the  car- 
cinomatous mass  and  in  the  surrounding  tissues.  Contraction  of  thi> 
fibrous  tissue  causes  constriction  of  the  lumen  of  the  canal,  and,  hi  con- 
junction with  the  projecting  portions  of  the  growth,  causes  the  m^ 
symptoms  of  the  affection  (Fig.  97). 

S\tnfto)rts. — The  symptoms  of  carcinoma  of  the  esophagus  begin 
with  progressive  dysphagia.  This  is  first  noticed  in  taking  solid,  and 
later  in  taking  liquid,  foods.  As  the  disease  progresses,  an  ulcenuion 
and  sloughing  take  place,  and  tliere  may  be  a  marked  amelioration  oi 
the  dysphagia  on  account  of  the  increase  in  the  lumen  of  the  gullet 
consequent  upon  loo.sening  of  the  tissues  by  the  ulceration.  The  dyv 
phagia  is  generally  progressive.  In  connection  with  it  there  will  be 
nausea  and  vomiting,  loss  of  ap[K"tite.  occasional  regurgitation,  pro- 
gressive emaciation,  cough,  dyspnea,  liysphonia,  and  dryness  of  the 
tongue  with  excessive  thirst.  The  bowels  are  generally  constipated. 
These  symptoms  vary  considerably,  the  dysphagia  being  at  times 
absent,  emaciation  being  the  more  prominent  symptom.  Tliere  may 
be  marked  lancinating  pain,  or  pain  may  be  entirely  absent. 

Dia,^nos:s. — The  chagnosis  is  generally  made  by  the  above-men- 
tioned symptoms,  There  will  be  signs  of  an  obstruction.  A  bougie 
should  be  carefully  pas^sed  lo  make  certain  that  an  obstruction  is  pres- 
ent, ascertain  its  size,  and  determine  its  location.  .At  times  there  will 
be  slight  bleeding  after  the  pa-ssage  of  the  bougie,  which,  unless  great 
force  has  been  used,  would  generally  indicate  ulceration.  During  the 
withdrawal  of  the  instrument,  particles  of  the  growth  may  be  torn 
away.  These  particles  should  be  examined  microscopically  to  deter- 
mine the  nature  of  the  obstruction.  Hilzig,  of  Zurich,  reports  that  he 
has  observed  difierencc  in  the  pupils  in  6  out  of  37  cases  of  carcinoma 
of  the  esophagus.  In  one  case  the  right  pupil  was  larger,  the  autops)' 
showing  a  seconilary  growth  of  a  gland  which  was  located  on  the  right 
side  of  the  esophagus  and  encircled  the  vessels  and  nerves.     The 
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other  5  cases  showed  contraction  of  the  left  [mpil,  which  was  attributed 
to  deviation  of  the  esophagus  to  the  left.  These  phenomena  are  said 
to  be  due  to  pressure  upon  the  .sympathetic  nerve. 

Strictures  of  the  esophagus  arc  divided  into  spa-sinodic.  cicatri- 
cial, and  mahj^naril. 

Spasmodic  stricture  of  the  esophagus,  or  esophaKismus,  is  a 
purely  reflex  ccinilitioii  in  wliich  there  is  apparent  inabihly  to  allow 
foods  to  pass  throutjh  the  csnphiigus.  Pronounced  ner^'ous  symptoms 
commonly  prevail  in  such  cases.,  and  these,  in  conjunction  with  some 
real  or  supposed  di-^case.  cause  the  reflex  condition  of  the  gullet.     The 
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chief  cause  for  the  reflex  is  jjreat  excitement  brought  on  by  fear,  pas- 
sion, or  profound  emotion  of  any  kind. 

The  symptoms  of  esophagismus  arc  generally  the  same  as  those 
of  any  real  stenotic  condition  of  the  gullet.  There  will  be  inability  to 
swallow  food,  with  all  the  signs  of  an  obstruction.  The  att;ick  may 
soon  pass  away,  but  returns  at  irregular  intervals  until  the  cause  is 
removed  or  the  ner\*ous  condition  improved.  A.s  a  rule,  there  will 
not  be  as  much  emaciation  In  csophagismus  as  is  founti  when  a  real 
stenosis  exists ;  although  cases  have  been  reported  in  which  the  emaci- 
ation was  marked,  as  was  shown  in  the  case  reported  by  Pepper.    The 
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dysphagia  is  generally  sudden  in  onset,  and  usually  occurs  white  eat- 
ing; the  bolus  is  regurgitated,  occasionally  through  the   nose. 

The  diagnosis  is  not  always  easily  made.  Carcinoma  is  the  affectiifl 
with  which  esophagisnius  is  most  frcqiictitly  confounded.  The  sudden 
onset  in  a  nervous  subject,  with  pcrioiLs  of  freedom  from  dysphagia, 
should  lead  one  to  suspect  esophagismqs.  An  attempt  should  be 
made  to  pass  a  bougie,  at  the  same  time  impressing  on  the  patient  the 
amount  of  good  to  be  accomplished  if  the  bouyic  pass  into  the  stom- 
ach.    This  procedure  will  at  once  clear  up  the  diai»nosis. 

The  treatment  consists  of  palliative  remedjes  for  the  nervous  con- 
dition, with  occasional  passage  af  the  bougie  for  the  mental  effect  if 
for  no  other  reason.  If  there  be  found  any  distinct  lesitm  in  any  part 
of  the  system,  it  should  be  treated  as  indications  direct.  Cicatricial 
stricture  of  the  esophagus  arises  from  the  contraction  following  trau- 
matism, .syphilis,  tuberculosis  (Fig.  98).  or  ulcerations.  Rarer  causes 
are  found  in  violent  and  repeated  attacks  of  emcsis,  in  cases  where 
csophagismus  has  been  prolonged  and  pronounced. 

Cicatricial  Stricture. — The  symptoms  of  cicatricial  stricture  of  the 
esophagus  vary  according  to  the  amount  of  tissue  involved.  There 
is  usually  increasinjj  dysphagia,  which  is  generally  persistent  and  asso- 
ciated with  regurgitation.  Emaciation  rapidly  follows.  At  times  there 
may  be  pain,  referred  to  the  back,  and  decided  nervous  disturbance. 
If  there  be  involvement  of  the  pneumogastric  or  inferior  laryngeal 
nerves  by  induration  outside  the  wall  uf  the  esophagus,  there  will 
dyspnea  and  dysphonia. 

The  diagnosis  of  cicatricial  stricture  depends  largely  upon  the  lii 
tory  of  the  case.  If  no  history  is  obtained  which  would  point  to  trau- 
matism, syphilis,  a  foreign  body,  or  ulceration  due  to  destructive  liquids 
taken  internally,  a  diagnosis  of  malignant  stricture  will  generally  be 
made.  With  the  history  of  any  of  the  above  conditions,  and  presence 
of  an  obstruction  detenuined  by  the  passage  of  a  bougie,  the  diagno::Js 
is  generally  positive. 

The  treatment  consists  of  dilatation  through  the  mouth,  permanent 
tubage.  retrograde  dilatation  through  the  stomach,  internal  esopha- 
gotomy,  external  esophagotomy,  esophagostomy,  or  esophagectomy, 
For  malignant  strictures,  sec  maHgnant  tumors  (Fig.  97). 

Dilatation  by  Bougies. — This  is  the  treatment  to  be  first  tried  in 
cases  of  stricture  of  the  esophagus.  At  first  the  bougie  should  be 
large  one,  in  order  more  accurately  to  gauge  the  size  of  the  obstruc- 
tion. If  a  large  one  fail  to  pass,  .smaller  ones  must  be  tried  until  the 
bougie  has  jKissed  into  the  stwnach.  If  it  be  impossible  to  reach  the 
stomach  with  a  bougie,  ihis  form  of  treatment  must  be  abandoned, 
and  one  of  the  other  forms  adopted.  After  the  proper  size  bougie  has 
been  passed,  it  should  be  allowed  to  remain  in  situ  as  long  as  the 
patient  can  stand  it.  In  this  manner  the  stricture  will  be  better  dilated. 
Bougies,  increasing  in  size,  slmuhi  be  p^issed  acconJing  to  the  amount 
of  resistance  found  and  the  irritnlinn  caused  by  the  treatment.  If  therr 
be  but  little  resistance,  the  bougie  sIkmiUI  he  i>assed  every  other  day. 
or  two  ilays,  unless  irritability  <»f  the  esophagus  prevents.  When  the 
stricture  is  liard  and  resisting,  the  bougies  must  be  passed  less  fre^ 
qucntly.     Hach  case  must  be  governed  by  the  conditions  found. 
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Permanent  tubagc  of  the  esophagus  for  malignant  and  cicatricial 
stricture  has  been  practised  by  various  surgeons,  but  the  invention  by 
Symonds,  in  1889,  of  the  short  tube  for  this  puq>cse  made  the  opera- 
tion a  practicable  one.  The  introduction  and  accurate  placing  of  the 
tube  have  been  greatly  facilitated  by  the  invention  by  Mixter  of  a 
measured  bougie  for  locating  the  stricture  and  an  ingenious  introducer 


PlO.  99.— Mlxt«r'9  esoplia);eul  liuiTuiucntt. 

for  placing  the  lube  in  sitN.  There  is  no  doubt  that  with  the  facih- 
lies  furnished  by  these  instruments  permanent  tubage  is  tn  be  preferred 
to  the  repeated  passage  of  btiugjes,  which  is  attended  by  |>ain  and 
hemorrhage.  The  tube  has  to  be  changed  only  about  once  in  two 
weeks,  and  while  it  is  worn  the  patient  is  able  to  swallow  with  case 
and  comfort. 

By  the  use  of  these  tubes  (Fig.  99)  a  gastrostomy  may  often  be 
avoided,  the  patient  being  enabled  to  take  sufficient  nourishment  by 
mouth  as  long  as  life  last-s. 

Exterttai  Esophagoiomy.—^Mx?,  operation  is  generally  performed 
through  the  left  side  of  the  neck,  on  account  of  the  greater  accessibility 
of  the  gullet  here.  The  skin  incision  is  made  along  the  anterior  border 
of  the  stcrnomasioid  muscle,  and  extends  from  the  upper  border  of  the 
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thyroid  cartilage  to  a  point  about  an  inch  above  the  stcmoclavtcuhr 
articulation.  Skin,  superficia!  fascia,  and  the  platysma  myoides  musck 
will  be  divided.  If  the  incision  be  crossed  by  the  anterior  jugular  %-cip. 
it  should  be  secured  between  two  ligatures  and  divided.  The  super 
ficial  layer  of  the  deep  ccn-'ical  fascia  is  then  divided,  and  the  anterinr 
border  of  the  stcrno mastoid  muscle  freely  exposed.  The  muscle  should 
be  drawn  outward  with  hooks,  the  head  being  well  raised  to  cause 
rela^xation  of  the  tissues.  This  will  expose  the  sheath  of  the  vessels, 
which  contains  the  common  carotid  artery,  internal  jugular  vein,  and 
pneumogastric.  If  the  omohyoid  muscle,  which  occupies  the  upper 
part  of  this  space,  cannot  be  drawn  to  one  side,  it  should  be  divided 
near  its  attachment  to  the  hyoid  bone,  division  in  this  place  assuring 
non-interference  with  the  ncr\'c-supp]y  from  the  descendens  noni.  The 
lateral  lobe  of  the  thyroid  gland,  and  the  sternothyroid  and  sternohyoid 
muscles  are  drawn  slightly  inward,  the  carotid  sheath  outward,  and 
the  pretracheal  fascia  carefully  incised.  This  will  cx]josc  the  trachea, 
beneath  which  is  the  esophagus.  The  opening  into  the  esophagus 
should  be  made  between  the  courses  of  the  suix^rior  and  inferior  thy- 
roid arteries,  which  is  the  point  of  election.  If  a  foreign  body  be  im- 
pacted in  the  esophagus,  the  center  of  the  incision  should  be  made  over 
the  most  prominent  portion  of  that  body,  the  arteries  being  ligated 
before  incising  the  esophagus,  if  they  be  in  the  way  or  if  there  be  any 
fear  of  hemorrhage.  If  it  be  thought  advisable  to  open  the  gullet  00 
a  staff",  the  latter  should  be  passed  through  the  mouth  with  its  convex 
surface  toward  the  exposed  wall. 

The  first  inci.sion  into  the  esophagus  should  be  a  small  longitudinal 
one.  the  opening  being  enlarged  either  with  the  finger,  a  pair  of  scissors, 
or  a  pair  of  dressing-forceps  until  the  required  space  be  afforded.  In 
opening  the  gullet  great  care  must  be  exercised  to  avoid  injury  to 
the  recurrent  laryngeal  nerve,  which  runs  between  the' trachea  and 
the  esophagus.  Injury  to  that  nerve  would  cause  impairment  of  tlw 
voice. 

In  closing  the  wound  in  the  esophagus  the  mucous  membrane  and 
the  muscular  coat  should  be  sutured  separately,  as  a  suture  passed 
through  both  structures  would  be  likely  to  cut  through.  The  external 
wound  may  be  closed,  with  the  exception  of  a  small  portion  at  the 
lower  end  to  allow  for  drainage,  or,  as  preferred  by  some  surgeons,  it 
may  be  packed  throughout.  The  patient  should  be  fed  by  nutritious 
enemata  for  two  or  three  days. 

Retrograde  Dilatation  by  Gastrostomy. — The  first  step  in  this  opera- 
tion w  gastrotomy.  When  the  stomach  is  exposed.it  is  drawn  into  the 
wound,  and  opened  by  a  longitudinal  incision.  Kffbrt  should  at  once 
be  made  to  pass  a  bougie  from  below,  through  the  cardiac  orifice  and 
the  stricture.  If  it  is  possible  to  pass  a  bougie  through  the  stricture,  a 
string  should  be  attached  to  one  end  of  the  same  and  carried  into  the 
mouth,  through  which  one  end  is  withdrawn.  With  the  other  end  of 
the  string  protruding  through  the  opening  in  the  stomach,  the  string  is 
drawn  back  and  forth,  producing  a  sawing  motion  and  dividing  the 
stricture.  Further  attempts  to  pass  larger  bougies  should  be  made 
until  the  stricture  has  been  dilated  sufficiently  to  allow  the  passage  of  a 
full-sized  bougie  from  above  do\vnward.     If  the  stricture  should 
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to  be  impermeable,  then  the  only  resource  is  the  establishment  of  a 
gastric  fistula,  through  which  the  patient  is  subsequently  fed. 

Esopliagostomy. — The  steps  in  the  operation  of  esophagostomy  are 
the  same  as  those  in  esophagotomy,  until  after  the  opening  in  the 
esophagus  has  been  made.  When  a  permanent  fistula  is  to  be  made, 
the  edges  of  the  esophageal  wound  are  sutured  to  the  lips  of  the 
external  wound.  On  account  of  the  depth  of  the  esophagus,  it  will  be 
impossible  to  obtain  a  close  coaptation  of  the  edges  of  the  two  wounds, 
so  that  all  that  is  required  is  that  an  opening  large  enough  to  admit  an 
esophagotomy  tube  be  secured.  After  the  tube  has  been  passed  into 
the  gullet  the  edges  of  the  skin-wound  should  be  sutured  above  and 
below  it,  in  order  to  prevent  any  fluids  from  finding  their  way  into  the 
soft  tissues  of  the  neck.  Great  care  must  be  taken  in  passing  the  tube, 
as  there  is  likelihood  of  its  getting  into  pcri-esophageal  tissues  and  not 
into  the  gullet.  Solis-Cohen  mentions  a  case  where  a  stiff  tube  was 
passed  into  the  mediastinum,  the  accident  being  discovered  after  death. 
In  feeding  through  an  esophagotomy  tube,  a  longer,  soft  tube  should 
be  passed  into  the  esophagus  through  the  esophagotomy  tube,  in  order 
to  make  sure  that  none  of  the  material  finds  its  way  into  the  peri- 
esophageal tissues. 

After  the  operation  has  been  finished  the  patient  should  be  kept 
quiet,  and  for  a  few  days  as  little  movement  of  the  head  and  neck 
allowed  as  possible. 

Esophagectomy. — The  esophagus  should  be  exposed  in  the  manner 
described  under  esophagotomy.  After  this  has  been  done  the  gullet 
should  be  separated  from  the  surrounding  tissues,  and  as  much  of  the 
esophagus  removed  as  is  deemed  advisable.  The  end  of  the  lower 
segment  is  then  brought  to  the  surface  and  sutured  to  the  lips  of  the 
external  wound.  The  operation  is  not  in  favor,  on  account  of  the  poor 
results  which  have  been  obtained.  Ashhurst  tabulated  8  deaths  in  12 
cases. 


CHAPTER 


SURGERY  OF  THE  THORAX. 

CONGENITAL  MALFORMATIONS. 

CoNGEXiTAi,  malformations  of  the  chest  arc  not  of  common  occui- 
rcnce,  and  arc  few  in  number.  Tlicy  consist  of  clefts  in  the  sternum 
and  deficiencies  in  the  chest-wall,  owing  to  the  absence  or  iaipcrfica 
development  of  one  or  more  ribs  and  costal  cartilages. 

These  gaps  are  more  frequently  met  with  on  ihc  left  side  than  on 
the  right,  and  the  libs  which  have  most  often  been  found  to  be  impei- 
fectly  developed  are  the  fourth,  fifth,  and  sixtli. 


INAJRIES  OF  THE  CHEST. 

Injuries  of  the  chest  are  divided  into  those  aflecting  the  parieti^ 
only  and  those  accompanied  by  some  lesion  of  the  contained  viscera. 
Under  the  former  heading  will  be  described  contusions  of  the  cbcst- 
wall ;  fracture  and  dislocations  of  the  bones  and  cartilages  ;  and  wound) 
of  the  chest-wall  and  diaphragm ;  under  the  latter,  injuries  of  the  lung 
and  pleura ;  injuries  of  the  pericardium,  heart,  and  large  blood-vessels; 
and  injuries  of  the  mediastinum,  esophagus,  and  thoracic  duct. 

Contasions  of  the  chest-wall  are  of  frequent  occurrence,  and 
arc  caused  by  bIow.s  or  falls  upc^n  the  chest.  The  extent  of  the  injuri' 
inflicted  varies  from  slight  bruising  and  ecchymosis  of  the  skin  and 
subcutaneous  tissue  to  extensive  laceration  of  muscles,  with  consider- 
able extravasation  of  blood  into  the  cellular  tissue.  These  injune* 
derive  their  importance,  however,  from  the  fact  that  they  are  oftcii 
complicated  by  fracture  of  the  ribs  or  sternum,  or  by  some  lesion  of 
the  thoracic  viscera. 

Symptoms. — Pain  is  the  most  prominent  symptom,  and  is  chiefly 
due  to  the  bruising  of  the  muscles ;  it  is  of  a  shar|3.  stabbing  chnractcr, 
increased  by  movement,  especially  such  as  is  occasioned  by  coughing 
and  sneezing.  There  is  always  more  or  less  ecchymosis  present,  and 
in  some  cases  very  marked  swelUng  occurs,  due  to  cxtcnsi\-e  extrava- 
sation of  blood  cither  under  the  skin  or  between  the  muscles.  This 
condition  may  be  followed  by  suppuration  and  abscess.  Occasionally 
after  a  severe  contusion  of  the  chest,  symptoms  of  extreme  collapse 
supcr\'ene :  while  in  some  cases  death  has  occurred  instantaneou&ly. 
though  at  the  post-mortem  examination  no  injury  of  the  vi.sccra  has 
been  found  to  account  for  the  result.  To  these  cases  the  name  "con- 
cussion of  the  chest."  "  commotio  thoracica."  has  been  given. 

Concussion  of  the  dust  is  characterized  by  the  symptoms  of  shock, 
more  or  less  severe,  coming  on  immediately  after  the  injury.  The 
patient  usually  retains  consciousness.     The  surface  of  the   body  is 
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pale,  cold,  and  clammy ;  the  pulse  is  feeble,  and  the  leni[x:rature  falls 
below  normal ;  the  respirations  are  rapid,  sliallow,  and  irrej^ular.  In 
the  majority  of  instances  the  symptoms  quickly  subside  and  recovery 
ensues. 

The  shock  attending  concussion  of  the  chest  has  been  explained  in 
several  ways.  One  explanation  is  that  the  injury  causes  direct  stimu- 
lation of  the  vagi,  and  consequent  fall  of  blood-prcssiirt- ;  a  second, 
that  the  symptoms  are  due  to  compression  of  the  liwirl ;  and  a  third, 
that  as  the  result  of  tlic  injury  the  sympathetic  is  paralyzed,  whereby 
an  accumulation  of  blood  occurs  in  the  splanchnic  vessels. 

Treatment. — In  recent  cases  of  contusion  of  the  chest  an  endeavor 
should  be  made  to  limit  as  far  as  possible  tlic  extravasation  of  blood 
by  the  application  of  cold  and  the  use  of  evaporating  lotions  during 
the  first  few  days,  and  afterward  to  afford  rest  to  the  iTijurcd  part  by 
strapfMHg  the  side  of  the  chest.  At  a  later  period  any  pain  and  stiiTncss 
will  be  rajjidly  removed  by  massage  and  the  use  of  slimiilatiny  liniments, 

The  treatment  of  shock  arising  from  concussion  of  the  chest  con- 
sists in  placing  the  patient  in  the  recumbent  position  with  the  head 
low.  Warmth  should  be  applied  to  the  surface  of  the  body,  and  car- 
diac stimulants  should  be  given  cither  by  the  mouth  or  per  rectum, 
while  ether  and  strychnin  may  be  adnitnifitennl  hypodermically.  When 
there  is  severe  dyspnea,  artificial  respiration  should  be  employed. 


FRACTURBS   AND   DISLOCATIONS   OF  THE   RIBS,  COSTAL  CARTI- 
LAGES,  AND   STERNIJM,     (See  Vol.   I.,  t  liap.   XVI.) 

Wounds  of  the  Chest-wall. — Wounds  limited  to  the  parictes 
of  the  chest,  non-penetrating,  are  most  frequently  the  result  of  stabs 
and  gunshot  injury.  They  may  be  either  of  the  incised,  punctured. 
or  lacerated  variet)',  and  dificr  in  no  respect  from  similar  lesions  in 
other  situations.  They  are  not.  as  a  rule,  serious,  though  such  wounds 
may  be  complicated  by  hemorrhage,  the  blood  escaping  either  exter- 
nally or,  In  the  case  of  a  punctured  wound,  being  poured  out  into  the 
cellular  tissue,  producing  a  hematoma.  The  wound  may  also  become 
infected  with  septic  micro-organisms,  and  this  may  be  followed  by 
suppuration  and  rapidly  spreading  cellulitis.  In  all  injuries  of  the 
chest  it  is  important  to  detennine,  if  possible,  whether  the  pleura  has 
been  injured,  and  whether  any  injurj-  has  been  inflicted  on  the  con- 
tained viscera. 

The  diagnosis  of  wounds  of  the  parictes  alone  will  depend  mainly 
on  negative  signs ;  but  the  nature,  situation,  and  direction  of  the  wound 
will,  in  doubtful  cases,  assist  the  surgeon  in  arriving  at  a  definite 
conclusion. 

Treatment. — This  consists  in  the  arrest  of  hemorrhage,  the  removal 
of  foreign  bodies,  and  the  thorough  cleansing  of  the  wound.  The 
wound  should  then  be  carefully  sutured,  and  if  any  muscles  have  been 
divided,  the  cut  edges  should  be  brought  into  apposition.  Antiseptic 
dressings  should  be  applied,  and  kept  in  place  by  strapping,  as  by  this 
means  the  respiratory  movements  are  limited,  and  union  by  first  inten- 
tion is  more  likely  to  be  obtained.  Should  supjiuration  and  cellulitis 
follow,  the  pus  must  be  evacuated  early,  and  free  incisions  made  if 


ISS 


INTERNATIONAL   TEXTBOOK  OF  SVRGEKY. 


necessary.    The  abscess-ca%*ity  should  be  thoroughly  disinfected  and 

hot  antiseptic  fomirn  tat  ions  applied. 

Penetrating  wotinds  of  the  chest  arc  far  more  serious,  but  the 
recognition  of  [wnetration  is  often  difticuU.  The  symptoms  arc  more 
severe  than  when  the  wound  involves  the  parietes  only,  and  in  the 
majority  of  cases  the  patient  suffers  from  shock.  When  the  wound  b 
large,  the  nature  of  the  lesion  is  obvious.  In  other  cases  air  may  be 
heard  pa.ssing  in  and  out  of  the  wound  with  inspiration  and  expiralifm, 
blood  may  be  expectorated  or  may  be  expelled  from  the  wound  by 
coughing,  or  hemothorax  or  pneumothorax  may  be  present,  and  ui 
such  cases  the  diagnosis  is  easily  made;  but  when  the  wound  is  small 
and  there  are  no  signs  of  injury  to  the  thoracic  viscera,  it  may  be 
impossible  lo  determine  whether  the  jiarietal  pleura  has  lxx*n  pene- 
trated or  not.  In  doubtful  cas.es  the  wcjuiu!  should  be  examined  care- 
fully with  the  fin-jer;  but  great  care  should  be  exercised  in  the  use  of 
a  probe,  and,  as  a  rule,  it  is  better  to  refrain  from  using  one,  as  much 
harm  may  be  done  by  it. 

The  treatment  in  the  case  of  a  penetrating  wound  of  the  chest  is  to 
arrest  the  hemorrhage,  cleanse  and  suture  the  wound,  removing  foreign 
bodies  if  present,  and  then  to  apply  a  large  antiseptic  dressing.  The 
patient  slmuld  be  cdrefully  watched  lest  cmnplicalions  arise. 

Wounds  of  the  Vessels  of  the  Thoracic  Wall. — Wounds  of 

the  intercostal  arteries  are  occasionally  met  with,  but  the  protected  sittj- 
ation  of  these  vessels  renders  this  an  exceedingly  rare  injury.  Tlie 
intercostal  arteries  have  been  wounded  in  tlie  performance  of  paracen- 
tesis thoracis,  also  during  the  resection  of  a  rib  for  empyema  ;  but  the 
injury  most  frequently  arises  from  slabs  and  gunshot  wountls,  while 
laceration  of  these  vessels  has  occasionally  occurred  .vs  a  complication 
of  fractured  ribs.  That  this  accident  is  a  serious  one  is  proved  by  the 
fact  that  out  of  15  cases  of  this  injury  which  occurred  in  the  American 
Civil  War.  ll  terminated  fatally. 

The  effect  will  be  hemorrhage,  either  internal  or  external,  or  both. 
Where  the  wound  is  large,  the  blood  will  escape  externally  ;  it  will  be 
arterial,  unmi.\-ed  with  air,  and  may  be  observetl  to  flow  in  a  pulsating 
jet.  Where  the  wound  is  small,  the  blood  will  esca|K"  continuously,  andy 
not  per  saltum  ;  while  in  .tome  cases,  especially  where  the  wound  isi 
valvular  in  character,  instead  of  appearing  externally  the  blood  may  be 
extravasated  into  the  cellular  ti.ssuc  of  the  chest-wall. 

Internal  hemorrhage  will  occur  in  cases  of  small  penetrating  woundspf 
where  the  blood,  being  unable  to  escape  externally,  passes  into  the 
pleural  cavity. 

The  recognition  of  injury  to  an  intercostal  vessel  is  always  extremely^ 
important,  but  the  tliagnosis  i-s  often  difficult  owin^  lo  the  resemblance  ■ 
which  hemorrhage  from  a  wound  of  one  of  these  vessels  bears  to  that 
arising  from  an  injurj*  to  the  Iting. 

When  the  lung  is  wounded,  the  blood  escapes  into  the  pleural  cavityJ 
and  IS  cxjiellcd   from  the  wound  at  each  expiration,  the  blood   being 
frothy  from  admixture  with  air.     In   some  cases  the  same  conditions 
obtain  when  the  hemorrhage  arises  from  an  intercostal  arterj-.  the  blood 
being  drawn  into  the  thorax  at  each  inspiration,  and  driven  out  of  the, 
pleura,  mixed  with  air,  at  each  expiration  ;  and,  again,  a  wound  of 
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intercostal  artery  may  be  followed  by  hemothorax  with  only  very  slight 
external  hemorrhage,  or  It  may  be  complicated  by  a  wound  of  the  lung. 
When  duiibt  exists  as  to  the  -source  of  the  hemorrhage,  the  proper 
course  to  adopt  is  to  examine  the  wound  thoroughly,  enlarging  it  if 
necessary,  so  as  to  see  clearly  if  the  bleeding  vessel  be  in  the  parietes. 

Treatment. — A  woundctl  intercostal  artery-  should,  if  possible,  be 
tied,  the  wound,  if  necessary',  being  enlarged. 

It  is  usually  impossible  to  secure  the  vessel  as  it  lies  in  the  groove 
on  the  under  surface  of  the  rib,  and  to  overcome  this  difficulty  one  of 
two  methods  may  be  adopted ;  either  to  resect  a  portion  of  rib,  or  to 
separate  the  periosteum  from  the  lower  border  of  the  rib,  by  first  divid- 
ing the  periosteum  longitudinaIlj\  and  then  peeling  il  off  the  rib  with  a 
raspatorj' ;  the  periosteum  will  carr^'  the  artety  with  it,  and  a  ligature 
can  then  be  cnsily  appliL-d. 

In  cases  of  cmcrj^cncy,  or  where  from  special  circumstances  liga- 
tures cannot  be  employed,  a  tampon  may  be  used  as  a  means  of  tem- 
porarily arresting  the  hemorrhage.  It  is  applied  thus:  a  square  piece 
of  aseptic  linen  is  pushed  into  the  pleural  cavity  so  as  to  form  a  pocket, 
the  four  corners  remaining  outside,  and  the  pocket  is  then  tightly  packed 
with  gauze.  When  tht_*  comers  of  the  linen  are  drawn  upon,  the  artery 
will  be  compressed  against  the  rib 

Wotind  of  the  Internal  Mammary  Artery. — Wound  of  this 
vessel  is  also  an  accident  of  rare  occurrence,  and  when  met  with  is 
usually  complicated  by  injurj-  to  the  pleura,  lung,  pericardium,  or 
heart.  It  may  be  caused  by  stabs  and  gunshot  wounds,  and  in  most 
cases  is  accompanied  by  section  of  one  or  more  of  the  costal  cartilages. 

The  symptoms  will  be  those  of  ht-morrhage.  In  some  cascn  the 
blood  escapes  e.xternally  ;  in  some  il  flows  into  the  pleura  or  |jericar- 
dium  ;  while  in  others  extravasation  takes  place  into  the  cellular  tissue 
of  the  anterior  mediastinum. 

Treatment. — The  proper  treatment  is  to  enlarge  the  wound  if  neces- 
sary, expose  the  bleeding  vessel  and  tic  it,  though  this  proceeding  is 
often  extremely  difficult,  especially  if  the  artcr)*  has  been  wounded 
where  It  is  covered  by  one  of  the  costal  cartilages.  In  such  a  case  a 
|>ortinii  tt(  the  cartilage  must  be  excisLul  in  order  to  secure  the  vessel. 

Wonnds  and  mpttire  of  the  diaphragm  are  caused  by  stabs 
and  gunshot  injur)',  by  contusions  of  the  chest  with  or  without  fract- 
ure of  the  ribs,  and  by  sudden  increase  of  intra-abdominal  pressure, 
such  as  occurs  in  violent  vomiting  and  cluriiij;  parturition.  Owinj;;  to 
the  protection  which  is  afforded  to  the  diaphragm  by  the  liver,  lacera- 
tions of  the  diaphragm  are  more  frequently  met  with  on  the  left  side. 
The  injury  is  a  .serious  one,  as  it  Is  so  often  associated  with  some  lesion 
of  the  thoracic  or  abdominal  viscera. 

A  wound  or  rupture  of  the  diaphragm  when  uncomplicated  is  not 
necessarily  fatal ;  but  grave  symptoms  may  arise  from  the  escape  of 
.some  of  the  abdominal  viscera  Into  the  pleural  cavity,  constituting  what 
is  termed  a  diaphragmatu  herma  (Fig.  100).  The  stomach,  colon,  and 
small  intestine  are  the  organs  which  are  thus  most  frequently  displaced. 

The  hernia  may  become  strangulated,  either  shortly  after  the  injurj- 
or  at  a  more  remote  period.  The  contents  are  not  usually  contained  in 
a  peritoneal  sac. 
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Wounds  and  rupture  of  ilic  diaphragm  without  hernia  can  hardly  be 
diagnuscd  except  in  those  rare  instances  where  the  rent  in  the  diaphragm 
can  be  seen  tlirough  an  ojien  wound. 

The  signs  by  which  a  diaphragmatic  hernia  may  be  recognized  arc 
pain  and  dyspnea,  sometimes  accompanied  by  persistent  vomiting.  The 
other  sijjns  vary  accordinp  to  the  particular  viscera  that  have  been  dis- 
placed. Thus,  if  the  stomach  or  intestine  ha-s  been  protruded  through 
the  rent  in  the  di:iphragin,  iherc  will  be  some  fulness  of  the   lower  p^rl 


Fig,  100, — C.bcsl  ot  a  fclus  al  lull  ]>i:iiod.  jfujH  lhj;  the  [irUlion  ot  (i,>rt>  in  a  diaphra^pnalie 
hrmiii.  On  tlic  U-ft  »idc  scv-rrnl  coiU  uf  tititnliD'C  ;irr  prulruilctl  ihruu^h  ttic  iliuphragra  inUi  « 
sac  which  rcoctica  lu  liiKb  a»  lh«  lliirii  rit>  -xo.<X  u  seiiurateil  Irum  Ihc  jilcunl  cavity  ;  the  haul  it 
p»Vh«d  ovei  [u  the  right  side  <MidcUc»ex  llospilal  Miueum}. 

of  the  chest,  with  tympanitic  resonance  over  that  area;  possibly  a  suc- 
cusion  sound  may  be  heard  on  auscultation,  and  the  normal  respiratory 
murmur  will  be  absent.  The  heart  may  also  be  displaced.  Should  the 
hernia  become  strangulated,  the  symptoms  will  be  those  of  internal 
strangulation. 

Treatment. — Wounds  of  the  diaphragm,  if  the  patient's  condition 
admit  nf  it,  should  be  carefully  sutured,  for  as  long  as  the  opening  per- 
sists, there  is  a  tendcnc>*  to  the  formation  of  a  hernia  and  subsequent 
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strangulation.  Diaphragmatic  hernia  should  be  trealed  by  immediate 
njjeralioii.  Such  cases  have  bct'n  successfully  treated  by  laparotomy; 
but  more  recently  it  has  been  suggested  that  the  best  way  to  reach  a 
diaphragmatic  hernia  is  through  the  pleura,  since  it  has  been  found  that 
by  resecting  portions  of  several  ribs  and  making  a  free  opening  into  the 
pleural  cavit>*,  the  hernia  can  be  more  readily  reduced  and  the  rent  in 
the  diaphragm  more  easily  sutured. 

INJURIES  OF  THE  PLEURA  AND  LUNG. 

Contusion  of  the  I«ungf. — This  may  occur  as  the  result  of  com- 
pression of  the  chest  caused  by  a  severe  crush  or  blow,  and  not  infre- 
quently it  complicates  fracture  of  the  ribs.  In  contusion  of  the  lung 
the  visceral  layer  of  the  pleura  remains  intact,  and  blood  is  poured 
out  into  the  parenchyma  and  air-spaces  of  the  lung. 

The  symptoms  will  vary  with  the  severity  of  the  injury.  In  mild 
cases  the  only  indication  of  contusion  of  the  lung  may  be  the  expecto- 
ration of  a  little  blood-stained  mucus.  When  the  injury  is  severe,  the 
patient  will  suffer  from  pain,  dyspnea,  cough,  and  hemoptysis;  dulncss 
on  percussion  will  be  found  over  the  affected  area,  and  on  auscultation 
coarse  crepitations  will  be  heard.  These  symptoms  will  be  followed 
after  a  few  days  by  the  expectoration  of  rusty  sputum.  Recovery 
usually  takes  place,  but  in  elderly  people  pneumonia  sometimes  super- 
venes, which  m;iy  prf>vt-  fital. 

Rupture  of  the  lung^  occurs  as  the  result  of  violent  compression 
of  the  thorax.  In  this  injury  the  lung  Is  torn  to  a  variable  extent,  and 
the  visceral  layer  of  the  pleura  is  also  lacerated,  so  that  blood  and  air 
escape  into  the  pleural  cavity.  The  signs  of  rupture  of  the  king  are 
stniilar  to  those  occurring  in  cases  of  contusion,  btil  to  these  must  be 
added  evidences  of  hemothorax  and  pneimiothorax. 

The  treatment  of  these  injuries  consists  in  ket-ping  the  |>aticnt  in 
bed  and  absolutely  quiet.  A  careful  examination  should  he  made  from 
time  to  time  lest  complications  arise,  the  treatment  of  which  will  be 
subsequently  described. 

Rupture  of  a  bronchus  occasionally  occurs,  usually  in  conjunc- 
tion with  other  injuries,  A  child  was  recently  admitted  into  the  Middle- 
sex Hospital,  having  been  run  over  across  the  chest ;  death  occurred 
shortly  after  admission.  On  post-mortem  examination  it  was  found 
that  the  right  bronchus  was  ruptured,  and  there  was  also  a  laceration 
of  the  middle  lobe  of  the  right  king  at  the  anterior  margin.  The  first 
rib  on  each  side  showed  a  greenstick  fracture,  and  the  fourth  to  the 
ninth  ribs  inclusive  on  the  right  sicle  were  also  broken. 

Wotmds  of  the  Pleura  and  I^un^. — Wounds  which  penetrate 
tlie  costal  pleura  usually  involve  the  lung,  but  in  some  cases  the  pleura 
may  alone  be  injured.  This  most  frequently  happens  when  the  pleura 
is  opened  in  those  situations  where  the  edge  of  the  lung  docs  not  quite 
correspond  to  the  limits  of  the  pleura.  In  the  front  of  the  chest  the 
pleura  extends  considerably  farther  over  the  [Mrricarilium  than  the  cor- 
rcsjHJnding  lung,  and  posteriorly  the  lung  cloe.s  not  descend  below  the 
tenth  rib.  while  the  pleural  cavity  reaches  as  far  as  the  twelfth  rib  or 
even  a  little  lower. 
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A  patient  was  admitted  into  the  Middlesex  Hospital,  having  received 
a  bullet  wound  in  the  chcsL  He  was  markedly  collapsed,  and  thcrt 
was  a  wound  situated  3^  inches  below  and  a  little  internal  to  the  nipple 
He  died  on  the  day  following  admission.  At  the  post-mortem  exam- 
ination the  bullet  was  found  to  have  struck  the  seveiilh  rib  and  to  have 
traversed  llie  pleural  ca\'ily  without  wounding  the  lung  ;  it  had  then 
|jassfd  throuijh  the  dtajihragm  and  wounded  the  left  lobe  of  the  li\xr. 

In  fracture  of  the  hbs  the  parietal  pleura  may  be  lacerated,  while 
the  visceral  layer  remains  uninjured. 

Wounds  of  the  j)lcura  and  lung  may  be  caused  by  stabs  with  sharp 
cutting  instruments,  by  gunshot  injur>-,  or  by  the  fractured  ends  of  a 
broken  rib,  and  may  therefore  be  incised,  punctured,  or  lacerated  Of 
these,  punctured  wounds  such  as  may  be  caused  by  fractured  ribs  art 
the  least  dangerous  ;  they  are  usually  not  cNtersive,  and  as  the  air  which 
escapes  into  the  pleural  cavity  from  the  lung  is  free  from  septic  micro 
organism,  decomposition  and  suppuration  do  not  occur.  On  the  other 
hand,  incised  wounds  of  the  lung  are  very  dangerous,  as  they  arc  often 
attended  by  very  severe  hemorrhage;  while  gunshot  wounds,  though 
the  hemorrhage  is  usually  slight,  frequently  prove  fatal  from  secondarj 
complications,  owing  to  infective  matter  on  foreign  bodies  having  been 
carried  into  the  lung.  The  danger  and  severity  of  the  .**ymptoms  will 
vary  according  to  the  extent  and  situation  of  the  injury.  When  only 
the  surface  of  the  lung  is  involved,  the  symptoms  may  be  very  slight; 
but  wounds  near  the  root  of  the  lung  are  especially  cUngcrous,  as  tJtt 
large  vessels  are  likely  to  be  implicated. 

There  are  three  cnudilions  likely  to  occur  as  the  result  of  a  wounc 
of  the  lung — viz.,  hemorrhage,  the  escape  of  air  from  the  lung,  anc 
collap.sc  of  the  lung. 

Hemorrhage  may  take  place  into  the  cellular  tissue  of  the  lung. 
the  blood  may  be  poured  out  into  the  air-vcsiclcs  or  bronchial  tubrt 
and  be  coughed  up;  or  it  may  collect  in  the  pleural  cavity. constitutir 
hemothorax,  or  it  may  esca[K:  externally.  Air  may  likewise  be  forct 
into  the  cellular  tissue  of  the  lung  and  media.stinum ;  it  may  cs< 
into  the  pleural  cavity,  producing  pneumothorax,  or  it  may  pass  in 
out  of  the  chest  through  the  wound  in  the  parictes.  giving  rise  to  a 
peculiar  hissing  or  bubbling  sound.  If  the  ccternal  wound  is  small 
and  oblique,  or  if  the  injury  to  the  lung  has  been  caused  by  a  fractured 
rib,  the  air  may  escape  into  the  subcutaneous  cellular  tissue,  producing 
more  or  less  cxtetisive  emphysema  (Fig.  loi). 

Collapse  of  the  lung  does  not  always  occur  even  when  the  pleural 
cavity  has  been  freely  opened,  and  this  circumstatice  is  no  doubt  due  to 
the  cohesion  existing  between  the  two  moist  pleural  surfaces. 

Marked  collapse  of  the  lung  is  most  likely  to  occur  in  small  valvular 
wounds  of  the  parictes  and  lung  accompimicd  by  the  escape  of  air  and 
blood  into  the  pleural  cavity.  When  adhesions  exist  between  the  lung 
and  ]iarie1al  pleura  at  the  scat  of  injury,  collapse  of  the  lung  obvioush- 
cannot  take  place. 

Symptoms. — These  necessarily  vary,  and  will  depend  upon 
situation,  extent,  and  nature  of  the  injur>'.     Collapse  is  usually 
often  to  a  marked  degree ;  this  may  be  due  to  the  shock  which  acc< 
panics  a  wound  of  any  impt^rtant  organ  or  to  loss  of  blood. 
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The  symptoms  pointing  more  directly  to  wound  of  the  lung  are 
dyspnea,  the  respirations  being  at  tlic  same  time  rapid,  shallow,  and 
almost  entirely  aljdominal ;  pain  in  the  chest,  and  a  constant  hacking 
cough,  which  the  patient  endeavors  to  suppress  on  account  of  the  pain. 
Hcmoptj'sis  is  often  present ;  this  may  consist  merely  in  the  expectora- 
tion of  frothy  blood-stained  mucus,  or  the  hemorrhage  may  be  abun- 
dant ;  there  may  also  be  an  escape  of  blood  and  air  from  the  wound.  In 
addition  to  these  symptoms  there  may  be  evidences  of  hemothorax, 
pneumothorax,  or  emphysema,  followed  at  a  later  period  by  pleurisy, 


FlC  101. — General  emphyscni^  [i»ii>  .1  ii.i^tu/^.i  i.l.. 

pneumonia,  or  empyema.     When  the  wound  is  large,  prolapse  of  the 
lung  may  nccur. 

The  proirnosls  even  in  a  case  of  uncompUcateLi  wound  of  the  lung 
is  necessarily  t^r.ive;  but  the  danger  In  each  particular  case  will  depend 
upon  the  depth  and  size  of  the  wound,  the  part  of  the  lung  wounded, 
and  the  nature  of  the  instrument  with  which  the  injury-  was  inflicted. 
A  wound  of  the  lung  may  prove  immediately  fatal  from  the  severity  of 
the  hemorrhage,  or  from  blood  escaping  into  the  bronchial  tubes  and 
causing  asphyxia.  Death  may  also  ensue  at  a  subsequent  period  from 
septic  inflammation  of  the  lung  or  pleura.  Wounds  involving  both 
lungs  nearly  always  prove  fatal,  but  cases  have  been  recorded  in  which 
even  after  such  an  injury  patients  have  recovered.  ; 
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Treatment. —The  patient  should  be  placed  in  bed,  on  the  injured 
side,  and  kept  .absututcly  quid.  In  most  cases  it  is  better  for  the  sur- 
geon to  refrain  from  making  a  complete  examination  at  first.  Meui^ 
must  be  ukcn  at  once  to  arrest  the  hemorrhage.  The  w^ound  should 
be  examined  with  the  finger,  and  any  foreign  bodies  that  can  be  easily 
extracted  shnuld  be  carefully  removed,  but  no  prolonged  attempt  ai 
removal  should  be  made.  The  surface  of  the  wound  and  the  surround- 
ing skin  should  be  thoroughly  cleansed  with  an  antiseptic  solution, 
such  as  carbolic-acid  lotion  (l  :  20),  and  the  wound  itself  may  be 
swabbed  out,  but  irrigation  should  not  be  employed. 

When  the  wound  is  large  and  clean  cut,  the  divided  structure 
should  be  united  by  sutures;  but  when  the  wound  is  contused  or  lacer- 
ated, such  as  might  be  caused  by  a  bullet  or  some  blunt  instrutncni,  a 
should,  after  being  cleansed,  be  left  open,  and  a  drainage-tube  inserted 
if  necessary.  It  should  then  be  covered  up  with  a  large  antise})t)c 
drcs.sing  kept  in  place  by  broad  strips  of  strapping  firmly  applied,  so 
as  to  restrain  as  far  as  possible  the  rcspinitory  movements.  At  firS 
the  patient  will  be  in  a  state  of  collapse,  and  as  this  condition  favon 
the  arrest  of  hemorrhage,  it  is  well  not  to  interfere ;  great  care  must 
therefore  be  exercised  in  tlie  administration  of  restoratives. 

The  patient  should  be  kept  in  the  recumbent  position,  absolutely 
quiet,  and  in  a  cool  room.  All  excitement  should  be  avoided,  and  he 
should  be  forbidden  to  speak.  Later  he  should  be  given  small  pieces 
of  ice  to  suck,  or  small  quantities  of  iced  milk  and  soda  water  to 
drink. 

The  amount  of  food  given  during  the  first  three  days  should  be 
very  limited  ;  and  if  the  patient  is  very  restless,  niorphiii  may  be  admin- 
istered with  beneficial  effect.  After  three  days,  if  no  compUcatioiu 
arise,  the  quantity  of  fo<Kl  may  be  gradually  increased. 

Complications  of  Injuries  of  the  Lnngs. — The  following 
immediate  complications  may  occur — viz.,  hemorrhage,  emphysema. 
pneumothorax,  prolapse  of  the  lung,  and  the  retention  of  forvjgn 
bodies. 

Hemorrhage. — One  of  the  principal  dangers  arising  from  a  wound 
of  the  lung  is  hemorrhage.  This  varies  in  amount  within  very  wide 
limits,  and  depends  upon  the  nature  and  situation  of  the  w*ound. 
When  only  the  .surface  of  the  lung  is  injured,  the  hemorrhage  may  be 
very  slight,  while  wounds  near  the  root  of  the  lung  may  g:ivc  rise  to 
profuse  bleeding,  which  rapidly  proves  fatal. 

Where  there  is  an  o|)cn  wound  the  blood  will  escape  external!)*, 
but  when  the  wound  is  small  or  oblique,  or  when  the  injury  to  the 
lung  ha-s  been  caused  by  the  fractured  end  of  a  rib.  the  blood  will 
collect  in  tlie  pleural  cavity,  producing  hemothorax.  In  the  majorit}' 
of  cases  of  wound  of  the  lung  hemoptj-sis  occurs,  the  blood  escaping 
into  the  air-spaces  or  smaller  bronchial  tubes  and  being  coughed  up. 
Each  of  these  conditions  must  be  considered  scp-'irately. 

Exttrnal  hemorrhage  arising  from  a  wound  of  the  lung  is  charac- 
terized by  the  escape  of  blood  and  air  from  the  wound  during  expira- 
tion, while  the  other  signs  of  injur>'  to  the  lung  will  point  to  the 
source  of  hemorrhage.  The  difficulty  that  may  arise  in  distinguishing 
between  bleeding  from  a  wound  of  the  lung  and  that  occurring  irom 
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an  injury  to  the  intercostal  or  internal  mammaty  vessel  has  already 
been   n-ferrud  to  (jiagc   t88). 

HetHothorax,  or  hemorrhage  into  the  pleural  cavity,  may  occur  as 
the  result  of  an  injury  to  the  lun^ ;  it  is  also  met  with  as  the  result  of 
a  wound  of  an  intercostal  or  internal  mnmrnarj'  artery-,  either  by  a 
pcnetralinji  wound  of  the  chest  or  by  a  fragment  nf  a  broken  rib.  It 
is  more  likely  to  occur  where  the  extcnial  wound  is  small,  for  when 
the  wound  is  large,  the  blond  fsuajjcs  exleriKflly ;  when  it  occurs  as  a 
complication  of  fracliirtd  ribs,  there  is  usually  no  extt-rnal  wound. 

The  symptoms  of  hemothorax  are  loss  of  movement  of  the  affected 
aide ;  dulncss  on  percussion  over  tlie  lower  part  of  the  chest,  coming 
on  shortly  after  the  injury,  and  rapidly  incrcasinfj;  and  impairment  of 
vocal  fremitus  and  vocal  resfjiiancc,  willi  absence  of  the  respiratory 
murmur  over  the  area  of  dulness.  When  the  elTusion  takes  place 
rapidly,  ihere  will  be  signs  nf  severe  internal  hemorrhage — viz.,  marked 
collapse,  pallor  of  the  surface  with  clammy  perspiration,  restlessness, 
thirst,  a  small,  tliready  pulse,  and  great  dyspnea.  There  may  also  be 
noted  enlargement  of  the  affected  side  of  the  chest  and  bulging  of  the 
intercostal  spaces. 

Rlo<id,  when  effused  into  the  pleural  cavity,  may  remain  fluid  for 
a  considera!»le  time;  more  usually,  however,  it  sjxredily  coagulates. 
Unless  septic  matter  has  been  introduced  into  the  pleura  the  blood  is 
6nally  absorbed,  though  absorption  does  not  take  place  so  rapidly  as 
in  the  case  of  a  serous  cflusion.  Should  the  clot  become  invaded  by 
septic  micro-organisms,  it  rapidly  decomposes,  selling  up  acute  mfiam- 
mation  of  the  pleura,  terminating  in  empyema. 

Hpfiwptysis  is  eharaelcrized  by  the  expectoration  of  light-red  blood, 
frothy  from  the  admixture  of  air.  In  some  cases  it  is  slight  in  amount, 
■while  in  others  it  is  very  profuse.  This  is  usuall)'  followed  in  a  few 
days  by  the  expectoration  of  sputum  of  a  rusty  character. 

Trtatmcnt. — In  the  case  of  hemorrhage  occurring  from  a  wound  of 
the  lung,  the  surgeon's  first  object  should  be  to  diminisli  tlie  force  and 
fre<jucncy  of  the  heart's  action,  and  thus  favor  the  coagulation  of  blood 
in  the  vessels.  The  patient  should  be  placed  in  bed,  and  on  the 
injured  side,  with  the  head  ant!  shoulders  slightly  raised.  He  should 
be  kept  absolutely  quiet  and  free  from  all  excitement;  he  should  be 
encouraged  to  suck  small  pieces  of  ice,  and  an  ice-bag  should  be 
applied  to  the  chest.  Hemostatics,  such  as  crgotin.  injected  subcu- 
taneously  may  be  tried.  If  the  patient  is  ver^'  restless,  a  hjpodermic 
injection  of  moqihin  (gr.  ^)  should  be  given. 

When  the  blood  is  escaping  externally,  the  parietal  wound  should 
be  closed,  after  the  parts  around  have  been  carefully  cleansed  and 
covered  with  an  antiseptic  dressing.  The  dressing  is  best  kept  in 
place  by  broad  strapping  firmly  applied,  as  thus  helps  to  immobilize 
the  injured  side  of  the  chest,  while  at  the  same  time  the  movement  of 
the  sound  side  is  not  interfered  with. 

When  the  blood  collects  in  the  pleural  cavity,  giving  rise  to  hemo- 
thorax, if  the  effusion  is  so  great  as  to  threaten  death  from  sufTocation 
by  pressure  on  the  lung,  the  wound  must  be  opened  up,  or  a  free  inci- 
sion must  be  made  into  the  pleural  cavity  and  the  blood  allowed  to 
escape.     It  is  only  under  such  exceptional  circumstances  that  it  will 
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be  necessary  to  interfere ;  as  a  rule,  the  hemorrhage  soon  ceases,  and 
the  effused  blood  is  quickly  absorbed.  If  septic  matter  has  been  intn»- 
duced  into  the  pleura,  the  blood  will  decompose;  the  absorption  of 
the  septic  toxins  will  speedily  give  rise  to  symptoms  of  acute  inflam- 
matory fever,  and,  unless  a  free  exit  Is  afforded  to  the  pent-up  pus. 
signs  of  septic  poisoning  will  rapidly  supervene.  In  such  a  case  the 
pleural  ca-vity  must  be  oijcncd  in  a  dept'ndent  position,  all  blotid-clot 
removed,  and  free  drainage  established.  When  severe  heniiip^'sis 
occurs  after  a  wound  of  the  lung,  rest,  the  application  of  ice  to  ilic 
chest,  the  administration  of  small  pieces  of  ice  to  suck  from  time  to 
time,  and  opium  internally,  are  the  means  most  to  be  relied  on. 

Several  cases  have  been  recorded  where  jjersislcnt  hemorrhage, 
after  a  wound  of  the  lung,  has  been  treated  by  operation.  Opinions 
dilTer  at  present  as  to  the  advisability  nf  interfering  in  these  cases,  bul 
should  all  other  means  fail  to  arrest  the  hemorrhage,  the  surgeon  mu-^ 
be  prepared  to  open  up  the  wound  freely,  and  endeavor  to  control  llie 
bleeding,  either  by  plugging  or  by  suturing  the  wound  in  the  lung. 

Emphysema,  or  the  infiltration  of  air  into  the  cellular  tissue,  ts  a 
frequent  complication  of  wounds  of  the  lung ;  it  may  occur  with  or 
without  pneumothorax.  Emphysema  is  often  met  with  in  cases  of 
fractured  ribs;  in  such  cases  it  is  usually  localized,  is  not  associated 
with  pneumothorax,  and  very  rapidly  dts<'ipi)ears.  The  occurrence  of 
emphysema  without  an  accumulation  of  air  in  the  pleural  cavity  mxf 
be  explained  in  two  ways:  either  the  lung  has  been  injured  at  a  spot 
where  adhesions  exist  between  the  parietal  and  visceral  layers  of  the 
pleura,  or  the  natural  cohesion  of  the  two  moist  pleura!  surfaces  pre- 
vents their  .separation,  and  the  air  traverses  the  pleural  cavity,  but  ' 
witliout  accumulating  in  it.  and  pas.ses  into  the  cellular  tissue  of  the 
chest-wall.  Very  extensive  emphysema  sometimes  follows  a  simple 
fracture  of  the  ribs,  and  is  then  almost  always  complicated  by  pneumtv 
thorax.  In  penetrating  wounds  of  the  chest,  with  injur>*  to  the  lung 
or  bronchi,  especially  if  the  wound  is  small  and  oblique,  emphysema 
is  very  likely  to  occur;  but  when  the  wound  is  large,  not  N'alvular  in 
character,  and  when  the  external  opening  corre.spond.s  to  that  in  the 
lung,  emphysema  will  not  take  place. 

Kniphysema  occasionally  arises  in  cases  of  i»enetrating  wounds  of 
the  chest-wall,  without  any  injury  to  the  lung,  where  the  air  enters  the 
chest  from  without  at  each  inspiration,  and  is  forced  out  of  the  pleural 
cavity  during  expiration.  If  the  wound  in  such  cases  is  of  a  valvuUr 
nature,  the  edges  tend  to  fall  together  at  each  expiration,  and  the  aJr 
being  unable  lo  cscajHr  externally  passes  into  the  cellular  tissue. 

Lastly,  In  ru[>ture  of  the  lung  without  laceration  of  the  visceral 
layer  of  the  pleura,  air  may  escape  into  the  connective  tissue  of  the 
lung;  it  then  passes  by  the  root  of  the  lung  and  su[>erior  mediastinum 
into  the  cellular  ti.ssue  of  the  neck,  and  diffuses  itself  over  the  body.    ^H 

The  symptoms  of  emphysema  consist  of  swelling  of  the  afTccteoB 
part,  commencing  at  the  seat  of  the  lesion  (except  when  the  emj>hy- 
sema  is  due  to  subserous  rupture  of  the  lung,  when  the  swelling  fir*4 
becomes  apparent  at  the  root  of  the  neck),  and  then  gradually  increas- 
ing in  all  directions. 

The  skin  over  the  affected  area  is  nonnal  in  appearance. 
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swelling  is  soft  and  elastic,  and  yields  a  very  characteristic  crackling 
st-n-iation  when  gently  pressed  upon.  It  is  usually  limited  to  the 
upper  jwrt  of  the  trunk  and  neck,  biit  in  rare  cases  the  emphysema 
may  extend  all  over  the  body,  causing  great  embarrassment  to  the 
respiration,  and  if  not  reUevcd  it  may  prove  fatal  from  suffocation. 

lyxQ  prognosis  is  usually  favorable,  the  air.  even  in  cases  of  exten- 
sive emphysema,  rapidly  becomes  absorbed,  without  showing  any 
tendency  to  excite  iiiflaniination, 

Treatnunt. — When  the  emphysema  is  localized,  no  special  treatment 
is  required,  and  all  that  is  necessary  is  to  fix  the  affected  side  of  the 
chest  by  means  of  strapping  or  a  bandage.  If  the  emphysema  is 
spreading  rapidly  and  becoming  general,  causing  embarrassment  to  the 
respiration,  multiple  incisions  through  the  skin  are  Indicated. 

Pneumothorax,  or  the  presence  of  air  in  the  pleural  cavity,  may 
result  from  a  [>enetr<iting  wound  of  the  chest,  or  from  an  injury  to  the 
lung  without  any  cxlenial  wound,  as  in  cases  of  fractured  ribs.  In 
the  former  case  the  lung  collapses,  and  air  is  drawn  into  the  pleura  at 
each  inspiration  ;  but  as  long  as  the  wound  remains  patent,  the  air  is 
able  to  escape  freely  during  expiration,  so  that  the  pressure  on  the 
lung  never  reaches  such  a  degree  as  to  cause  serious  interference  with 
the  respiration.  Cases  in  which  both  pleura!  cavities  are  opened,  and 
in  which  pneumothorax  occurs  on  each  side,  though  not  necessarily 
fatal,  are  always  very  .serious. 

When  pneumothorax  arises  from  a  wound  of  the  lung  without  any 
external  injury,  air  passes  into  the  pleural  cavity,  and  being  unable  to 
escape,  it  accumidates  there,  causing  the  lung  to  become  collapsed  and 
compressed,  so  that  the  respiration  becomes  greatly  embarrassed.  The 
air  is  usually  rapidly  absnrbed,  and  it  is  only  when  associated  with  an 
external  wound  that  there  is  any  tendencj*  for  traumatic  pneumothorax 
to  be  fnllnwed  by  inflanmi.Llion  and  suppuration. 

Symptoms. — The  .symptoms  of  pneumothorax  are  mainly  those  of 
pressure  on  the  thoracic  viscera — viz.,  dyspnea  and  orthopnea.  There 
is  diminished  movement  of  the  affected  side  of  the  chest,  and  in  ex- 
treme cases  unilateral  enlargement  and  oblitcnition  of  the  intercostal 
spaces  may  be  observed,  while  the  heart  n>ay  be  displaced  to  the  opjjo- 
site  side.  On  |)ercussion  the  note  is  tynipanitic;  the  respiratory  mur- 
mur may  be  di.stant,  absent,  or  amphoric  in  character,  and  the  bell-snund 
will  be  heard  when  one  coin  is  struck  against  another  pressed  flat 
against  the  chest.  When,  in  addition,  there  is  fluid  in  the  pleural  cavity, 
there  will  be  dulness  on  percussion  over  the  base  of  the  lung ;  metallic 
tinkling  and  the  succussian  spla.'^h  may  also  Ik-  audible.  The  progno- 
sis in  each  aise  will  dcpetul  on  the  nature  and  severity  of  the  injury 
to  the  lung. 

Treatment. — As  the  air  in  ai.ses  of  pneumothorax  is  usually  rapidly 
absorbed,  and  shows  no  tendency  to  excite  inflammation  and  suppura- 
tion unless  septic  matter  lias  been  introduced  at  the  time  of  thr  injur}', 
no  special  treatmetil  is  required.  Should  the  respiration,  however, 
become  greatly  emixurassed,  owing  to  the  increased  thoracic  pressure, 
and  death  lie  threatened  from  suffocition,  the  pleural  cavity  should  be 
tap[>ed  with  a  trocar  and  cannula,  every  antiseptic  precaution  being* 
carefully  observed. 
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Prolapse  of  the  lung  through  a  wound  of  the  chest-wall  is  an 
extremely  rare  complication  of  penetrating  wounds  of  the  chest,  h 
may  occur  at  the  time  «>f  the  accident  or  shortly  after  the  infliction  of 
the  injury,  and  may  or  may  ntit  be  complicated  by  a  wound  of  the  pro- 
truded portion  of  lung.  It  is  most  likely  to  occur  when  the  wound  in 
the  chest-wall  is  of  considerable  size;  the  lower  intercostal  spaces  and 
the  anterior  and  lateral  regions  of  the  chest  are  the  situations  in  which 
this  complication  is  most  frequently  met  witli.  The  prolapse  occurs 
as  the  result  of  a  forced  expiratory  efibrt  at  the  moment  of  the  receipt 
of  the  injury;  the  glottis  being  closed,  the  lung  is  thereby  ci>niprcsscd, 
and  tends  t"  escape  in  the  direction  of  least  resistance.  The  prola|>sed 
portion  of  luni»  is  at  first  normal  in  appearance,  smooth  on  the  surface, 
and  crepitates  on  pressure;  but  as  it  is  tightly  constricted  at  its  base, 
it  soon  becomes  congested  and  swollen,  while  ultimately  it  may  pass 
into  a  gangrenous  condition  and  slough  of]C  In  other  cases  the  lung 
shrinks,  granulations  spread  over  the  surface,  and,  finally,  cicatrization 
takes  place.  If  seen  shortly  after  the  occurrence  of  the  accident,  the 
lung  can,  as  a  rule,  be  easily  returned  into  the  thorax ;  but  soon  adhe- 
sions fonn  between  the  parietal  and  vi-iccral  layers  of  the  pleura,  and 
the  herniated  mass  becomes  irreducible.  The  prognosis  is  these  cases 
is  generally  favorable. 

Treatment. — If  ihc  patient  is  seen  soon  after  the  receipt  kA  the 
injury,  an  attempt  should  be  made  by  careful  manipulation  to  return 
the  prolapsed  portion  of  lung  into  the  pleural  cavity,  and.  if  necessary, 
the  o[)ening  in  the  chest-wall  should  be  enlarged  sufficiently  to  allow 
of  its  reduction.  The  wound  should  then  be  closed.  If  it  is  found 
impossible  to  reduce  the  hernia,  or  if  the  lung  is  intensely  congested 
and  unlikely  to  recover,  or  if  it  has  already  become  gangrenous,  it  had 
better  be  left  in  situ  and  the  slough  allowed  to  separate  by  the  natural 
process.  The  sqjaration  may  be  facilitated  by  excising  the  prolapsed 
portion   aftcT  applying  a  ligature  to  its  base. 

Foreign  Bodies. — Penetrating  wounds  of  tlie  chest  complicated  by 
the  presence  of  foreign  bodies  are  always  serious,  and  the  (linger  in 
such  cases  arises  from  the  fact  that  infective  material  is  very  frequently 
carried  into  the  wound,  and  speedily  sets  up  inflammation  and  sup- 
puration. Bullets  and  fragments  of  clothing,  etc.,  may  become  lodged 
in  almost  arjy  part  of  the  chest ;  they  may  remain  in  the  pleural  cavity 
or  may  enter  the  lung.  In  the  former  case  the  foreign  body  may  fall 
to  the  lowest  p.irt  of  the  pleura,  and,  if  no  infective  material  has  been 
introduced,  may  become  encysted;  but  more  frequently  it  excites 
inflammation  and  suppuration,  resulting  in  a  localized  absces.s  or 
empyema. 

When  the  foreign  body  lodges  in  the  lung,  the  eflcct  produced  will 
also  depend  on  the  introduction  nf  septic  uMtler.  If  the  foreign  body 
is  aseptic,  and  if  infection  has  not  been  conveyed  by  the  wound,  a  sim- 
ple localized  inflammation  will  be  set  up,  resulting  in  the  formation  of 
fibrous  tissue,  so  that  the  substance  may  ultimately  become  cncapsuled. 
But  if  the  foreign  body  is  septic,  or  if  septic  matter  is  introduced 
through  the  wound,  acute  inflammation  and  suppuration  are  certain  to 
follow.  The  pus  thus  formed  may  be  discharged  through  the  wound, 
and  the  foreign  body  may  esca|}e  at  the  same  time.     In  otlier  ca.sc5  the 
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abscess  may  burst  into  a  bronchial  tube,  when  the  pus  will  be  expec- 
torated, or  rapidly  spreading;  septic  pneumonia  may  supervene  and 
speedily  prove  fatal. 

TrcafmcHt. — The  wound  should  be  carefully  cx.imiiicil  with  the  finger 
or,  if  necessary,  by  means  of  a,  probe.  This  examination  should  be 
conducted  with  the  utmost  ^jcntlcness,  and.  if  the  foreign  body  is  not 
readily  detected,  the  searcli  fur  it  should  not  be  prolonged.  If  the  for- 
eign body  is  plainly  felt,  an  attempt  should  be  made  to  extract  it,  other- 
wise the  surgeon  must  desist  from  further  examination  and  await  results. 
A  difficult^'  which  frequently  arises  in  the  treatment  of  these  cases  is 
due  to  the  impossibility  of  determining  the  exact  position  of  the  foreign 
body.  This  difficulty,  in  the  case  of  bullets  and  metal  substances,  has 
been  to  a  great  extent  removed  by  the  discovery  of  the  Rontgcn  rays ; 
but,  even  after  the  seat  of  the  foreign  body  has  bc-en  accurately  local- 
ized, the  question  will  naturally  arise  whether  it  would  he  prudent  to 
attempt  its  removal,  and  in  arriving  at  a  definite  conclusion  on  this  point 
cver>'  case  must  be  judged  on  its  own  merits. 

The  secondary  compiications  likely  to  follow  a  penetrating  wound 
of  the  chest  with  injury  to  the  lung  are  pleurisy  and  empyema,  pneu- 
monia, and  pneumocele  or  hernia  of  the  lung. 

Pleurisy  and  Empyema. —  Localized  inflammation  of  the  pleura 
may  follow  3  subcutaneous  injury  to  this  membrane,  as  in  cases  of 
fracture  of  the  ribs;  or  it  may  occur  as  the  result  of  a  penetrating 
wound  caused  by  a  clean  instrument.  The  inflammation  is  in  these 
cases  limited  in  extent ;  it  leads  to  the  formation  of  adhesions  between 
tlic  two  pleural  surfaces,  sometimes  to  a  localized  serous  effusion,  and 
almost  invariably  terminates  favorably.  On  the  other  hand,  when  the 
wound  of  the  pleura  has  been  caused  by  a  septic  instrument,  or  when  a 
foreign  body  ts  present  and  pyogenic  organisms  have  l>een  introduced 
into  the  pleural  cavity,  an  acute  inflammation  is  set  up  which  spreads 
rapidly  and  very  soon  involves  the  whole  surface  of  the  pleura.  The 
effusion  which  is  poured  out  is  at  first  serous,  but  quickly  becomes 
purulent  In  cases  where  there  is  a  large  open  wound,  tlie  pus  thus 
formed  will  escape  externally;  but  where  the  wound  is  small  or  valvu- 
lar in  character,  or  where  the  edges  liave  \wrev\  closely  united  by  sutures, 
the  inflanmiator),'  products  will  cuHfLl  in  the  pleural  sac. 

The  physical  signs  of  fluitl  in  the  pleura  are  diminished  movement 
of  the  affected  side  of  the  chest,  with  thilncss  on  pcrcus.sion,  gradually 
increasing  from  below  upward,  loss  of  vocal  fremitus  and  vocal  reso- 
nance over  the  region  corresponding  to  the  dull  area;  while  on  auscul- 
tation the  breath-siiunds  will  be  either  absent,  or  distant  and  tubular  in 
character.  When  the  effusion  is  great,  the  heart  may  be  displaced  to 
the  opposite  side  of  the  chest,  and  there  will  be  marked  dy.>?pnea. 

The  constitutional  signs  in  the  early  stage  will  be  those  of  acute 
inflammatory  fever,  due  to  the  absorption  of  the  products  of  putrefac- 
tion, and  unless  a  free  exit  is  aflbrded  to  the  pent-up  pus,  these  will  be 
followed  by  symptoms  of  sefrtic  poisoning  and,  possibly,  by  those  of 
pyemia. 

Treatment. — When  the  inflammation  of  the  pleura  is  simple  and 
localized,  no  special  treatment  is  required.  If  suppuration  occurs,  the 
treatment  consists  in  the  early  and  complete  evacuation  of  the  inflam- 
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matory  products.  The  wound  should  be  enlarged,  a  portion  of  rib 
excised  if  ncccssarj*.  anti  tl>e  contents  of  the  pleura  thoroughly  cleared 
out  The  cavity  should  then  be  carefully  cleansed  by  means  of  anti- 
scpttc  swabs,  and  free  drainage  provided.  Where  the  wound  is  not  in 
a  dejjentleiit  position,  or  when  the  cavity  cannot  be  efficiently  drained 
through  the  original  wound,  a  counter-opening  should  be  made,  after 
which  a  full-sized  dratnage-tubc  should  be  introduced  and  a  large  anti- 
septic dressing  applied. 

Pneumonia. — Traumatic  pneumonia  is  a  frequent  complication  of 
wounds  of  the  lung.  Its  severity  varies  within  very  wide  limits.  In  its 
mildest  form  the  inflammation  is  limited  to  the  immediate  neighborhood 
of  the  wound ,  it  has  little  or  no  tendency  to  spread,  and  the  inflam- 
matory products  .speedily  undergo  resolution,  in  other  Ciises,  where 
the  injury  ha^  been  inHicted  by  a  septic  instrument,  or  when  foreign 
bodies,  such  as  portions  of  clothing,  have  been  carried  into  the  lung, 
owing  to  the  presence  of  septic  organisms  tfie  cxtravasated  blood 
quickly  decomposes,  and  the  products  thus  formed  excite  an  acute 
inflnmrnation  of  the  surrounding  tissue.  Even  under  these  circum- 
stances the  process  may  remain  loc;ilized  ;  sometimes  the  inflammation 
extends  very  rapidly,  speedily  running  nn  to  suppuration  and  ending 
in  gangrene  of  a  portion  of  the  lung.  The  pus  from  an  abscess  thus 
formed  in  the  lung  may  be  discharged  externally,  it  may  escape  into 
a  bronchus  and  be  expectorated,  or  it  may  burst  into  the  pleural 
cavity. 

Symptoms. — The  symptoms  of  tniumalic  pneumonia  will  depend  on 
the  nature  of  the  inflammation,  whether  simple  or  septic,  and  the 
amount  of  lung-tissue  involved. 

Simple  localized  traumatic  inflammation  will  cause  but  slight  con- 
stitutional disturbance,  while  the  physical  signs  will  in  most  cases  be 
obscured  by  other  conditions,  such  as  pneumothorax  and  hemotho- 
rax. Spreading  septic  pneumonia,  on  the  othL-r  hand,  is  characterized 
by  grave  con.stitutional  symptoms;  the  temperature  rises  to  105°  or 
104"  F..  the  pulse  is  rapid — r20  or  130 — and  there  is  severe  local  pain. 
The  expectoration,  which  is  at  first  bright  red,  soon  becomes  rust- 
colored,  and  tliere  is  marked  dyspnea.  On  examination  tlie  ordinary 
signs  of  pneumonia  may  be  detected — viz.,  dulness,  increased  vocal 
fremitus  and  vocal  resonance,  bronchial  breathing,  and  fine  crepitation, 
though  not  infrequently  these  signs  are  obscured  by  the  presence  of 
fluid  in  the  pleural  cavity. 

The  progfwsis,  which,  as  a  rule,  is  favorable,  will  depend  upon  the 
amount  of  lung-tissue  involved  and  on  the  presence  or  absence  of  3 
foreign  body.  Trainnatic  pneumonia  shows  but  little  tendency  to 
spread,  and  in  this   it  difTers  essentially  from  the  idiopathic  form. 

Treatment. — In  the  first  place  this  must  be  expectant,  in  the  hope 
that  the  inflammation  may  resolve.  The  patient  should  be  kept  in  bed 
at  jjerfect  rest  and  in  a  warm  moist  atmosphere.  His  strength  must  be 
supported  by  light,  nourishing  liquid  diet,  and  .stimulants  should  be 
given  if  necessarj*.  Should  an  abscess  form  in  the  lung,  the  caMty 
should  be  o[K;ned  and  drained  if  its  position  can  be  localized,  a  portion 
of  rib  being  removed  if  nccessarv. 

Consecutive  Hernia  of  the  Lunff,— This  term  is  applied  to  that 
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variety  of  hernia  where  the  protrusion  of  the  lung  occurs  some  weeks 
after  the  receipt  of  an  injury. 

The  hcniia  may  be  the  result  of  the  yielding  of  a  cicatrix  after  a 
penetrating  wound  of  the  chest  has  healed,  or  it  may,  more  rarely, 
follow  a  subcutaneous  injury  involving  fracture  of  several  ribs.  The 
chest-wall  is  consequently  weakened  at  one  spot,  and  the  pressure  from 
within  during  forced  expiration,  as  in  coughing,  causes  a  gradual  yield- 
ing of  the  wall  and  the  protrusion  of  a  portion  of  the  lung. 

Consecutive  hernia  occurs  more  frequently  in  males  than  in  females, 
and  the  most  common  situation  for  hernia  to  occur  is  in  the  anterior 
part  of  the  chest,  in  the  fourth  or  fifth  interspace. 

Signs. — The  protruded  portion  of  lung  is  covered  by  normal  integ- 
ument, but  it  frc(|ucntly  becomes  adherent  to  the  skin,  so  that  com- 
plete reduction  is  impossible.  The  swelling  is  soft,  crepitant  to  the 
feel,  circumscribed,  and  clastic;  sometimes  it  is  reducible  on  pressure. 
It  increases  in  size  during  expiration  and  diminishes  on  inspiration.  It 
is  resonant  on  percussion,  and  on  auscultation  the  respiratory  murmur 
is  louder  than  normal.     The  prognosis  in  these  cases  is  favorable. 

Treatnunt. — This  consists  in  reducing  the  hernia,  if  possible,  and 
keeping  it  reduced  by  means  of  a  carefully  adjusted  pad. 

When  the  protruded  portion  of  lung  cannot  be  returned  tnto  the 
thorax,  it  should  be  protected  from  injury  and  prevented  from  increas- 
ing in  size  by  the  application  of  a  hollow  padded  truss. 

DSJURIES  OF  THE  PERICARDIUM.  HEART,  AND  LARGE  VESSELS. 

Injuries  of  the  Pericardium.— Contusion  or  laceration  of  the 
pericardium  may  be  produced  by  a  severe  crush  of  the  chest.  More 
frequently  injury  to  this  membrane  is  caused  by  the  sharp  end  of  a 
fractured  rib.  or  by  penetrating  wounds  of  the  chest,  such  as  slabs  and 
gunshot  wounds. 

Such  injuries  rarely  occur  alone,  and  are  usually  complicated  by 
wound  of  the  heart  or  large  blood-vessels.  In  other  cases  wounds  of 
the  pericardium  are  associated  with  injury  to  the  lung  and  pleura. 

5ymptoms. — Collapse  is  usually  the  most  prominent  .symptom  in 
these  injuries,  and  if  the  patient  survives,  it  is  soon  followed  by  the 
signs  of  pcricarditi.^ — viz..  friction,  irregular  action  of  the  heart,  small 
quick  pulse,  and  considerable  dyspnea.  The  area  of  cardiac  dulness 
may  be  increasetl,  and  this,  if  coming  on  shortly  after  the  receipt  of  the 
injury,  is  due  to  effusion  of  blood ;  when  it  appears  ut  a  Inter  period,  it 
is  due  to  the  accumulation  of  serum  or  pus  in  the  pericardium. 

The  dlaiffiosls  of  an  injury  of  the  pericardium  when  produced  sub- 
cutancously  can  only  be  made  after  the  onset  of  pericarditis  ;  but  when 
the  injurj*  has  been  caused  by  a  wound,  the  size,  situation,  and  direc- 
tion of  the  wound,  as  well  as  the  nature  of  the  instrument  with  which 
the  wound  was  inflicted,  will  aid  the  surgeon  in  arriving  at  a  definite 
conclusion.  Except  in  the  ca.se  of  a  hrge  wound,  it  must  neccs-sarily 
be  impossible  to  distinguish  between  a  simple  uncomplicated  wound  of 
•  the  pericardium  and  one  associated  with  a  superficial  wound  of  the 
I  heart.  The  prognosis  is  grave,  though  recovery  is  not  infrequent. 
k  Treatment. — The  patient  should  be   kept   absolutely  quiet,  and 
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^^i^rf  precaution  taken  to  prevent  septic  infection  of  the  wound.  The 
surrounding  parts  should  be  carefully  cleansed,  the  wound  closed,  and 
dressed  antiseptically.  If  signs  Kyi  pericardial  cfTiision  supervene,  and 
if  the  fluid  by  its  pressure  is  causing  serious  interference  with  the 
heart's  action,  an  aspiratinjj  needle  should  be  introduced  in  the  filth 
left  interspace  and  the  fluid  withdrawn.  Should  this  prove  to  be  puni- 
Icnt.  the  pericardium  should  be  opened  and  drained. 

Injtiries  of  the  Heart.—Ruptureof  the  heart  (sec  also  Vol.  I.. 
Chapter  XXVII.)  may  be  caused  by  forcible  compression  of  the  chest, 
and  may  occur  with  or  without  fracture  of  the  ribs  or  sternum.  In  the 
majority  of  cases  when  rupture  of  the  heart  occurs,  the  pcncardium 
is  also  lacerated,  while  not  infrequently  the  internal  structures — ihc 
valves,  septa,  or  chordre  tendinca: — are  torn.  The  injury  is  more  liable 
to  affect  the  ri-jht  side  of  the  heart  than  the  left,  and  tlie  different  cavi- 
ties of  the  heart  are  involved  in  the  following  order  of  frequency — llic 
right  auricle,  left  ventricle,  left  auricle,  and  riglil  ventricle. 

The  injury  is  almost  always  immedi.ate!y  fatal,  the  patient  dying 
cither  from  shock  or  from  the  rapid  effusion  of  blood  into  the  pericar- 
dium and  consequent  interference  with  the  heart's  action. 

Wounds  of  the  heart  arc  most  frequently  the  result  of  stabs  and 
gunshot  injury,  but  they  may  also  be  produced  by  the  end  of  a  broken 
rib,  and  in  exceptional  cases  the  heart  has  been  injured  by  forei^ 
bodies  which  have  been  swallowed  and  liave  perforated  the  esoph- 
agus. 

Wounds  of  the  heart  are  divided  into  penetrating,  or  those  that  in- 
volve one  of  the  cavities  of  the  heart,  and  non-penetrating,  or  those  in 
which  the  parietes  alone  are  injured,  The  majority  of  cases  fall  under 
the  former  heading,  non-penetrating  wounds,  according  to  Fischer. 
amounting  to  not  more  than  9  jjcr  cent,  of  all  wounds  of  the  heart. 

A  n  on -penetrating  wound  of  the  heart  may  var)*  in  degree  from  a 
slight  abra.sion  ot  the  surface  to  a  wound  extending  almost  through 
the  entire  thickness  of  the  cardiac  wall.  The  hemorrhage  attending 
such  an  injury  is  usually  less  than  in  a  penetrating  wound,  and  the 
prognosis  is  more  favorable ;  but  fatal  consequences  may  follow,  death 
occurring  from  shock  or  from  hemorrhage  resulting  from  wound  of 
one  of  the  coronary  arteries,  followed  by  an  accumulation  of  blood 
in  the  pericardial  sac  and  pressure  on  the  heart.  The  effects  of  a 
penetrating  wound  of  the  heart  will  vary  according  to  the  size  and 
nature  of  the  wound,  but  much  will  also  depend  on  its  situation  and 
direction. 

Wounds  of  the  auricle  are  more  rapidly  and  more  frequently  £ua] 
than  wounds  of  the  \-cntricIe.  while  recovery  has  most  often  followi.*d 
injuries  of  the  apex  of  the  heart.  Longitudinal  wounds  are  said  to  be 
less  serious  and  to  be  attended  by  less  severe  hemorrhage  than  wounds 
which  are  transverse  in  direction. 

With  regard  to  the  relative  frequency  with  which  the  different 
regions  o^  the  heart  arc  involved,  statistics  show  that  wounds  of  the 
ventricles  are  far  more  common  than  wounds  of  the  auricles,  and  that 
the  right  ventricle  is  more  often  injured  than  the  left. 

Penetrating  wounds  of  the  heart  often  prove  immediately  fatal,  death 
occurring  from  shock  or  from  loss  of  blood,  but  many  instances  are 
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recorded  where  patients  lived  for  a  considerable  period  after  the  receipt 
of  such  an  Injury.  According  to  Fischer's  statistics,  out  of  401  cases 
of  wounds  of  the  heart  there  were  only  43  recoveries,  or  10.7  per  cent. 

Should  the  injury  not  prove  rapidly  fatal,  secondary  complications — 
pericarditis,  myocarditis,  and  endocarditis — are  likely  to  follow  and  lead 
to  the  death  of  the  patient ;  at  a  later  period  yielding  of  the  scar  and 
sccoiidar)'  rupture  of  the  heart  may  occur.  In  several  cases  a  wound 
of  the  heart  has  been  followed  by  cerebral  embolism. 

Foreign  bodies  may  lodge  in  the  muscular  tissue  of  the  heart  or  in 
one  tjf  the  cavities  of  the  orgim,  and  may  remain  encapsulcd  for  years. 
Of  these,  bullets  and  needles  are  the  most  common,  hut  fi<h-bones  and 
splinters  of  wood  have  also  been  found  embedded  in  the  substance  of 
the  heart.  Foreign  bodies  usually  enter  the  heart  through  the  thoracic 
wall :  more  rarely  they  gain  entrance  by  ulcerating  through  from  the 
esophagus  or  bronchial  tubes. 

S}m/>toms. — Co]laj>se  is  usually  present  to  a  marked  degree,  and  is 
accompanied  by  .symptoms  of  severe  hemorrhage.  The  licmorrhage 
may  be  cither  external  or  internal,  or  blond  may  be  poured  out  in  both 
directions.  When  the  external  wound  is  large,  the  quantity  of  blood 
lost  may  be  very  great;  in  other  cases,  as  when  the  wound  is  small 
and  oblique  or  valvular  in  character,  very  little  blood  will  escape 
externally,  but  blood  will  accumulate  in  the  pericardium  or  pleura,  or 
it  may  find  its  way  into  the  mediastinum. 

The  patient  i.s  usually  seized  with  a  feeling  of  intense  anxiety  almost 
immediately  after  the  accident,  and  is  very  restless.  Dyspnea  is  often 
a  marked  symptom,  though  in  some  cases  it  may  be  entirely  absent; 
the  pulse  is  feeble,  irregular,  and  intermittent,  and  may  become  almost 
imperceptible  at  the  wri.st.  The  heart's  action  is  tumultuous,  weak,  and 
irregular.  The  area  of  cardiac  dulncss  Is  increased,  and  if  there  Is 
much  effusion  nf  blof>d,  the  sounds  may  become  inaudible.  Later,  if 
the  patient  sur\*ive,  these  symptoms  may  gradually  subside,  nr  Inflam- 
matory' complications — pericarditis  or  endocarditis — may  super\'ene. 

Treatment. — The  patient  should  be  placed  at  once  in  the  recumbent 
position  and  kept  absolutely  at  rest.  All  excitement  should  be  avoided, 
and  every  endeavor  made  to  prevent  the  onset  of,  or  to  arrest,  internal 
hemorrhage.  Very  .small  quantities  of  liquid  nourishment  should  be 
given  at  first,  but  the  patient  may  be  allowed  to  suck  small  pieces  of 
ice.  Stimulants  should,  of  counse,  not  be  given.  If  the  patient  com- 
plains ver>'  much  of  thirst,  this  should  be  relieved  by  cncmata  rather 
than  by  the  administration  of  large  quantities  of  fluid  by  the  mouth. 
If  he  Is  very  restless,  morphin  should  be  given  hypudermically,  and  he 
should  be  kept  under  Its  inflirence  for  several  days. 

The  wound  should  be  closed  after  the  part.s  around  have  been  ren- 
dered a.septic,  and  dressed  antiseptically. 

The  danger  in  these  cases  is  often  due  to  the  pressure  exercised  on 
the  heart  by  the  accumulation  of  blood  in  the  pericardium.  When, 
therefore,  the  symptoms  point  to  interference  with  the  heart's  action  by 
tlie  pressure  of  cxiravasatcd  blood,  the  question  of  oj^K'ning  the  chest 
and  the  jKrricardtum  and  removing  the  clot  will  have  tf>  be  considered. 

Suture  of  wounds  of  the  heart  has  been  shown,  by  experiments  on 
dogs,  to  be  possible. 
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The  procedure  has  been  adopted  in  several  instances,  and  rccentlya 
case  was  recorded  in  the  Lanctt^  in  wliich  Parrozzonl  of  Rome  success- 
fully sutured  a  wound  in  tlie  left  ventricle. 

The  patieat,  a  porter  ke'^  Lfiirty-twu,  wu  aUbbeO  id  the  sevcaLh  left  inter^MCC  Id  llic 
midaxillary  Line.  Shonly  Rfier  (he  rcceipl  of  (tie  injur)'  lie  showed  symptoms  uf  nccssire 
hemorrhnijc.  An  tacisioa  was  made,  1  \  inch  from  ihi-  margin  of  the  ticmam  in  llir  fcMUth 
imercosul  space,  Tor  %%  inches,  anit  frvtn  llic  ouiei  vnd  of  thai  Incibtixi  a  second  waa  oaule 
at  nghl  angles  to  il  in  the  tnidaxillarj-  lint,  as  Car  as  the  ninth  rib.  The  pleura  was  divided 
in  a  horizontal  direciian  al  the  level  uf  the  fourtli  »>imce,  and  tlie  Hfth.  uxth,  seventh,  aud 
Mghth  rib*  with  the  pkura  attached  were  cut  through  vcriii-al ly  and  the  flsp  roisrd.  The 
cavity  of  the  pleura  was  found  to  be  lille<l  with  bluod,  and  a  wuund  I  inch  to  Icngtb  wsj 
discovered  in  the  pericardium.  This  was  enlar|[ed  lo  z%  inches.  There  was  only  a  small 
amount  of  bliiod  in  tine  pericardial  »ilc  ;  thi»  wa>  rctmived,  and  a  vmuiiil  wat  then  Mcen  ncai 
the  apex  of  the  heart  4j  inrh  long,  frttcn  which  blood  escaped  at  each  beat.  A  ^ngcr  inlfo- 
duceit  paased  into  llie  [eft  ventricle. 

Four  ftuturei,  mil  [NLs->iiig  tlintugh  the  endocardium,  were  inseried  to  close  the  wutiitd  ia 
the  wall  uf  the  ventricle  ;  the  flap  was  replaced  and  sutured  io  position.  The  -wootKl  heaM 
by  lir^t  intention,  and  the  patient  made  a  good  recovery. 

Injuries  of  large  vessels  of  the  thorax  are  caused  in  the 
same  way  a-S  injuries  of  the  heart.  The  aorta  or  vena  cava  may  be 
partially  ruptured  or  torn  completely  across  by  a  contusion  of  the 
chest;  wounds  of  these  vessels  may  be  caused  by  stabs  or  gunshot 
injury.  Such  lesion.s  are  attended  by  signs  of  severe  internal  hemor- 
rhage, and  are  usually  immediately  fatal. 

Injnrles  of  the  Mediasthitim. — Contu^^ion  of  the  mediastinum 
may  occur  is  the  result  of  fracture  of  the  sternum,  or  injury  may  be 
caused  by  penetrating  wounds. 

In  the  latter  case  some  of  the  important  structures  contained  in  the 
mediastinum  arc  usually  implicated,  such  as  the  heart,  large  blooiJ- 
vcssels.  esophagus,  or  thoracic  duct.  Air  may  pass  into  the  cellular 
tissue,  having  gained  access  either  tiirough  the  wound  or  by  escaping 
from  the  lungs  or  bronchial  tubes  in  cases  in  which  these  structures 
have  been  injured.  In  the  former  cj..se  ihe  extravasation  is  always 
limited ;  but  in  the  latter  (he  air  may  pass  tipwanl  into  the  root  of  the 
neck  and  give  rise  to  extensive  emphysema.  F-ffu-sion  of  blood  is  the 
complication  most  hkely  to  follow  a  wound  of  the  mediastinum.  When 
small  in  amount  the  blood  soon  becomes  absorbed;  but  if  septic  matter 
has  been  introduced,  it  will  excite  inflammation,  suppuration,  and  medi- 
astinal abscess. 

The  treatment  of  wounds  of  the  mediastinum  consists  in  closing 
the  wound,  as  in  simitar  injuries  occurring  in  other  parts  uf  the  chest, 
keeping  the  patient  absolutely  quiet  in  the  recumbent  position,  and 
avoiding  all  possible  sources  of  .septic  infection. 

Mediastinal  Abscess. — Inflammation  of  the  cellular  tissue  of 
the  anterior  mediastinum  and  mediastinal  abscess  may  follow  as  the 
result  of  a  penetrating  wound,  where  septic  matter  has  been  intr<K 
duccd. 

The  Symptoms  of  nictlia-stinal  abscess  are  pain,  tenderness,  and 
increased  heat  of  the  part,  with  rise  of  temperature;  there  may  also  be 
a  distinct  swelling  at  the  side  of  the  sternum,  with  edema  of  the  skin. 
The  respiration  is  often  very  much  cmbarra.s.sed,  dyspnea  coming  on  in 
paroxysms,  especially  when   the  patient  is  in  the  recumbent  position. 

1 1897,  vol.  ii..  p.  260. 
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There  may  be  dulness  on  percussion  over  the  front  of  the  atemum, 
and  evidence  of  compression  of  the  heart  and  larjje  blood-vessels,  such 
as  palpitation  and  edema.  The  abscess  may  burst  externally,  or  it 
may  open  into  the  pericardium  or  pleura;  in  other  cases  the  pus  may 
find  its  way  into  the  trachea,  and  cause  death  from  asphyxia.  When 
the  abscess  presents  externally,  it  usually  points  just  outside  the  left 
edge  of  the  sternum. 

Treatment. — As  soon  as  the  condition  is  recognized,  a  free  exit 
should  be  afforded  for  the  pus.  The  sternum  should  be  trephined  if 
necessary,  the  abscess-cavity  explored  with  the  finger,  and  thorough 
drainage  provided. 

It^uries  of  the  Esophagrus.— Rupture  of  the  esophagus  has 
occasionally  occurred  as  the  result  of  violent  vomiting;  in  these  cases 
the  lesion  is  always  situated  near  the  cardiac  orifice  of  the  stomach. 

Wound  of  the  esophagus  in  the  media.stinum  may  be  caused  by 
external  injury.  Such  an  accident  is  rare  and  is  usually  complicated  by 
injury  of  other  organs.  More  frequently  the  esophagus  is  wounded 
from  within.  The  walls  may  be  perforated  by  a  fish-bone,  or  by  foreign 
bodies  which  have  been  swallowed  and  have  become  impacted  in  the 
gullet  Injury  may  also  be  caused  by  attempts  to  remove  a  foreign 
body  from  the  esophagus  or  in  passing  an  esophageal  bougie. 

The  symptoms  arc  pain  and  difficutty  in  deglutition,  and  when  there 
is  an  external  wound,  food  will  be  seen  issuing  from  it.  Inflammation 
of  the  cellular  tissue  of  the  mediastinum  and  suppuration  arc  very 
likely  to  follow  when  the  wound  involves  the  whole  thickness  of  the 
wall,  and  if  the  lung  has  been  injured,  pleurisy  and  pneumonia  are 
almost  certain  to  su[>ervenc. 

Treatment. — When  there  is  reason  to  suspect  that  the  wall  of  the 
esophagus  has  been  perforated,  the  patient  should  be  fed  entirely  by 
nutrient  enemata  and  nutrient  suppositories  for  a  fortnight,  until  the 
wound  has  had  time  to  heal. 

In  the  case  of  an  external  wound  a  free  exit  should  be  afforded 
for  anything  which  may  escape  from  the  esophagus.  Should  signs 
of  inflammation  supervene,  lliesc  must  be  treated  on  ordinary  prin- 
ciples. 

Injtiry  of  the  Thoracic  Duct. — The  thoracic  duct  may  be 
wounded  at  the  root  of  the  neck  or  in  the  thorax.  It  has  been  divided 
by  gunshot  wounds  and  stabs,  and  it  has  also  been  injured  during  per- 
formance of  operations  on  the  neck.  Rupture  may  also  occur  from 
external  violence.  The  injury  is  recognized,  when  a  wound  is  present, 
by  the  copious  discharge  oi  chylous  fluid,  which  coagulates  sponta- 
neously. The  fluid  is  milky  during  digestion,  but  becomes  clear  during 
fasting.  When  there  is  no  external  wound,  the  fluid  may  collect  in  the 
pleural  cavity.  The  injury  is  frequently  (atal,  death  occurring  from 
inanition. 

Keen  of  Philadelphia  has  recorded  a  case  in  which  the  thoracic  duct 
was  injured  during  the  performance  of  an  operation  on  the  neck.  The 
opening  in  the  duct  was  sutured  with  fine  silk  and  the  patient  recov- 
ered. Nine  cases  of  ojxrrative  injury  of  the  duct  have  been  reported, 
I        with  8  recoveries,  so  that   the   injurj'  is  not   so  serious   as  it  was 
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DISEASES  OF   THE  CHEST-TAIL. 

Caries  and  Necrosis. — CaHcs  of  the  ribs,  stcmum,  and  costal 
cartilages  is  not  infrequently  met  with,  and  is  usually  of  tuberculous 
orig;in ;  it  may  also  arise  in  consequence  of  syphilis.  Necrosis  may 
occur  from  the  same  causes,  or  it  may  follow  upon  injury,  such  as  a 
blow  on  the  chest.  Sometime:>  necrosis  is  met  with  as  a  sequel  to  one 
of  the  acute  specific  fevers,  especially  typhoid. 

Usually  an  abscess  forms,  which,  if  the  necrosis  is  of  tuberculous  or 
syphilitic  origin,  is  chronic  in  character;  but  when  it  arises  from  one  of 
the  other  causes,  the  abscess  may  be  acute.  The  pus  may  make  its 
way  to  the  surface,  or  may  burrow  inward,  setting  up  inflammation  of 
the  pleura  or  lung. 

When  suppuration  occurs  in  connection  with  caries  of  the  sternum 
or  costal  cartilages,  the  inflammation  may  extend  to  the  mediastinum, 
giving  rise  to  a  mediastinal  abscess, 

The  treatment  consists  in  opening  the  abscess,  scra[Hng  out  the 
abscess-cavity,  removing  any  sequestra  or  carious  bone  that  may  be 
present,  lightly  packing  the  cavity  with  iodoform  gauze,  and  allowing 
it  to  granulate  from  the  bottom. 

When  the  disease  is  syphilitic  in  origin,  potassium  iodid  in  full  doses 
should  be  given, 

Tumors  of  the  Chest-wall. — These  may  be  either  simple  or 
malignant,  Of  the  simple  tumors,  lipomata  situated  in  the  subcutaneous 
fatty  tissue  are  the  most  common.  Fibromata  and  fibroneuromata,  the 
latter  in  connection  with  one  of  the  intercostal  nerves,  occasionally 
occur.  Chondromata  may  grow  from  the  stcmum  or  ribs.  These 
tumors  may  consist  almost  entirely  of  cartilage,  but  frequently  thc>'  arc 
mixed  tumors,  containing  sarcomatous  elcment.N;  they  have  in  some 
cases  been  obser\'cd  to  follow  an  injury.  Osteumata  grow  from  the 
bony  wall  of  the  thorax. 

Of  the  malignant  tumors,  sarcoma  and  carcinoma  may  both  occur. 
Sarcomata  may  arise  from  the  ribs  and  sternum  or  from  the  other  tis- 
sues entering  into  the  formation  of  the  chest-wall.  In  other  ca.scs  the 
growth  commences  in  the  interior  of  the  chest,  ami  involves  the  chest- 
wall  secondarily.  Those  tumors  which  sjiring  from  the  ribs  and  ster- 
num may  be  endosteal  or  perio.stcal.  They  usually  grow  very  rapidly, 
and  soon  give  rise  to  secondary'  deposits. 

Careinomata  affecting  the  chest-wall  nearly  always  originate  in  the 
breast.  The  treatment  of  tumors  of  the  chest-wall  consists  in  the 
complete  removal  of  the  growth.  When  the  tumor  is  situated  in  and 
limited  to  the  sui^erficial  stnitlures.  this  can  be  easily  accomplished. 
When  the  tumor  springs  from  bone  or  has  formed  secondary  attacli- 
mcnt-s  to  the  bony  framework  of  the  thorax,  the  operation  becomes 
much  more  difficult.  In  such  cases,  if  the  growth  has  not  advanced  too 
far,  removal  should  be  attempted  ;  but  the  surgeon  must  remember  that 
it  is  sometimes  impossible  to  ascertain  beforehand  the  exact  limits  of 
the  growth  In  some  cases  it  may  be  necessary  tf>  resect  several  ribs, 
with  or  without  a  portion  of  the  sternum.  The  danger  to  be  feared  in 
such  a  procedure  is  the  possible  opening  of  the  pleural  cavity,  with  the 
attendant  shock  and  collapse.     Parham  of  New  Orleans,  in  a  recent 
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exhaustive  monograph,  has  collected  all  the  reported  cases  of  resection 
r»f  the  thoracic  wall  for  the  removal  of  tumors.  In  52  cases  out  of  78 
the  pleural  cavity  was  opened.  Figs.  io2  and  103  show  one  of  his 
cases  before  and  after  operation. 

Guminaia  of  the  chest-wall  arc  frequently  met  with,  and  arc  impor- 
tant on  account  of  their  liability  to  be  mistaken  for  sarcomata.  They 
may  develop  in  the  subcutaneous  tissue  or  may  occur  in  connection 
with  bone,  often  coming  on  after  an  injur)'.  Like  gummata  elsewhere, 
tht-y  soon  soften  and  break  down,  leaving  a  deep  excavated  ulcer. 
Under  the  administration  of  potassium  or  sodium  iodid  gunimata 
rapidly  disappear,  or  if  ulceration  has  occurred,  healing  quickly  takes 


VKi.  lofl.— ParhKin'i  cove  of  choDdnnarooma.  before  opemlion. 

place.     In  the  latter  case  some  mercurial  application  should  be  used 
locally . 

Actinomycosis  involving  the  chest-wall  is  occasionally  met  with. 
It  commences  either  in  the  lungs,  pleura,  or  liver,  and  spreads  thence 
to  the  chest-wall.  When  the  chest-wall  becomes  involved,  an  indefi- 
nite swelling  forms,  which  may  easily  he  mistaken  for  a  tubercular 
abscess.  If  the  swelling  is  left  to  itself,  the  skin  over  it  becomes 
red  and  gives  way,  a  small  quantity  of  water\'  pus  being  discharged. 
Ulceration  occurs  around  the  sinus  thus  formed,  which  becomes  sur- 
rounded by  prominent  granulations.  In  this  granulation-tissue  can  be 
seen  small  pale-yellow  granules,  which,  if  examined  microscopically, 
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will  be  found  to  contain  mycelium  with  club-shaped  bodies,  character- 
istic of  the  disease.  Other  swellings  soon  appear,  which  run  a  similar 
course. 

ir  the  swelling  is  incised  before  the  skin  gives  way,  it  will  be  found 
to  consist  mainly  of  granulation-tissue,  only  very  little  pus  escaping  at 
the  time. 

Treatment. — Potassium  iodid  in  large  doses  is  the  drug  which  has 
given  the  best  results.    The  surgical  treatment  consists  in  scraping  out 


FlC  103. — f^bam't  case;  front  ticw,  after  operation. 
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the  sinuses  and  removing  all  the  granulation-tissue,  providetl  that  the 
di.sease  has  not  extended  beyond  the  hmits  of  practical  surgery. 

Subphrenic  Abscess. — This  term  is  applied  to  those  abscesses 
whicli  commence  l.>tiicath  the  di-iphraym  and  subsequently  invade  the 
pleura.  ^H 

The  causes  of  subphrenic  abscesses  arc  various ;  thus,  they  may^l 
arise  from  [lerforation  of  an  ulcer  of  the  .stomach,  tUiodenum,  or  trans-      ' 
verse  colon;  others  originate  from  the  cecum,  vermiform  appendix, 
liver,  or  spleen.     When  the  ab.sccss  is  extraperitoneal,  it  will  probably 
have  started  from  the  kidney,  vertebra;,  or  ribs.     In  some  instances  the 
abscess  has  originated  inside  the  chest. 

The  symptoms  will  var>'  according  to  the  origin  and  situation  of 
the  aliscess.  The  ordinary  .signs  of  abscess  may  be  present  in  some 
cases ;  in  others  the  abscess-cavity  may  contain  ga.s,and  the  symptoms 
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will  then  resemble  pneumothorax.  The  heart  may  be  displaced  and 
the  liver  may  be  pushed  downward. 

The  abscess,  if  left  to  itself,  nearly  always  proves  fatal. 

The  treatment,  after  the  diagnosis  has  been  verified  by  the  intro- 
duction of  an  aspirating  needle,  consists  in  the  complete  evacuation  of 
the  pus  ;  thorough  drainage  should  be  provided,  a  portion  of  rib  being 
excised  if  necessary. 
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exploratory  ptmcttire  of  the  chest  is  a  procedure  which  is 
resorted  to  for  the  purpose  of  ascertaining  the  presence  of  fluid  in  tlic 
pleural  cavity,  and  also  of  determining  the  nature  of  the  fluid.  With 
proper  care  it  is  an  operation  absolutely  devoid  of  danger.  It  should 
be  used  as  a  means  of  clearing  up  the  diagnosis  in  doubtful  cases,  and 
should  always  be  adopted  in  any  case  of  suspected  empyema  previous 
to  the  performance  of  an  operation  for  the  evacuation  of  the  pus. 

For  this  purpose  an  ordinary  hypodermic  needle  is  often  employed, 
but  it  is  preferable  to  use  an  aspirating  needle.  The  advantages  of  the 
latter  arc  that  it  is  longer  and  stronger ;  a  needle  c>f  greater  ciiliber  can 
be  used,  wliich  is  less  hkely  to  become  blocked  by  fakes  of  lymph; 
while  If  the  fluid  is  serous,  aspiration  can  at  the  same  time  be  per- 
formed, and  if  it  prove  lo  be  purulent,  the  pleural  cavity  can  be  par- 
tially emptied,  should  it  be  considered  advisable  to  do  so. 

Exploration  can  be  safely  performed  almost  anywhere  within  the 
limits  of  the  pleura,  but  the  puncture  should  not  be  made  too  low 
down  lest  the  diaphragm  be  injured.  In  localized  collections  of  fluid 
the  puncture  must  be  made  over  the  center  of  the  suspected  accumu- 
lation ;  but  in  other  cases  the  sixth  or  seventh  interspace  in  the  mid- 
axillary  line  may  be  conveniently  chosen,  or  exploration  may  be 
performed  more  posteriorly  at  a  spot  immediately  below  and  anterior 
to  the  angle  of  the  scapula,  though  this  situation  has  the  disadvantage 
that  here  the  ribs  are  more  thickly  covered  by  muscle. 

The  skin  should  always  be  thoroughly  cleansed,  first  with  soap  and 
water  and  then  with  carbolic -acid  lotion  (i;2o).  The  syringe  or 
aspirator  should  be  rendered  aseptic  by  being  soaked  in  carbolic  solu- 
tion, while  the  needle  is  best  sterilized  by  boiling  or  by  passing  it 
through  the  flame  of  a  spirit-lamp. 

The  spot  for  puncture  having  been  chosen,  the  surgeon  feels  for  the 
space  between  two  ribs,  and  entering  the  needle  over  the  upper  border 
of  the  lower  rib  bounding  the  intercostal  space,  introduces  the  needle 
with  a  sharp  thrust  through  the  thoracic  parietes,  so  as  to  avoid  the 
possibility  of  pushing  the  pleura,  which  is  often  very  much  thickened, 
before  the  needle,  and  .to  failing  to  enter  the  pleural  cavity.  The 
extent  to  which  the  needle  is  introduced  must  be  regulated  by  the 
forefinger,  placed  at  a  suitable  distance  from  the  point.  On  withdraw- 
ing the  piston  the  fluid,  if  present,  will  he  sucked  up  into  the  syringe. 
After  the  needle  has  been  withdrawn  the  puncture  -should  be  imme- 
diately covered  with  a  collodion  dressing.  The  operation  is  attended 
by  such  a  slight  amount  of  pain  that  it  is  unnecessar)''  to  freeze  the 
part  or  to  inject  cocain. 
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Paracentesis  Thoracis. — This  is  required  for  the  relief  of  scrouj 
pleural  clTusioii  and  empyema,  but  aspiration  in  cases  of  empyema 
docs  not  often  cfTect  a  cure.  It  is  only  in  children  tliat  such  a  favor- 
able result  is  likely  to  follow,  and  then  the  operation  has,  as  a  rule,  tu 
be  repeated  several  times.  Moreover,  the  proportion  of  cases  in  which 
a  cure  h;ts  been  effected  by  this  means  is  so  small  that  time  should  not 
be  lost  in  attempting  this,  before  proceeding  to  drain  the  pleura  ca^nt)'. 

In  cases  of  extensive  empyemata  aspiration  is  undoubtedly  followed 
by  beneficial  results  by  affording  relief  from  pressure,  especially  when 
the  effusion  is  on  the  left  side  and  is  causing  displacement  of  viscera, 
with  embarrassment  to  respiration  and  circulation.  In  such  cases 
incision  and  drainage  of  the  pleural  cavity  are  always  attended  wilh 
risk  to  the  patient,  and  the  danger  of  the  operation  is  considerably 
diminished  if  some  of  the  fluid  is  drawn  off  twenty-four  hours  previous 
to  the  performance  of  thoracotomy. 

As  in  the  case  of  exploratory  puncture,  the  best  situation  for  per- 
forming jwracentesis  is  in  the  sixth  or  seventh  intercostal  sjiace  in  the 
miditxillary  line.  It  is  important  to  prevent  the  entrance  of  air  into 
the  pleura  during  the  performance  of  the  operation.  Numerous  means 
of  accomplishing  this  have  been  devised,  but  the  instrument  niost 
usually  employed  is  the  bottle-aspirator.  The  syphon -as  pi  rater  may 
also  be  used,  but  the  lluid  runs  away  more  slowly  by  tliis  means,  and 
hence  the  operation  is  rendered  more  tedious. 

The  patient  should  be  brought  to  tlie  edge  of  the  bed  and  placed 
in  the  recumbent  position.  The  skin  around  the  spot  chosen  for 
puncture  having  been  rendered  thoroughly  aseptic,  and  the  instru- 
ments having  been  sterili7.cd,  the  needle  or  trocar  and  cannula  is  intro- 
duced in  the  manner  described  in  the  previous  section.  It  is  not 
necessary  to  administer  a  general  anesthetic;  but  should  the  patient 
be  very  nervous,  the  skin  may  be  sprayed  with  ether  or  chlorid  of 
ethyl. 

The  fluid  should  be  drawn  oflf  slowly,  so  as  to  allow  the  displaced 
viscera  to  accommodate  themselves  gradually  to  the  relief  of  pressure 
caused  by  the  removal  of  the  fluid.  Should  the  flow  suddenly  cease, 
probably  the  mouth  of  the  needle  or  cannula  has  become  blocked  by 
a  mass  of  coagulated  lymph.  The  lumen  of  the  tube  should  then  be 
cleared  by  the  introduction  of  a  stylet.  Aspiration  should  at  once  be 
discontinued  (i)  should  syncope  occur.  (2)  should  the  fluid  become 
blood-stained,  or  (3)  shouKI  the  jiatient  sufler  from  a  constant  irritating 
cough. 

It  is  not  necessary,  nor  indeed  is  it  possible,  to  draw  off  all  the 
fluid  from  the  pleural  cavit>'.  and  the  removal  of  part  of  the  fluid 
favors  absorption  by  the  pleura,  so  that  in  the  case  of  a  serous  effu- 
sion the  fluid  remaining  behind  after  aspiration  is  usually  rapidly 
absorbed. 

As  soon  as  the  needle  has  been  withdrawn  the  puncture  should  be 
.«a!ed  over  with  a  collodion  dressing.  Should  the  fluid  rcaccumulalc, 
the  operation  must  be  repeated,  and  if  the  contents  of  the  pleura, 
become  purulent,  incision  and  drainage  are  indicated. 

Incision  and  I>rainage  of  the  Pleural  Cavity. — As  soon  as 
the  presence  of  pus  in  the  pleura  has  been  determined,  there  should  be 
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no  delay  in  remtiving  it,  as  serious  consequences  may  follnw.  Death 
may  occur  from  compression  of  the  lungs  or  heart,  or  from  seplic  poi- 
soning. In  some  cases  an  empyema,  if  untreated,  points  externally, 
usually  in  the  front  of  the  chest,  in  the  fifth  interspace ;  in  other  cases 
the  pus  burrows  beyond  the  limits  of  the  pleura  in  various  directions, 
finding  its  way  downward  underneath  the  diaphragm  into  the  iliac 
fossa,  or  it  may  burst  into  the  lung. 

Another  result  which  may  follow,  if  operation  be  long  delayed,  is 
tliat  the  lung  becomes  so  compressed  and  so  firmly  bound  down  by 
adhesions  that  even  after  the  pus  has  been  evacuated  the  lung  is 
unable  to  expand.  In  such  cases  the  cavity  remains  unobhtciatcd, 
and  may  continue  to  discharge  pus  indefinitely  unless  some  furllier 
o]XTati(m  is  undertaken  (^^L*e  Thuracoplasty). 

Position  of  the  Opening. — The  ojiening  may  be  made  either  at  llie 
level  of  the  fifth  or  sixth  rib  immediately  in  front  of  the  posterior 
axillary  fold,  or  opposite  the  eighth  or  ninth  rib  below  and  a  little 
external  to  the  angle  of  the  scapula.  The  latter  situation  is  to  be 
preferred,  inasmuch  as  it  affords  more  efficient  drainage,  the  opening 
being  situated  just  above  the  attachment  of  the  diaphragm  to  the  ribs 
and  at  the  most  dejjendent  part  of  the  pleural  cavity,  when  the  [>aticnt 
is  in  either  the  upright  or  the  recumbent  position.  The  former  situa- 
tion possesses  one  advantage,  which  is  that  the  operation  can  be  per- 
formed while  the  patient  is  lying  on  his  back ;  and  in  ca.ses  of  large 
cmpycmata  with  considerable  displacement  of  the  thoracic  viscera, 
since  turning  the  patient  on  to  his  sound  side  greatly  increases  the 
risk  of  the  operation,  this  is  a  matter  of  considerable  importance.  But 
as  previously  stated,  in  such  cases  it  is  infinitely  safer  to  relieve  the 
intrathoracic  pressure  by  aspiration  of  the  chest  as  a  preliminary  meas- 
ure, and  to  open  and  drain  the  pleural  cavity  at  a  subsequent  period. 

The  fact  that  in  the  anterior  operation  the  incision  lies  in  front  of 
the  latissimus  dorsi,  and  therefore  does  not  necessitate  the  division  of 
so  thick  a  layer  of  muscular  tissue,  is  of  little  consequence,  compared 
with  the  advantage  gained  by  the  more  efficient  drainage  which  the 
posterior  opening  affords. 

In  cases  of  localized  empyema  the  incision  should  be  made  a  little 
below  the  center  of  the  area  of  dulness. 

The  Anesthetic  and  Position  of  the  Patient. — Chloroform  should 
always  be  employed  in  preference  to  ether.  The  latter  frequently  sets 
up  violent  coughing  and  causes  the  patient  to  struggle  just  as  he  is 
going  under  the  anesthetic;  while  in  some  cases  alarming  dyspnea 
occurs  from  the  accumulation  of  mucus  in  the  bronchial  tubes,  owing 
to  the  excessive  secretion  which  occasionally  results  from  the  admin- 
istration of  ether. 

The  patient  should  be  drawn  well  over  to  the  edge  of  the  table  and 
allowed  to  lie  as  much  as  possible  on  his  back.  It  is  better  not  lo 
turn  him  completely  over  on  to  the  sound  side,  for  this  position  may 
cause  serious  inteiference  with  the  respiration.  The  arm  should  not 
be  raised  to  more  than  a  right  angle,  and  should  not  be  drawn  forAvard 
over  the  front  of  the  chest,  as  by  so  doing  the  skin  will  be  displaced 
and  the  incision  will  consequently  be  of  a  valvular  character — a  con- 
dition which  may  cause  great  inconvenience  in  the  aftcr-treatmenL 
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If  the  surgeon  prefers  it,  the  patient  may  be  placed  on  the  aflectcd 
side  and  turned  slightly  on  to  his  face,  the  operation  being  iierformcd 
from  behind. 

Resectioii  of  Rib. — Most  surgeons  at  the  present  time  resect  a 
portion  of  rib.  The  older  method  consisted  in  making  an  opening 
through  one  of  the  intercostal  spaces,  usually  either  in  the  fifth  or 
sixth  space  in  the  midaxillary  line.  This  method  is  no  doubt  simplei 
and  can  be  performed  more  rapidly,  but  it  can  only  be  satisfactonly 
carried  out  in  cases  where  the  intercostal  space  is  wide,  while  the 
subsequent  falling  together  of  the  ribs  may  cause  so  much  narrowing 
of  the  opening  as  to  render  the  subsequent  drainage  extremely  unsat- 
isfactory. 

Also,  on  account  of  the  close  proximity  of  the  ribs  to  one  another 
posteriorly,  the  opening  into  the  pleura  has  to  be  made  in  front  of  the 
posterior  axillary  fold  when  the  incision  is  made  through  an  intercostal 
space,  and  hence  \w  a  position  less  likely  to  secure  efficient  drainage. 

The  advantage  gained  by  resecting  a  portion  of  rib  is  that  a  fneer 
opening  Ls  obtained,  which  enables  the  surgeon  to  remove  any  masses 
of  lymph  that  may  be  present,  and  to  explore  the  cavity  thoroughly 
with  his  finger.  A  large  drainage-tube  can  be  introduced  and  is  not 
compressed  by  the  ribs,  and  the  opening  can  be  made  in  the  most  favor- 
able situation.  No  evil  consequences  follow  the  removal  of  a  piece  ci 
rib.  New  bone  is  rapidly  formed,  and,  as  a  rule,  the  continuity  of  the 
rib  is  restored.    Necrosis  to  a  limited  extent  may  occur,  but  this  is  rare. 

Steps  of  the  Operation. — The  skin  having  been  thoroughly  cleansed 
and  rendered  aseptic,  an  incision  3  inches  in  lengtJi  is  made  over  the 
ninth  rib.  parallel  to  its  long  axis.  The  center  of  the  incision  should 
correspond  to  a  point  just  outside  the  angle  of  the  scapula.  The  tis- 
sues are  rapidly  and  evenly  divided  until  the  rib  is  exposed  for  the 
entire  length  of  the  incision.  The  wound  is  held  open  by  means  of 
rctractor-s  and  the  periosteum  dix-ided.  This  is  then  separated  fronu  the 
outer  surface  of  the  rib  with  a  raspatory,  a  scalpel  being  used  to  divide 
the  att;tchment  of  the  intercostal  muscles  at  tlie  upper  and  lower  bor- 
ders of  the  rib,  if  necessary.  The  periosteum  is  detached  from  the 
posterior  surface  of  the  rib  with  a  slightly  cur\'ed.  blunt  raspator>',  and 
by  so  doing  the  intercostal  vessels  and  nerve  xvill  be  easily  turned  out 
of  the  groove  along  the  lower  border  of  the  rib. 

The  raspatory  should  be  passed  completely  behind  the  rib  and  the 
periosteum  separated  for  2  inches.  The  denuded  portion  is  then  cut 
away  by  means  of  a  suitable  pair  of  bone-pliers,  or  a  deep  groove  may 
be  made  in  ihe  rib  with  a  small  saw.  and  the  section  completed  with 
forceps. 

All  hemorrhage  should  be  arrested  before  the  pleura  is  opened. 
This  is  done  by  pushing  a  steel  director  through  the  periosteum  and 
pleura,  or  the  periosteum  may  first  be  divided  with  a  scalpel.  A  pair 
of  sinus-forceps  is  now  passed  along  the  groove  in  the  director  into  the 
pleural  cavity,  and  the  blades  widely  opened,  when  the  pus  at  once 
escapes.  In  cases  of  extensive  effusion  it  is  advisable  Inat  the  pus 
should  be  allowed  to  drain  away  slowly,  for  the  sudden  relief  of  tension 
which  occurs  when  the  pus  is  rapidly  evacuated  is  liable  to  indu< 
syncope. 


OP^JtATrONS  ON  TffE  CHEST.  313 

The  finger  should  be  introduced  into  the  pleura  to  ascertain  the  size 
of  the  cavit>',  its  exact  situation,  and  also  the  condition  of  the  lung.  In 
an  empyema  of  long  standing  the  lung  will  feci  firm  and  non-crcpitant. 
It  will  be  bound  down  by  dense  adhesions,  and  will  show  very  little 
tendency  to  expand  ;  while  in  c;iscs  of  recent  origin,  as  soon  as  the  pus 
has  c-scniicd.  the  exjransion  of  the  lung  may  be  so  complete  as  to  cause 
obliteration  of  the  greater  part  of  the  pleural  cavity. 

When  the  pleura  has  been  freely  opened,  the  patient  should  be 
rolled  over  on  to  his  back,  so  as  to  facilitate  the  escape  of  pus,  AH 
masses  of  coagulated  lymph  should  be  removed  with  forceps,  and  the 
cavity  gently  wiped  out  with  aseptic  wool  swabs. 

There  is  a  diftercncc  of  opinion  among  surgeons  as  to  the  advisa- 
bility of  washing  out  the  pleura.  Some  surgeons  hold  that  it  is  an 
unnecessary  anti  dangerous  procedure,  while  others  consider  that  it  is 
desirable  to  cleanse  the  cavity  thoroughly  at  the  time  of  the  operation. 
Grave  and  even  fata!  consequences  have  followed  irrigation,  and,  if  effi- 
cient drainage  be  provided,  the  discharge  soon  loses  its  fetid  odor,  and 
irrigation  will  very  rarely  be  required.  If  it  is  considered  advisable  to 
wash  out  the  pleura,  boric -acid  lotion  or  some  other  mild  antiseptic  fluid 
should  be  used,  at  a  temperature  of  ioo°  F.  The  lotion  should  be 
allowed  to  flow  in  gently  from  an  Irrigator,  which  should  not  be  raised 
more  than  2  feet  above  the  level  of  the  table ;  and  a  second  tube,  larger 
than  the  one  attached  to  the  irrigator,  should  be  introduced  into  the 
pleura,  so  as  to  afford  a  free  exit  for  the  fluid  and  to  avoid  the  possi- 
bility of  a  sudden  increase  of  pressure  by  the  accumuLition  of  fluid  in 
the  pleura.  After  all  the  fluid  has  run  out,  the  cavity  should  be  gently 
dried. 

A  single  opening  is  usually  sufficient  to  secure  thorough  and  effi- 
cient drainage,  but  should  it  prove  to  be  inadequate,  a  counter-opening 
should  be  made  in  a  suitable  position.  This  is  easily  accomplished  by 
introducing  a  stout  probe  and  cutting  down  on  the  end,  which  is  made 
to  project  through  one  of  the  intercostal  spaces,  and  then  resecting  a 
portion  of  rib,  if  necessary. 

A  large  drainage-tube  should  be  introduced.  The  .-iimplest  and 
most  convenient  form  is  a  flange  rubber  tube  without  lateral  holes.  To 
the  flange  tapes  are  attached  on  either  side,  and  these  arc  passed  round 
the  chest  and  tied.  The  diameter  of  the  tube  should  not  be  less  than  \ 
inch.  The  tube  should  be  suflflcicntly  long  to  enter  tlic  pleural  cavity, 
but  it  should  not  project  far  into  it.  One  or  two  silk  sutures  may  be 
inserted  at  each  angle  of  the  wound. 

The  dressing  should  consist  of  sonic  antiseptic  absorbent  material. 
Of  these  the  double  cyanid  gauze  is  one  of  the  best.  Several  layers  of 
gauze  should  be  placed  next  the  wound  underneath  the  flange  of  the 
tube,  and  over  this  an  abundant  dressing  of  the  same  material,  which 
should  extend  well  beyond  the  tube  on  all  sides.  The  outer  part  of  the 
dressing  should  consist  of  sal  alembroth  wool,  and  the  whole  be  kept 
in  place  by  a  flannel  binder. 

After-treatment. — As  a  rule,  the  discharge  after  the  operation  is 
copious,  and  it  is  usually  necessary  to  change  the  dressings  twice  a  day 
for  the  first  few  days.  As  the  di,scharge  diminishes,  changing  the  dress- 
ings once  in  twenty-four  hours  or  even  less  frequently  will  suflice.     If 
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the  discharge  continues  to  be  profuse,  or  if  it  become  oflTensive,  gentle 
irrigation  with  some  bland  antiseptic  lotion  may  be  tried  ;  but  in  mo*t 
cases  both  of  these  conditions  arc  due  to  inefficient  drainage,  and  aie 
best  treated  by  making  a  counter-opening. 

The  time  at  which  the  tube  may  s;ifcly  be  left  uut  varies  considera- 
bly in  ilifftrreni  cases.  Drainage  is  usually  recjtiired  for  a  lonijcr  period 
in  adults  than  in  children,  for  in  the  young,  ex^xitisinn  tif  the  lung  uflcn 
takes  place  very  rajiidly.  The  best  guides  as  to  when  the  tube  should 
be  removed  are  the  quantit)'  and  the  character  of  the  discharge.  When 
the  discharge  is  small  in  amount  and  merely  serous,  the  tube  may  safely 
be  removed ;  but  if  its  removal  is  followed  by  a  rise  of  temperature,  or 
if  the  discharge  should  again  become  purulent,  the  tube  should  be 
replaced. 

After  the  operation  the  general  health  must  Ik;  attended  to  and  the 
patient's  strength  must  be  supported,  while  his  diet  should  be  light  and 
nutritious.  He  should  be  kept  in  bed  for  the  first  week  or  ten  day», 
and  after  that  period,  if  the  temperature  is  normal,  he  may  be  allowed 
to  sit  up. 

In  the  later  stages  change  o^  air.  if  possible,  lo  the  seaside,  will  be 
beneficial,  and  this  is  especially  indicated  in  those  cases  in  which  a 
sinus  persists  for  some  time  after  operation.  It  is  aho  desirable  that 
the  expansion  of  the  chest  should  be  assisted  liy  the  performance  cA 
respiratory  gymnastic  exercises,  such  as  blowing  water  through  tubes 
from  one  bottle  into  another,  the  object  of  these  exercises  being  to 
induce  forced  expiration.  In  addition  to  increasing  the  capacity  of  the 
thorax,  they  a[so  diminish  the  tendency  toward  the  production  of 
lateral  curvature  of  the  spimr.  which  sometimes  occurs  as  a  sequcU 
of  empyema. 

Results. — The  results  of  the  operation  are  usually  satisfactory. 
The  temperature  falls  to  normal  after  the  evacuation  of  the  pus,  and 
if  the  cavity  is  thoroughly  drained  it  .seldom  rises  again. 

In  children  especially  the  prognosis  is  favorable,  and.  other  things 
being  equal,  the  earlier  the  case  is  subjected  to  operation,  the  more 
rapid  and  the  more  conipleie  will  be  the  expansion  of  the  lung,  and 
therefore  the  more  readily  will  a  cure  be  effected.  The  process  of 
cure  is  brought  about  by  the  obliteration  of  the  pleural  cavnty,  maintv 
by  the  expansion  of  the  lung  and  the  formation  of  adhesions  between 
the  parictd  and  visceral  layers  of  the  pleura,  but  partly  also  by  tlw 
ascent  of  the  diaphragm  and  by  the  falling  in  of  the  chest-wall. 

Treatment  of  Dotible  Empyema.— In  cases  of  empyema  occur- 
ring <)n  both  sides,  Pcarcc  Gould  reconuiiends  that  aspiration  should 
first  be  tried,  and  if  that  fails  to  cflect  a  cure,  that  the  two  pleural  caw- 
ties  should  be  drained. 

The  two  sides  should  not  be  opened  at  the  same  time,  but  an  inter 
val  of  a  few  days  or  a  week  should  be  allowed  to  elapse  between  the 
two  operations.     Gould  records  a  case  of  this  kind  under  his  own  care 
treated  in  this  manner,  in  which  complete  recovery  followed. 

Thoracoplasty. — in  some  cases  fistula:,  often  very  difficult  lo 
heal,  persist  after  an  operation  for  empyema.  This  may  be  due  to 
several  causes : 

I.  A  sinus  may  be  prevented  from  healing  by  the  prolonged  reten- 
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tion  of  a  drainage-tube.  In  such  a  case  the  external  opening  should, 
jf  necessarj',  be  enlarged  and  the  sinus  tliorouj^'hly  scraped  out.  It 
should  then  be  lightly  packed  with  iodoform  gauze  and  washed  out 
daily  with  some  stimulating  lotion.  The  sinus  will  then,  as  a  rule, 
quickly  close. 

2.  More  frequently  the  condition  is  due  to  imperfect  drainage,  the 
opening  into  the  pleura  not  being  situated  at  the  most  dependent  part 
of  the  cavity.  Here  a  second  opening  must  be  made,  and  after  a  free 
drain  has  been  provided  the  cavity  will  soon  heal. 

3-  Necrosis  of  a  rib  may  be  the  cause  of  a  sinus  persisting,  and  as 
soon  as  the  sequestrum  is  removed  or  comes  away,  the  discharge  ceases 
and  tht:  wound  heals. 

4-  The  most  serious  condition,  and  one  sometimes  extremely  dif- 
ficult to  cure,  is  that  dependent  on  the  presence  of  a  cavity,  often  of 
considerable  size,  existing  between  the  two  layers  of  the  pleura,  which 
persists  on  account  of  the  imperfect  expansion  of  the  lung  on  the  one 
hand,  and  on  the  other  the  failure  of  the  chest-wall  to  fail  in. 

In  such  cases  where  the  lung  has  ceased  to  expand,  when  the  cliest- 
wall  has  fallen  in  to  the  full  extent,  and  when  a  cavity  still  remains, 
thoracoplasty  should  be  performed.  It  is  not  an  operation  to  be 
lightly  undertaken,  and  should  be  resorted  to  only  after  a  fair  trial 
has  been  given  to  the  other  mctliods  of  Irealnient;  after  a  sufticient 
length  of  time  has  elapsed  to  allow  those  changes  to  occur  on  which 
the  healing  of  an  empyema  depend  ;  after  change  of  air,  if  possible 
residence  in  high  attitudes,  combined  with  suitable  respiratory  exer- 
cises, has  failed  to  produce  any  appreciable  diminution  in  the  size  of 
the  cavity ;  and  always  provided  that  the  patient  is  othcr^visc  in  fairly 
good  health  and  free  from  tubercular  disease.  Such  cases,  if  left, 
must  inevitably  terminate  fatally,  death  occurring  from  some  inter- 
current liRection  or  from  albuminoid  degeneration  of  the  viscera. 

TIic  ojieration  aims  at  removing  all  the  rigid  wall  bounding  the 
cavity,  so  as  to  allow  the  soft  parts  entering  into  the  formation  of  the 
chest-wall  to  come  into  close  contact  with  the  collapsed  lung.  The 
extent  and  severity  of  the  operation  must  therefore  vary  directly  in 
proportion  to  the  size  of  the  cavity. 

KstlaiidcT,  whose  name  is  associated  with  this  operation,  recom- 
mended subperiosteal  resection  of  all  the  ribs  entering  into  the  forma- 
tion of  the  outer  wall  of  tlie  cavity;  yet  in  cases  of  long-standing 
empyema  and  in  those  occurring  in  elderly  patients,  it  has  been  found 
that  the  removal  of  the  ribs  alone  is  not  siifficicnt  to  effect  a  cure,  but 
that  the  removal  of  the  periosteum  and  the  thickened  pleura  is  also 
necessary. 

Hcfore  commencing  the  operation  the  cavity  should  be  carefully 
explored  with  a  probe,  so  as  to  ascertain  its  limits,  and  the  ribs  to  be 
resected  should  then  be  exposed  by  a  free  incision.  This  may  be  done 
by  a  vertical  incision  over  the  center  of  the  cavity,  or  if  only  a  portion 
of  two  or  three  ribs  require  to  be  removed,  a  single  incision  over  the 
central  rib  will  give  sufficient  room.  When  the  cavit>'  is  large,  it  is 
better  to  expose  the  ribs  by  raising  a  large  flap  containing  any  muscles 
which  overlie  the  ribs. 

The  incision  recommended  by  Schede  commences  at  the  edge  of 
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the  pectoral  muscle,  above  the  level  of  the  fourth  rib.  It  is  carried  to 
a  curved  direction  downward  to  the  lowest  part  of  the  pleural  ca*ntyjj 
and  then  upward  along  the  vertcbnil  border  of  the  scapula.  All  the-' 
structures  are  divided  down  to  the  ribs,  and  the  flap  consisting  of  skin 
and  muscle  is  rapidly  raised.  Whichever  incision  is  employed,  when 
the  ribs  are  exposed  the  periosteum  of  each  is  divided  and  separated 
from  the  bone  for  a  distance  corresponding  to  the  extreme  limits  of 
the  cavity.  The  denuded  portions  of  ribs  arc  then  cut  away  with  bor»e- 
forceps.  Whether  it  is  considered  advisable  to  take  away  the  perios- 
teum or  not,  the  resection  nf  the  ribs  should  be  subperiosteal.  By 
adopting  this  method  not  only  can  the  ribs  be  more  easily  removed, 
but  the  hemorrhage  at  this  stage  of  the  operation  is  also  diminUhcd. 

The  ribs  from  the  second  to  the  ninth  may  have  to  be  removed  ini 
this  way  if  the  cavity  is  extensive,  each  rib  being  divided  anteriorly  at 
its  junction  with  the  costal  cartilage,  and  posteriorly  as  far  back  as  the 
tubercle. 

The  periosteum  and  thickened  pleura,  together  with  the  intercostal 
muscles  bounding  the  cavity,  are  next  cut  away  with  scissors,  the 
intercostal  vessels  being  ligatured  as  .soon  as  they  are  divided.  The 
division  of  these  structures  should  be  commenced  posteriorly,  so  as  to 
diminish  the  hemorrhage  from  the  intercostal  vessels. 

The  inner  wall  of  the  cavity  should  be  scraped  with  a  sharp  spoon, 
and  all  the  unhealthy  granulation-tissue  lining  the  interior  should  be 
removed.    The  cavity  should  then  be  cleansed,  either  by  careful  irri-  j 
gation  or  by  the  use  of  antiseptic  swabs.  H 

The  flap  is  next  replaced  and  sutured  in  position,  a  large  drainage- ^^ 
tube  being  introduced  at  the  most  dependent  part  of  the  cavity,  and  an 
abundant  antiseptic  dressing  applied. 

Healing  in  these  cases  is  usually  tedious,  suppuration  continuing 
for  a  period  of  six  months  or  a  year  until  the  soft  parts  have  fallen  in 
completely.  Great  difficulty  may  be  experienced  in  obtaining  obliter- 
ation of  the  upper  part  of  the  cavity,  a  space  which  is  bounded  by  the 
first  or  upper  two  ribs  being  left.  In  such  cases  Godlee  recommend* 
making  an  o[K:ning  through  the  first  or  second  intercostal  space. 

Pnetunotomy. — ^This  operation  is  required  in  cases  of  abscess 
of  the  lung,  gangrene  of  the  lung,  and  hydatid  disease;  more  rarely 
it  is  undertaken  for  the  purpose  of  opening  and  draining  bronchial 
dilatations  and  tuberculous  cavities.  Pneumotomy  for  the  latter  two 
conditions  has  not  yielded  favorable  results,  for  in  both  affections  the 
cavities  arc  usually  multiple,  and  although  one  of  these  may  be  opened 
and  drained,  the  disease  still  progresses,  and  little  permanent  benefit 
is  derived  from  the  operation. 

Steps  of  the  Operation. — The  exact  position  of  the  cavity  should 
be  ascerLiined  by  making  an  exploratory  puncture  with  an  aspirating 
neetlle.  Chloroform  should  be  administered,  but  the  patient  should 
not  be  brought  deeply  under  the  influence  of  the  anesthetic.  The 
patient  should  be  placed  as  much  as  possible  on  his  back,  and  in  some 
cases  it  is  advisable  to  lay  him  on  the  affected  side,  the  operation  being 
performed  from  behind. 

On  no  account  should  the  patient  be  turned  completely  over  on  to  tl 
sound  side,  for  by  so  doing  the  fluid  contained  in  the  cavity  may  bcj 
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disctiargcd  into  a  bronchus  anti  give  rise  to  asphyxia,  while  a  simihir 
complication  nmy  Hrine  during  the  operation  from  the  passage  of  blood 
into  a  bronchial  tube. 

The  aspirating  needle  being  used  as  a  guide,  a  portion  of  one  or 
two  ribs  should  then  be  removed  in  the  manner  previously  described, 
and  the  parietal  pleura  exposed,  which  should  be  carefully  divided. 

In  chronic  cases  adhesions  usually  exist  between  the  two  layers  of 
the  pleura;  but  if  no  adhesions  are  [jresent,  as  is  sometimes  the  case 
when  the  cavity  is  of  recent  origin,  the  lung  should  be  at  once  sutured 
to  the  parietal  pleura.  A  pair  of  sinus-forceps  is  next  piussed  into  the 
lung  along  the  side  of  the  aspirating  needle  or  cannula,  and  the  open- 
ing enlarged  by  expanding  liie  blades.  The  operation  lias  also  been 
performed  in  two  stages  in  cases  where  adhesions  h;id  not  formed 
between  the  lung  and  pleura,  the  lung  being  first  stitched  to  the 
parietal  pleura,  and  the  cavity  opened  two  or  three  days  later  after 
ailhcsions  had  formed.  When  the  pus  ha.s  escaped,  the  finger  should 
be  introduced  and  the  abscess-cavity  explored  as  far  as  possible.  A 
flange  drainage-tube  should  then  be  inserted  and  an  antiseptic  dressing 
applied.  If  the  hemorrhage  from  the  lung  is  severe,  the  wound  may 
be  plugged  with  iodoform  gauze. 

As  regards  the  treatment  of  hydatid  disease  of  the  lung,  aspiration 
sometimes  succeeds  In  efl"ecliiig  a  cure;  but  il  must  be  remembered 
that  this  simple  n[icration  has  proved  fatal,  owing  to  the  rapid  escape 
of  fluid  from  the  cyst  into  the  bronchioles,  causing  asphyxia.  When, 
therefore,  hydatid  disease  is  suspected,  pneumotomy  should  be  at  once 
performed. 

Fuetunonectotuy. — The  apex  of  the  lung  has  been  excised  for 
tuberculous  disease,  and  portions  of  the  lung  involved  in  new  growth 
have  also  been  removed,  the  affected  part  being  cut  away  after  apply- 
ing ligatures  beyond  the  limits  of  the  disease.  In  otiicr  cases  the 
removal  lias  been  effected  by  means  of  the  cauter)'. 

Tubercle  sufficiently  advanced  to  justify  operation  being  rarely 
limited  to  one  lung  or  to  one  portion  of  the  lung,  and  the  diagnosis  of 
growth  in  the  early  stage  (the  only  time  at  which  removal  by  I'lnrration 
is  possible)  being  so  difficult,  it  can  hardly  be  cxj>ccletl  that  the  opera- 
tion will  he  found  ;ipptic.il>le  in  many  cases. 

Paracentesis  Pericardii. — This  oijcration  is  required  in  cases  of 
ljytlr<jp8  i>f  the  pericardium,  when  the  effusion  has  persisted  in  spite 
of  treatment,  or  when  the  pressure  of  the  fluid  is  so  great  as  seriously 
to  threaten  the  life  of  the  patient.  The  situation  usually  chosen  is  the 
fifth  intercostal  space,  l  inch  to  the  left  of  the  sternum,  so  as  to  avoid 
wounding  the  internal  mammary  artery,  and  also  to  avoid  opening  the 
pleura.  The  operation  may  also  be  performed  through  the  fourth 
interco*ttaI  space.  An  aspirator  is  the  most  convenient  instrument  to 
use.  The  patient  should  lie  as  nearly  as  possible  in  the  recumbent 
position.  The  skin  having  been  cleansed  and  the  needle  rendered 
aseptic,  a  small  incision  is  made  with  a  scalpel  and  the  needle  intro- 
duced near  the  upper  border  of  the  sixth  costal  cartilage.  Il  is  llwn 
paswd  slowly  onward  until  the  fluid  appears  in  the  aspirator.  After 
the  fluid  has  been  withdrawn,  the  needle  is  removed,  and  the  puncture 
covered  with  a  gauze  and  collodion  dressing. 


A 


2l8 


WTHRNATIONAL    TEXTBOOK  OF  SURG  EX  Y. 


Proinage  of  the  Pericardium. — Cases  of  purulent  pcricardiiis 

must  be  tieatL'd  like  an  empyema,  by  incision  and  drainage.  This  cin 
be  doiiL-  by  an  iticision  in  either  the  fourth  or  fifth  intercostal  space,  or 
by  excising  the  fifth  costal  cartilage.  Care  must  be  taken  not  to  wound 
the  internal  mammar)'  artcr)-. 

The  pericardium  should  be  exposed,  and  after  all  hemorrhage  has 
been  arrested,  sliould  be  carefully  incised  with  a  scalpel  and  tlic  open- 
ing enlarged  with  a  jirDbf-pointed  bistoury.  After  the  interior  has 
been  cleansed,  the  pericardium  should  be  sutured  to  the  margins  of 
the  wound,  a  targe  drainage-tube  Jnseiled,  and  an  antiseptic  dressing, 
applied.  I 

The  incision  for  drainage  of  the  pericardium  is  best  made  from  the 
middle  of  the  sternum  outward  over  the  fifth  costal  cartilage  to  its 
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fifth  t^itai 


Fir.  tOf.— Showing  inciuoti  for  rc««ction  of  fifth  cosul  uartiliige.     Th«  thadrd 
sCDtf  the  led  pleura  ;  th«  dolled  line,  the  bocder  of  the  pericanlium. 

junction  with  the  rib  {see  Fig.  104).     This  incision,  followed  by  resec-l 
tion  of  the  cartilage  and  incision  of  the  pericardium  close  to  the  border 
of  the  sternum,  best  avoids  opening  the  pleura.     The  incision  in  the 
jMjricardiuni  is  carried  obliquely  downward  and  outward  from  the  exter- 
nal border.     (See  Vol.  T..  p.  881.) 

Paracentesis  of  the  heart  has  been  reconimentJed  and  practised  in 
cases  where  the  right  side  of  the  heart  has  become  engorged  owing 
to  obstruction  to  the  circulation  through  the  lungs,  and  when  the 
patient's  life  is  in  danger  on  account  of  the  overtaxed  condition  of  the 
heart.  Either  the  ri^ht  auricle  or  right  ventricle  may  be  tapped.  The 
right  auricle  may  be  reached  by  introducing  a  fine  trocar  and  cannula 
through  the  third  interspace,  close  to  the  right  margin  of  the  sternum, 
and  the  ventricle  may  be  tapjied  through  the  fourth  right  interspace.  1 
inch  from  the  sternum, 

Openinj^  the  Posterior  Mediastmatn. — It  has  been  suggested) 
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Bryant'  describes  in  detail  the  steps  of  the  operation. 

The  left  side  should  in  most  cases  be  selected  as  bcing^  the  more 
convenient  (Kig.  105).  The  situation  of  the  objitruction  having  been  as 
far  as  possible  ascertained,  a  flap  is  raised  3  inches  square,  including 
all  the  tissues  down  to  the  ribs,  and  extending  from  the  spinous  proc- 
esses to  the  inner  border  of  the  scapula.  Portions  of  not  less  than 
three  ribs  should  be  displaced  from  the  angles  to  the  outer  cxtremiti« 
of  the  transverse  processes,  so  as  to  afford  suHicicnt  room.  The  soft 
parts  should  be  carefully  reflected  from  the  middle  rib,  exposed,  and'] 


Fig.  107. — Showing  the  llirpe  ribs  aad  the  assoontcd  vrsscli.     The  flap,  composed  uf  mil  die 
tissues  dowa  to  the  ribs,  \%  reflected  ucfiju  the  spine  ^UryuDl). 

the  pleura  separated  from  its  anterior  surface.  The  rib  should  then 
be  divided  in  two  places  and  a  portion  removed  {Figs.  106.  107). 

With  tlie  finger  the  pleura  should  be  detached  from  the  rib  above 
and  the  one  below  the  opening;  the  intercostal  vessels  are  next  liga- 
tured and  the  soft  parts  divided.  The  ribs  from  which  the  pleura 
has  been  detached  are  then  cut  across  and  turned  upward  and  down- 
ward. All  hemorrhage  should  be  carefully  arrested  at  each  step  of 
the  operation. 

The  obstruction  is  then  sought  for  with  the  finger.  The  portion  of 
the  middle  rib  which  has  been  removed  is  not  replaced.  The  two  other 
ribs  are  sutured  in  position,  the  flap  is  replaced,  and  dressings  arc 
applied. 

ARTmOAL  RESPIRATION. 

In  surgery  the  chit^f  use  cjf  artificial  respiration  occurs  in  cases  of 
asphyxia  during  anesthesia  and  in  the  resuscitation  of  the  apparently 
drowned.  In  apnea,  or  arrested  respiration  from  any  cause,  the  oxy- 
genation of  the  blood  in  the  quickest  way  is  the  chief  thing  to  be  con- 
sidered ;  and  this  is  best  obtained  by  forced  movements  of  the  arms 
and  ihnrax,  to  secure  inspiration  and  expiration  of  air  in  the  largest 

VOluni(-    pnssihif. 

Sylvester's  method  of  artificial  respiration,  with  slight  modiRca- 

■  7>a«i.  Amtr,  SurgUat  Aisoe.,  1895. 
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tions,  should  be  used  in  all  cases,  for  careful  experiment  has  proved 
that  it  effects  the  greatest  interchange  of  air  in  the  lungs.  The  essen- 
tials of  this  method  arc  as  follows  : 

Inspiration  is  secured  by  raising  the  arms  in  a  lire  with  the  boily 
above  the  head,  thus  raising  the  nb»  and  clavicles  and  enlarging  the 
cavity  of  the  chest  (Fig.  io8);  expiration   is  effected  by  lowering  the 


Fui,  io3.— Firxl  movtFneni  :  In  spiral  ion. 


arms  and  making  strong  pressure  on  the  front  and  sides  of  the  bony 
thorax  (Fig.  109).    This  is  best  done  by  two  men  working  together, 


Fin.    109. — Second  tnovcmi'iil :  expiration. 


one  raising  and  lowenntr  the  arms,  while  the  assistant  makes  strong 
pressure  on  the  chest  (Fig.  110). 

In  ever)'  case  the  nose,  mouth,  and  throat  must  be  clear  of  mucus 
or  blood;  lite  tongue  should  be  pullt-d  well  forward,  and  any  obstruc- 
tion to  the  free  passage  of  air  thr'itugh  the  fauces  and  larynx  removed. 
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The  application  of  these  fixed  principles  in  cases  of  asph>'xia,  in 
ancithcsia  or  in  drowning  varies  but  little.  In  the  resuscitation  of 
ihc  apparently  drownird  the  best  rules  to  follow  arc  those  formulated 
by  the  Humane  Society  of  Massachusetts: 

Rule  I. — Unless  in  extreme  cold  wcatlicr,  when  there  may  be  danger 
of  freezing,  do  not  move  the  patient,  but  instantly  uxjwse  the  face  to 


Flii.  I  lo.^Eapintion  ;  assubint  exerting  prcuurc  on  ibe  clinl. 

a  current  of  cold  air,  wipe  dr>'  the  mnuth  and  nostrils,  rip  the  clothing 
so  as  to  expose  the  chest  and  waist,  and  give  two  or  three  quick, 
smarting  slaps  on  the  stomach  and  chest  with  the  open  hand.  If  the 
patient  does  not  revive,  proceed  .it  oner  as  fnllnws: 


Fill,  ttt  -    Kxpi^^iiing  w.nler  from  ihf  Mom&ch  am!  lungs. 

Ride  z. — To  draw  off"  ttw  water  from  tht  stmnach  and  lungs  :  Turn' 
the  patient  on  his  face,  place  a  larpc  roll  of  clothing  beneath  the 
stomach,  and  press  heavily  on  the  back  and  spine  over  it  for  half  a 
minute,  or  so  long  as  fluids  ftuw  freely  from   the  mouth  (Fig.  III). 
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Rule  J. — To  produce  respiration :  If  no  assistance  is  at  hand  and 
you  must  work  alone,  place  tlic  patient  on  his  back  with  the  shoulders 
slightly  raised  on  a  folded  article  uf  clothing.  Draw  forward  tlic 
tongue  and  keep  it  projecting  bcycKid  the  lips.  If  the  lower  jaw  be 
raised,  the  teeth  may  be  made  to  htild  the  tongue  in  [iilace ;  it  may  be 
necessaiy  to  retain  the  tongue  by  tying  a  handkerchief  under  the 
chin  aiid  over  the  head. 

Grasp  the  arms  just  below  tlie  elbows,  and  draw  them  steadily 
upward  until  they  nearly  meet  above  the  head  (this  enlarges  the  capac- 
ity of  the  chest  and  induces  inspiration)  (Fig.  loS). 

Next,  lower  the  arms  to  the  side  and  press  firmly  downward  and 
inward  and  backward  on  the  sides  and  front  of  the  chest,  over  the 
lower  ribs  and  the  sternum  (this  produces  exi)iralion)  (Fig.  lorj). 

Repeat  these  measures  deliberately  and  pcrscveringly  twelve  to 
fifteen  limes  in  every  minute,  Occiisionally  rub  the  limbs  upward  from 
the  extremities  toward  the  heart,  and  dash  cold  water  in  the  face. 

RuU  4. — If  an  assistant  is  at  hand  and  two  can  work  together,  have 
one  kneel  at  the  patient's  head,  and  one  astride  the  hips  of  the  patient, 
facing  the  patient's  face. 

Proceed  as  directed  above,  save  that  when  the  operator  at  the 
head  lowers  the  amis  to  the  sides  the  second  operator  presses  on  the 
sitles  and  front  of  the  chest  backward  and  tlownward,  throwing  all 
his  weight   into  the  movement  (Kig.    lio). 

Tlie  method  followed  by  two  workers  is  the  same  as  that  by  one, 
save  that  the  second  operator  applies  the  pressure  on  the  chest,  and 
while  the  arms  arc  being  raised  applies  friction  and  warmth  to  the 
body. 

Rui^  ^. — Send  for  medical  atd,  stimulants,  and  warm  blankets  and 
clothes  as  soon  as  possible. 

Riiie  6. — Keep  up  the  efforts  for  fully  two  hours,  or  until  the  patient 
breathes. 

RnU  7. — Practise  drying  and  rubbing  from  the  beginning,  in  so  far 
as  possible,  without  interfering  with  the  movements  of  artificial  rcspi- 
ratioa 

RiJe  S. — Aftcr-trfatment. — As  soon  as  the  breathing  is  established, 
let  the  patient  be  stripped  of  all  wet  clothing,  wrapped  in  blankets 
wily,  put  to  l>ed  comfortably  warm,  but  with  a  free  circtdation  of  fre.sh 
air,  and  left  to  perfect  rest.  Internally  give  a  little  brandy  or  hot  water 
or  other  stimulant  at  hand  every  ten  or  fifteen  minutes  for  the  first 
hour,  and  as  often  afterward  as  necessarj*. 

In  asphyxia  daring  ether-  or  chlorofonn -anesthesia  the 
licad  and  shoulders  of  the  patient  should  be  lowered  either  by  elevating 
the  foot  of  the  table  or  by  raising  the  lower  extremities  of  the  patient 
By  so  doing  cerebral  anemia  may  be  prevented.  When  plenty  of 
assistants  are  at  hand,  two  men  should  keep  up  the  movements  of 
artificial  respiration  as  outlined  above,  while  others  maintain  the  posi- 
tion of  the  patient  on  the  table  and  attend  to  the  use  of  stimulants, 
oxygen,  etc.  Should  the  surgeon  be  alone,  he  should  begin  artificial 
resjMration  at  once  and  continue  it,  merely  letting  the  patient's  head 
hang  back  over  a  pillow  or  a  roll  of  clothing,  or  over  the  edge  of  the 
tabic  or  bed    Whenever  possible,  friction  of  tJie  limbs  and  body  toward 


CHAPTKR    VI!. 


SURGERY  OF  THE  BREAST. 

Development. — The  first  chany;c  that  wc  notice  in  the  human 
embryo  is  a  thickening  of  the  epidermis  at  about  the  end  of  the  second 
month.  Tt  is  at  first  very  slight,  and  befjins,  according  to  Minot,  where 
the  epidermis  is  two  layered,  and  solely  at  the  expense  of  the  inner 
layer.  Later  there  is  an  ingrowth  of  these  cells  into  the  derma,  of  a 
flask  or  pear-shape. 

"  Tb«  «pilhelisl  itifcrowlh  aiUr^rt,  ani)  the  celU  in  JU  centnl  pnsirinn  graduAlly  camiff 
■nit  fall  QUI,  so  that  lite  ingruwih  brcumvit  hollow  -,  bul   the  excavation  profcrcSKs  very 
tlowly.  kod   soinctiDie!t  if  nnt  romplrin)   iiiitil  afivr  binh.     Soon  after  the  hultcming  lua 
began  tfac  ingrowth  acinUout  bwLt,  which  lesein- 
blc  in  their  nppenranee  and  etriy  develcpnieiil 
Ime  fwe«l-Kt>nd«"  (Mitiwl).    Thi*  view  is  held 
by  (icg^rabauer,  slthuu('h  maiiv  wntm  aKvume 
thAt  the  milk-gland  i»  developed  frooi  the  tebn- 
ceous  glaiul. 

Contemporaneously  with  this  hol- 
lott-ing  there  is  a  depression  at  the 
scat  of  the  nipple,  which  subse- 
quently becomes  obliterated  by  the 
lormatjon  of  the  nipple.  This  depres- 
sion is  persistent  in  the  Kchidna.  form- 
ing a  mammary  pouch ;  and  such  a 
condition  sometimes  persists  to  a  cer- 
tain extent  in  the  human  subject,  giv- 
ing rise  to  the  "  depressed  nipple." 
The  brandling  of  the  buds  which 
form  the  glandular  tissue  begins 
about  the  seventh  month.  Thehmien 
of  the  glands  appears  first  at  their 
lower  ends,  which  arc  enlarged  and 
club-shaped,  and  extends  toward  the 
mouth  of  the  glands. 

fn  the  cinhryo  of  the  pig,  acronling  to 
Schultw.  the  firsi  trace  of  (he  mnmm.i:  nwy  he 
obtrrved  al  about  the  crul  at  Ihc  IiikI  tnoiilh 
(erabrvos  of  ij  mm.  ^  a*  a  continuous  ridge- 
like (hickeaing  rnitniD£  fron  the  rofc-limb  ioihc 
inf^inal  fold.  At  a  later  prrind  the  ridge  is 
thickened  al  several  points  by  ■  gfowth  of  Ihib 
Isjrer  of  the  rciiHlerm  in  the  pig  at  5  to  7  points, 
while  the  iniervcnini;  pontons  of  lh>e  nd({e  gradually  dtuppiuir,  aud  in  Ihit  way  by  a  procett 
of  differential  ion  a  M:ne*  of  mummarv  glands  are  formed  I  rig.  II4).  Thewr  vi  cnllc«  milk- 
lines  are  videly  aeparaled  In  eiiTly  fti»]  life ;  bul  uk  the  fetui  develops  iliev  ajipniflch  totne* 
wital  tMwaid  the  median  line.  They  inark  the  tract  along  which  (lie  milk  glnndh  are  Rmned. 
Il  is  interesting  to  obMrrre  that  it  i«  along  this  line  that  the  supernumerary  nipplei  ttui 
breaiU  are  fornted  in  ouea  of  pwtyniat>lia  iii  the  human  aubject. 
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Fic,    114. — Mitb-line  in   emhtyo   of  pif, 
»hvwing  development  of  nipples. 


c  activity  </  the  epithelium,   whidlfl 
n  state  uf  prulifcratiun.  V 
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At  the  time  of  birth  the  planrl  consists  of  a  series  of  raduting  dua^ 
with  club-sli;ipcd  extremities  {F'ig.   115).     The   lumen    Is   now  quite 

marked.  There  is  considerable  dilatation. 
so  much,  ill  fact,  as  to  constitute  a  contfi- 
tion  of  ectasia.  This  ap(>ears  to  be  due 
to  Ih 
is  in 

Nuraenmi  laven  n\  c|MthelfAl  cells  mingled  with 
round  cc^tls  nrv  found  1inln|{  the  wall»  uf  the  tutio. 
ta\A  gnnulnr  uiiil  ilrgrnenUivl  (Tll-^mclarcs  wrr  foond 
it)  their  interior.     At  the  end  of  ihe  tint  year  erf  lite, 
tlirsr  tubes  futin  n  tavrrnuus  Httuclure  lined    with 
pa«cnfl«i[   cpillicliuni.       Tlic»e   clianjiic  lfi*'c   n»* 
syni^iUims  akin  to  Ihc  romlitioii  koawn 
and  account  for  ihe  sivf^lUne  and   tendemefi*  ofi 
btcaMs  frequtmtly  obsencd  in  the  iofani  ^KAllikcr) 

No  material  change  in  the  appearance  of  the  gland  occurs  until 
age  of  puberty.     A  few  lobular  growths  only  of  gland -structures  tala 
place  during  the  interval.     We  now  find,  in  addition  to  the  formatioal 
of  ducts,  a  development  of  acini.     An  enlargement  of  the  breast  »t1" 
the  development  of  considerable  tenderness  is  often  noticed  in  males 
as  well  as  in  females  at  this  period.     The  connective  tissue  which  sur- 


FlG.  115, — ^M.Tmmiiry  pUinil  uE  new- 
born iiifeint  (Billtoth). 


Fic.  116.— IJwaai  at  pubeTt)r,  ihowing  hyaline 
tissue  iuouiid  lubes  (Billroth). 


Pig.  117. — FulTy-developcdbrcasl-atinl 
at  prcgnuDcy  (Billroth). 


rounds  the  gland-tubes  also  undergoes  a  marked  change.     It  m 
assumes  a  peculiar  hyaline  condition,  and  is  rich  in  nuclei  (Fig,  \\(i)\ 
This  tissue  is  in  strong  contrast  with  the  interstitial  tissue  lying  between 
the  lobes  of  the  gland. 

Thin  ttMue  i«  of  special  importince  not  only  in  relation  to  the  mibseqaeni  vnKnlor 
nutian  at  the  time  nfmcgnancy,  but  also  as  the  uoinluf  departure  of  eerlalD  types  of  r 
growiha.     Tlie  acini  dcrclop  by  ihc  sprouting  ui  »ulid  buds  uf  cpilhetiuni,  while  the 
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cxioiiMtire  Uhuc  and  vcmwI*  fnrm  AmuncI  ih«Tn  and  give  (□  the  virgin  brmst  iu  chitnuneT- 
isaic  finn  sail  djulic  coDMSteitti;  (t3iLInilh]i 

At  the  time  of  pregnancy  the  acini  develop  enormously  and  the 
surrounding  tissue  becomes  much  more  vascular  (Fig.  117).  The 
nipple  is  perforated  by  12  to   I  $  ducts. 

Tbf  vrnull  noddle-^  which  mirroitnil  the-  nipple,  and  which  wiiH  Ihe  ifcftla  are  pigmenled 
mX  this  tintr,  arc  i^niiill  uciduiu  glands,  knuwn  as  Montgoiuery's  glands,  nnil  aro  ^own  \iy 
Ktrin  la  b«  acctuor)'  niilk-i;1)ind!t.  Thr  Mi-calird  sinus  Uclen^«  is  a  dilatiiiiiin  uf  ihe  dutt 
which  is  ftnind  jukI  above  the  narrow  jjortion  which  jjcrfoiatcs  the  iiit>plc.  This  is  hcsl 
developed  dunnj;  Ihe  period  vA  lattaiiun.  Thr  fommntm  of  Chr  milk  i^  ilue  tu  nii  rmulMun 
of  eflTibcd  scrum  and  fat  which  is  fi>nn«l  hy  a  change  in  die  epithelial  cclh, 

After  the  cessation  of  lactation  the  acini  collapse,  but  the  connec- 
tive tissue  doc^  not  contract,  and  the  breast  does  not  return  to  the 
rigid  condition  of  virginity,  but  remains  pendulous. 

After  the  period  of  full  maturity  has  passed  wc  come  to  the  period 
of  decline,  which  becomes  moix:  marked  at 
the  menopause.  At  this  period  tlic  t;land- 
ular  tissue  atrophies.  The  epithelium  disap- 
pears, and  the  acini  collajjsc  permanently. 
The  ducts  remain  as  elungateil  tubes  at  the 
end  of  which  can  he  steii  the  atrophied 
remains  of  the  previously  existing  acini 
of  the  gland  (Kig.  118).  As  the  glandular 
structures  disappear  they  are  replaced  by 
adipose  tt-s-sue.  At  the  period  of  complete 
senile  involution  the  breast  contains  little 
trace  of  gland-tissue,  being  composed  wholly 
of  elongated  tubes  and  adipo.se  and  connec- 
tive tissue.  The  larger  ducts  often  undergo 
a  cj'stic  dilatation  with  the  formation  of  a 
greenish  fluid  or  mucous  secretion,  the  color 
lacing  due  probably  to  the  staining  by  frag- 
ments of  broken-ilown  bhmd-corpuscles. 

Anatomy.^The  mammary  glands  are 
racemose  glandular  stnictures,  and  are  situ- 
ated beneath  the  skin  o\\  cither  side  of  the 
sternum.     The  area   cox'crcd  by  the  gl;md 
extends  from  the  third  to  the  sixth  rib  in  a 
vertical  direction  in  the  female,  and  laterally 
from  the  axitlar)'  margin  of  the  pectoralis 
major  muscle  to  a  point  a  little  beyond  the 
outer  border  of  the  sternum.     The  gland 
is  usually   regarded  by  the  surgeon  as  a 
more  or  less  hemispherical  organ,  somewliat  Hattencd.  ^.vith  a  wcll- 
delined  circular  border.     The  conformatimi  of  the  glandular  structure 
constitutes  a   material   departure  from   this    conventional   type.      The 
various  lobules  of  the   gland   project  along   lines   radiating   from   the 
nipple,  and  extend  to  unequal  distances.     At  particular  points  the  pro- 
longations are  much  more  marked  than  at  others,  and  this  is  the  case 
at  the  mai^n  o{  the  axilla,  where  the  gland-structure  often  extends 
into  the  axilla.     A  second  portion  projects  over  the  serratus  inagnus 
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inusclt?,  and  tlic  third  principal  prolongation  is  found  at  the  sternal 
border.  When  these  are  well  marked  the  breast  assumes  a  more  oi 
less  pronounced  tricuspid  form. 

In  addition  to  ih«sc  ptDJcclions  numerous  smnllcr  proloTifptions  often  csiM.     Glandulu 
pncesfcs  are  found  between  the  iikin  and  ihe  Riand  proper,  and  ntimeroiis  Isolated  nuun 
of  KUnd-tissoe  ore  oflm  ob&ctvrd  coriKUtuling  pamtnamnivy  gUndb.     These  rr«ii(  twc« 
Mrily  not  only  from  the  pecttliur  canfonTuiIion  of  the  gland* tixme,  but  al«o  fnxn  (he  it^. 
queat  dcTclopmcui  of  supcinumcinr)-  ^IaikIk  abni*  the  so-called  "milk-IJiie." 

The  nipple  is  not  situated  at  the  center  of  the  breast,  but  slight! 
above  this  point  and  somewhat  nearer  the  median  line.  The  breiit 
slightly  concave  posteriorly,  and  rests  upon  the  fascia  of  the  pcctora 
major  muscle  and  tlie  fascia  covcrinj^  the  scrratus  magnus.  With  the 
fascifC  it  is  somewhat  intimately  connected,  a  point  of  considcrab 
importance  in  cstimatin^^  the  extent  of  morbid  pnx:esscs  cman 
from  the  gland.  The  parenchyma  of  the  gland  is  supported  by  a  d 
stroma,  which  is  attached  to  or  continuous  with  the  anterior  layer 
the  super6cial  pectoral  fascia.  This  fascia  i.s  continuous  with  the  super- 
ficial fascix  of  the  neck.  Opposite  the  mamma  it  subdivides  into  tw 
layers,  one  passing  in  front  and  one  behind  the  ^tand.  J*rom  tl 
anterior  layer  numerous  processes  pass  forward  to  the  center  and  back- 
ward into  tlie  mammar>'  gland.  The  forward  prolongations  of  this 
fascia  arc  known  as  the  suspcttsory  ligamaits  of  Sir  Astley  C<»opcr.- 
The>' are  exaggerations  of  the  conn  fibfcux  oX  Velpcaii.  described  b 
the  writer  in  connection  with  the  column.x  adtposa:  of  the  thick  skin' 
of  the  back,  where  they  are  also  well  marked.  The  drawings  trf  Si 
Astley  Cooper  represent,  however,  a  much  more  exaggerated  develop- 
ment of  fibrous  bands  than  is  iisiially  seen  in  sections  of  the  niamtna. 
These  "  ligaments  "  possess  an  im]>ortancc  from  a  diagnostic  staiidfMiin 
as  they  are  frequently  intimately  associated  with  paramammarj'  glan 
and  lymphatic  vessels,  and  are  con.sequcntly  often  involved  in  the  ci 
tricial  contraction  which  accompanies  the  growth  of  cancer.  It  is  to 
the  shortening  of  these  bands  that  the  depression  or  dimpling  of  tlic 
skin  is  tjue  in  malignant  disease  of  the  breast,  which  dimpling  constitutes 
one  of  the  earliest  symptoms  of  cancer. 

The  posterior  layer  of  the  pectoral  fascia  rests  upon  the  deep  fas 
but  is  easily  removed  from  it.  There  is  always  a  loose  layer  of  con- 
nective tissue  betu'een  these  fascia:,  and  not  infrequently  a  bursa  exists 
there.  The  deep  fascia;  send  numerous  prolongations  between  the 
fasciculi  of  the  pectoralis  major  muscle.  It  is  needless  to  say  that  in 
operations  upon  the  breast  all  of  the  anatomical  peculiarities  which 
have  been  pointed  out  above  should  be  taken  into  consideration.  The)* 
constitute  what  with  propriety  might  be  called  the  danger-zone  of  cancer. 

For  convenience  of  description  the  breast  may  be  divided  into 
various  regions.  A  circle  drawn  around  the  areola  of  the  nipple  indi- 
cates the  central  region.  A  transverse  line  drawn  through  the  nipple 
divides  the  breast  into  an  upper  and  a  Inwer  hemi.sphere.  A  vertical 
line  drawn  through  the  nipples  scjianites  the  inner  from  the  outer 
hemisphere.  These  two  lines  divide  the  brcjist  into  four  quadrants 
(Fig.  ng). 

LymphntJcs. — A  knowledge  of  the  lymphatics  of  the  breast  is 
the  highest  imjx>rtance  to  the  surgeon.     The  breast  in   the  female 
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vcx»eU  lie  taperlicially,  and  ukr  elicit  origin  Ui^ciy  from  the  c«nlni1  region  of  the  brewt. 

'flicse  form  neb  AnanlvnoKs,  which  tinally  reach  tlie  t-urfacr  in  four  place*.  Twu  of  ihctr 
Ininks  arc  (civcn  off  from  thr  ouicr  &nA  upper  quadrnni,  and  cwo  frotn  the  inner  onH  lower 
t|uiidnnl  I, tig-  I20|.  'i'hc»e  uniU-  willi  iHlirT  MitjMdinr>'  vcN^cis  tti  lorm  two  tar^^cr  trunks 
running  to  ilic  axilla,  thii.s  ocruppng  iht  (jrcaicr  (wrtion  of  the  outer  henusphere  and  tlu 
inner  anti  lower  quarlmiil.  Thi-'<  ptcxu<i  \f  iniirnntcly  cutinecteil  wich  Ibc  »upcriaccnt  skilk 
recelvii^F  numeroui  branchei^  frum  iliai  siruciure  ihnmch  ihe  fibrous  ligameni^,  and  (hot 
anaaUijnoMnt:  freely  with  the  cutaneous  covcrinK*  erf  ihose  rcgit>n>.  A  third  emup  of  lyiD- 
phoiies  Iravf  ilie  inner  maT^i'^  *'^  '^^  breau  and  pa^  between  the  rib«  to  rtimnwnHraie  with 
ihe  nediaMtin.il  glandv 

The  di^plj-  seated  lymphatics  of  the  gland  anastomose  freely  with 
those  received  from  the  deep  pectoral  fascia,  and  unite  to  form  anolher 

trtink  running  to  the  axilla. 
The  l>'mphatics  of  the  pec- 
toral fascia  do  not  communi- 
cate freely  with  the  musclc. 
The  direction  of  the  Ijtn* 
I  J,- -  .        ^  I- ■_■  phatic   current   is   from   the 

y~  — *tKW7  .^^S<^Q^^  muscle  to  the  fascia,  and  riot 

in  the  reverse  direction.  Other 
vessels  find  their  way  betw  ccn 
the  ribs  atud  the  intercostal 
andsubplcurairegionsandthc 
anterior  mediastinum.  These 
vessels  originate  principally 
in  the  inner  hemisphere  and 
the  inner  portion  of  the  pec- 
toral muscle,  and  penetrate 
in  larger  numbers  the  second 
and  fourth  intercostal  spaces. 
Seen  from  within  the  thorax, 
a  chain  of  lymphatic  glands 
accompanies  the  internal 
mammary  artcrj',  which  re- 
ceives vessels  from  the  inter- 
costal spaces.  This  chain 
anastamt>scs  with  a  plexus 
of  lymphatic  glands  and  ves- 
sels distributed  over  the  dia- 
phragm below  and  above  with 
the  right  and  left  lymphatic 

il,r  medHutmum      dltcts  (Kig.  IJl).     AnothtTS€t 

of  deep  lymphatics  originates 
in  the  posterior  portions  of 
the  outer  hemisphere  and  penetrates  the  intercostal  spaces.  I  tere.  fol- 
lowing the  inferior  margins  of  the  ribs,  they  accompany  the  intercostal 
vessels  and  empt>*  into  the  thoracic  duct.  In  view  of  the  exceedingly 
rich  anastomosis  of  the  lymphatic  vessels  of  the  breast,  it  is  easy  to 
understand  how  readily  the  integuments  of  the  breast  may  become  in- 
volved in  a  malignant  growth  originating  in  that  gland,  for  the  growth 
may  so  alter  the  conditions  of  the  lymph-circulation  that  the  diseased 
organisms  may  spread  in  any  direction  thrtjugh  the  lymph -channels. 
The  skin  and  subcutaneous  tissue  therefore  become  one  of  the  most 
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suspicious  regions  of  the  danger-zone,  and  for  the  same  reason  the  sub- 
jacent muscles  may  readily  become  infected. 

The  glands  of  the  axilla  receive  the  greater  number  of  the  lym- 
phatic vessels  of  the  breast.  They  arc  clustered  together  in  three 
principal  groups:  the  pectoral,  the  subscapular,  aud  the  axillary 
(Gerrlsh). 

Th«  pectoral  gUndk  lie  jiiil  bcoemlh  ihc  nulcr  niar|rin  of  Use  pccionilis  major  mu-vlp, 
and  recHve  tbc  Ur];e  lyinphalic  tninks  ibovc  described.  Thl«  group  \*  the  one  Uxually  tint 
intMlrtl  in  rnnerr  of  ihr  hrca.tl,  lh«  nodule  ihus  fanned  bi-inR  k'll  bciiealli  ihe  axltlary 
nMnjin  oT  ttip  pctCtiral  ihiimtIc.  From  ihi-  gn>u|i  of  gland*  thr  lyni|il»iilic»  nem  jirocccd  lo 
(hr  Asilliiry  gn>u|>  fnuiwl  tti  ihu  Icnjm  adlpiJM'  tin-sue  o(  ihc  axilla  aDd  lying  on  ihe  anteriiir 
surface  of  the  axillary  vein,  forming  a  rctwork  ujxin  il>i  siirfftce,  Thry  arr  rraddy  felt  afic r 
cutling  IhnKLgl)  Itir  axillary  laxria,  wtiich  t:»\i,-nk  the  large  ve!o>els.  Tliis  gruup  alxf  rei'eives 
m^clt  coming  fmm  ihc  :(ul>><apuliir  gnjop,  a  grv>Lip  not  in  dirccl  cnnimuniralion  wilh  ihe 
maminaiy  gland,  but  r(s.'cifiug  £y■u[>llali1:^  pitn(.>pally  (luiii  ilir  bucik  uf  Uie  neck  and 
■OiouMcr.  Il  is  found  nl  the  poslcrinr  aspect  oi  the  nxLlta,  lying  hclwcen  tlie  scnpuU  and 
the  Uturax  walJ.  Th«  gland*  of  ihix  grxmp  arc  m>i  infrei|ucJiCl)  tiiff.-clcd  in  inalignaiil  dis- 
ease of  ihe  brt^asl,  owing  lo  ihdr  rich  aitastomoMs.  Ktutn  ihc  anillary  gmup  ihc  lyinpliBlic 
ve»»cl«  accouipAiiy  the  axillary  vcm,  lying  principally  upuii  il»  inner  a*|>Mi.  and  iinally  fonn 
one  Of  more  duels,  which  pass  between  the  clavicle  and  tirsl  rib  to  enter  the  right  1)111' 
phalic  <iu<.t.  It  it  aiiiiLg  lltii  nmlr^,  ihereroce,  that  u  carefid  varth  imiM  1>e  made  fur  inf(-<cied 
l^laixU  in  iipeial)on<>  for  i:an<;cr  uf  Ihe  breast.  1-inally,  these  vcucU  anasionHisc  wilh  the 
subclavian  and  deep  cervical  glonds  in  the  i)ristcri(>r  ccrrical  triangle,  which  are  al!M>TK>t 
infrcqitriilly  riifpcl(?il. 

Arteries. — The  arteries  which  supply  the  gland  are  small  and 
numerous.  They  are  derived  principally  from  the  axillary  artery  and 
the  internal  manimar)'  artery. 

The  bmnclief  uf  the  llioracic.U'actnmial  artery  supply  the  upper  lobes.  '1  he  outer  lobes 
are  su]i{)lifd  by  the  long  ihomcic  and  ihc  external  mammary  anerien.  The  internal  mam- 
mary supplies  the  inner  lobes  ihrough  Ihc  anlcrioi  cutaneous  branches  of  the  second,  third, 
and  fourth  perforating  branches  of  that  artery.  The  secimd  iniercosial  branch  of  lhi«  veuci 
i>  ihe  QKMt  important,  and  divides  into  a  superior  and  aa  iiiferiur  divi<iii>n,  both  of  which 
kU)>]ily  the  ujiper  hetni^phert:.  'llie  p«.i.%terii(r  Mirfncc  uf  (he  gluud  is  supplied  by  tlie  itiler- 
cosial  arteries. 

Nerves. — The  nerves  of  the  mamma  are  chiefly  derived  from  the 
anterior  and  lateral  cutaneous  branches  of  the  intercostal  nerves.  The 
superficial  fascia  along  the  border  of  the  sternum  is  pierced  by  the 
anterior  cutaneous  branches  of  the  intercostal  ner\'es.  which  emerge 
into  the  arterial  branches  above  mentioned,  The  nerves  for  the  skin 
are  derived  from  tlie  .supraclavicular  and  external  branches  of  the 
intercostals  as  well  as  from  brancherj  of  the  brachial  plexus. 

The  posterior  laleml  branch  of  the  secood  intrrcosul  nerve  is  known  as  the  intcicoato- 
himcral  nerve.  'I'his  nerve  al.<ai  receive-t  a  l>ranch  fram  ihr  third  intercoMal  nerve.  It 
pastes  acros«  the  upper  part  of  the  axilla,  issuing  ri\>m  the  M^C))nll  inlerciMla]  tfttcc,  aud 
supplies  the  skin  nf  the  inude  of  the  arm  oh  low  as  the  inti-mal  (otidyle.  The  anatitmical 
■rraiwement  of  thiK  nene-.inB!itonit»i«  »e(»e3  I>j  cs[jluiii  llie  syiiipatby  of  tlie  urni  with  [«in- 
fiil  aflcctions  of  the  breant,  and  alw  ihe  nmnilginK  nf  the  inside  and  back  of  the  nrm  which 
follow  operations  upon  the  breoat. 

The  arteries  and  ner\es  of  the  axilla  become  important  in  relation 
to  o[ieralinns  u|K>n  the  breast.  In  dissection  of  the  axilla  the  operator 
usually  divides  the  long  thoracic  arter)-  at  the  margin  of  the  pectoralJs 
major  muscle,  the  acromlothoracic  when  dividing  the  pectoralis  major 
muscle,  and  the  subscapular  artery  when  dissecting  out  the  contents 
of  the  axilla. 

The  nerves  found  in  this  region  are  the  long  thoracic  or  external 
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rcsjMnitory  nerve  of  Bell,  the  intercostohumcral,  and  the  three  sub- 
scapular ner\'cs.     The  middle  subscapular  ncr\'c,  or  the  largest  of  them, 

accompanies  the  subscapular  artery  and 
supplies  the  tatissimus  dorsi  tnusde. 
The  anterior  thoracic  nerves  are  two  in 
number.  They  ame  from  the  outer 
border  of  the  brachial  plexus,  and 
supply  the  pectoralis  major  and  mmor. 
Nearly  all  these  nerves  may  be  divided 
in  the  operation  for  cancer  of  the  breast 
without  impairing  the  power  of  raising 
the  arm  from  the  body. 

A  study  of  the  development  of 
the  mammary  gland  serves  to  throw 
lij^ht  upon  its  various  malformations, 
iind  fumislics  a  basis  for  the  classi- 
fication of  the  benign  tumors  of  the 
gland. 

As  has  been  shown,  tlierc  \n  a  pro- 
liferation of  cells  in  the  ducts  at  the 
time  of  birth,  which  sometimes  gives 
rise  ti)  symptoms  akin  to  innammaboo. 
This  shows  a  tcmiMtr.ir)'  increased 
activity  in  the  gland-structures  at  this 
period.  In  rare  instances  there  is  a 
precocious  manifestation  of  this  condi- 
tion in  infancy,  ^i^inj^  rise  to  the  condi- 
tion known  as  infantile  hypertrophy. 
This  malfonn.ition  may  cither  Ix-  ci-)n- 
gcnilal  or  may  first  manifest  itself  in 
early  infancy.  It  is  an  exaggeration. 
as  it  were,  of  the  condition  which  in 
the  tropics  approaches  the  normal  state, 
for  instances  in  which  children  attain 
puberty  at  an  early  age.  often  at  eight 
years,  are  nn>re  nearly  the  rule 
This  malformation  is  usually  accompanied  by  pr 


Fl<i.    133. — Infintilc    h>prrifu()liy    ul 
th«  brvx-it  (Marvy). 
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cious  sexual  development. 

A  oiflrknl  rxnmnlf  (if  Iliis  coiKlilioii  is  n  casr  reptirlnl  tiy  Msrcy.'  The  lutient,  M  tbv 
time  Ihc  phoio|^pVi  tFig.  I3a|  waj>  ukni,  wa*  two  ynn  ami  seven  nionth)^  old.  'llir 
pubic  hair  btf^n  to  fjmw  whrn  >ihr  was  nine  months  oM  ;  al  ihe  first  month  the  mammary 
Kland  begmn  lo  develop.  Her  mental  development  at  Ihe  time  of  thi*  report  w»s  u-ondcifML 
The  ra(piu  mcamrrd  fully  3  inches  111  depth  ;  it  was  lat^c  i.*iiouKh  lo  irceivc  Ihe  ri);hi  itwU 
iiiiKef  M-illtouT  the  sliKheit  [uin.  The  uterus  wat  coHMdcrabl)'  larger  liian  in  ii^  ordinal 
undeveloped  Mate.     Thefe  had  been  no  menslnialion. 

Amazia  signifies  complete  absence  of  the  oi^jan.     According 
Williams.'  this  is  a  very  rare  affecbon.     It  i.s  due  to  a  lack  of  dcvcloj 
ment  in  early  embr>'onic  life.      Usually  one  breast  only  is    absent. 
Absence  of  both  mamm.-e  is  among  the  rarest  of  anomalies.     Thei 
an  occasional  deficicncj'^  of  the  pectoral  muscles,  and  even  of  porlior 

'  TVam.  Amtr.  Med.  Asm.,  vol.  xxvti.,  pL  237.  '  Oheturs  of  tkt  Jtreaa,  %l 
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of  the  ribs.  The  ovary  on  the  corresponding  side  is  also  occasionally 
absent. 

l£icrotna:riQ  is  more  frequent  than  amazia.  The  term  indicates 
an  incomplete  development  of  the  gland,  The  <leformit>'  occurs  inde- 
pendently, or  is  associated  with  malformations  of  the  adjacent  chest  or 
of  the  sexual  oi^ans  (Williams).  Still  more  common  is  Athelia,  or 
congenital  absence  of  the  nipples.  When  the  nipple  ts  deficient  the 
areola  is  often  imperfectly  formed  or  absent.  Malformed  nipples  are 
a  frequent  source  of  inflammation  during  lactation. 

Polymastia. — Supeniumcrar)'  glands  not  infrequently  occur.  As 
a  rule  they  are  formed  on  the  si>-cnlEeci  "  niilk-Hne  "  seen  in  the  embryos 
of  animals.  For  this  rea.son  Orth.  Williams,  and  others  have  attributed 
them  to  atavism.  According  to  this  theory,  it  is  supposed  that  seven 
pairs  of  mammar  originally  existed  on  the  ventral  aspect  of  the  trunk, 
three  above  and  three  below  tlie  present  norma]  pair  (Fig.  I  !9).  There 
is  usually  a  certain  relation  between  the  number  of  mamma;  and  the 
number  of  young  brought  forth  at  a  birth,  the  former  being  twice  as 
numerous  as  the  latter.     The  supernumerary  glands  arc  not  always  in 


Flii    133. —  Polymastia. 

pairs.  They  may  appear  singly,  according  to  Bardeleben.  In  1 50 
cases  observed  in  conscripts,  they  were  found  76  times  on  the  left,  44 
times  on  the  right,  and  31  times  on  both  sides.  More  than  three- 
fourths  of  alt  cases  arc  found  in  the  situation  of  the  fifth  pair — /.  i.,  just 
below  and  slightly  inside  of  the  nurmal  mamma.  The  defonnity  is 
more  common  in  the  female  than  in  the  male.  It  is  e.vceedingly  rare 
to  find  supemumerarj'  glands  in  any  other  part  of  the  body.  Matmtue 
errntica  have  been  seen  on  the  ear,  the  upper  part  of  the  thigh,  on  the 
labium,  etc    Williams  is  inclined  to  regard  many  so-called  warty  moles 
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as  examples  of  this  malformation.  The  fact  that  supernumerary  nipples 
often  have  hairs  growing  upon  them  seems  to  give  weight  to  this  sug- 
gestion. Supernumerary  axillar}'  structures  may  often  be  mistaken  for 
axillary  jflands.  sebaceiius  glands,  and  subcutaneous  tunion>.  Most 
of  these  axillary  forni-s  are  jjaramantmar)-  growths  due  to  the  sepa- 
ration of  gland-structures  of  the  ;L\illar>'  prolongation  of  the  nianini.t 
Genuine  atavistic  axillary  mammar>'  glands  are,  according  to  Williams, 
exceedingly  rare.  I-'ig.  123  shows  a  case  of  pol\-mastia  as  well  as  of 
diffuse  hypertrophy,  and  will  be  described  elsewhere.  Here  it  may  be 
observed  that  there  are  supernumerarj'  structures  above  the  mamma 
and  in  the  axillary  region.  It  migln  be  supposed  that  these  were 
examples  of  simple  sequestration,  but  the  fact  that  beneath  the  left 
breast  there  is  a  supernumerary'  nipple  suggests  strongly  the  supposi- 
tion that  they  all  may  be  examples  of  a  reversion  of  type. 

Diffuse  Hypertrophy  of  the  Breast. — This  is  a  disease  whi 
occurs  at  or  about  the  time  of  puberty  or  in  connection  with  prcgnan< 
in  early  life.     The  name  given  to  this  affection  would  seem  to  imi 
that  there  is  a  simple  increased  physiological  enlargement  of  the  brc;ul 
It  is  possible  that  such  cases  do  occur  when  the  breasts  arc  suflicientli 
gigantic  in  proportions  to  place  them  in  this  class.     An  analysis  of 
histological  examinations  of  the  reported  cases  docs  not,  however, 
out  this  view,     Dennis,  who  recognizes  a  physiological  enlax;gcmcnt 
this  degree,  states  that  they  are  very  rare. 

Symptoms. — The  disease  begins  perhaps  as  an  increase  tn  siie 
a  certain  portion  of  one  breast,  which  then  becomes  more  diffuse ; 
later  the  opposite  breast  is  affected.  Occasionally,  however,  th* 
only  unilateral  enlargement.  The  growth  is  later  quite  rapid;  ajidi 
a  certain  size  is  reached  the  breasts  do  not  further  enlarge.  The  growl 
goes  on  sometimes  for  ycars^  but  in  other  cases  the  limit  is  reached  in" 
a  few  months.  The  breasts  at  first  arc  resilient,  but  later  flaccid.  The 
nipples  are  not  increased  in  size,  but  become  flattened  out.  The  areola 
is  usually  increased  greatly  in  diameter.  The  skin  grows  with  the 
breast,  and  it  is  generally  nonnal,  although  at  times  edematous.  The 
veins  are  enlarged  and  prominent,  but  not  varicose.  The  adjacent  axil- 
lary glands  are  not  affected.  I'he  disease  is  usually  painless,  although 
the  patients  arc  disabled  by  the  great  bulk  of  the  breasts,  which  some- 
times reach  nearly  to  the  knees,  Tliey  are  often  unable  lo  walk,  and 
are  obliged  tn  have  a  table  on  which  to  support  the  organs,  or  to  lie  in 
the  recumbent  posture.  Great  rcspirator>'  disturbance  is  reported  in 
some  casas.  Occasionally  the  cniai^cment  sub.side8  after  confinement, 
to  increase  again  with  the  succeeding  pregnancy.  Slight  injuries  suffice^ 
to  bring  about  ulceration  and  abscesses.  ^m 

In  ti  caar  reixirlnl  \vf  Billnitti  <]rath  nrt-iirrrH  fnwn  eryMiH-la^tiriginaiinK  fnun  nn  olccn- 
lion  folluwing  an  nitempl  to  redu<j«  (he  gmwih  hy  bftnd.igini;.  Diirinf;  prrcnancy  milk  is 
secreted  from  llir  lircit*t,  nnd  in  Ihr  caw*:  cx«miiir;l  Iiy  Hillnilh  tht  ?ilits  in  the  cystic  growth 
conlninci)  milk.  This  is  inlcrtsliiiu.  •*  showing  the  clo<(c  ronncctinn  of  tbest  ducts  witli 
ifac  |*Und-acini  in  cyMic  libronMi.  Willjains,  however,  reports  cases  u(  pr^naocy  in  which 
UcUtion  did  not  occur. 

Hypertrophy  i>f  the  breast  is  sometimes  accompanied  by  gigantism 
of  the  corresponding  su])erior  extremity. 

Pathology. — An  analysis  of  tlic  microscopic  examination  in  various 
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cases  reported  shows  that  the  type  of  growth  is  that  which  one  would 
expect  lo  find  at  the  period  of  puberty.  Wc  find,  as  shown  above 
(Fig.  1 16),  a  peritubular  and  acinous  growth  of  fibrous  tis.sue  containing 
many  nuclei,  from  which  growth  the  new  fonnations  at  this  period  of 
life  arc  liable  to  take  place.  The  result  of  the  activity  of  this  tissue  is 
a  solid  or  cystic  fibroma  (sec  Fibroma).  It  is  the  scale  on  which  the 
growth  occurs  and  its  general  diffusion  throughout  the  mammary 
gland  which  serve  to  distinguish  it  from  the  fibromata  as  a  class. 


Fig.  la^.— Diffuse  liypcnrophy  of  ihc  bruas! 

In  ■  ca«  Tcpnrlwl  by  Ciofford.  the  bwlfc  tif  the  Rrowlh  conwMctl  of  fil»mu5  li««ac  devoid 
of  f«l.  wtlh  iilandulAr  »iructUTc»  sparvrljr  embedded  in  it.  In  l.e  Dotiblf**  cum;  (he  seclion 
I  shnwcl  a  piarkctjiy  luliulated  Mrucmrc.  The  lobes  cnntainrd  gland-Kiniclurc  tilled  with 
[  cylit*der-cpitheliufn.  In  Sorter's  case  Wliilncy  reports  a  lobiilnied  flniclure  containing 
gland  acini  and  ducU.  He  xayx  :  "  In  istntcturr,  therefore,  the  gniwth  i»  es!>encially  a  diffuse 
tntm'analJL-ular  libromn,  and  is  not  lo  I>e  renrded  in  the  aeasc  of  a  true  hypenmphy  of  the 
lircast."  In  tlie  caM  ex«niine<l  by  Uillrntfi  it  is  evidetit  that  the  new  {urination  cuniiiiitecl 
principiHyof  multiple  e}-slic  fihramata.  Between  these  tumors  (here  existed  a  large  amount 
of  1)t>n>u«  tiMir  and  glandular  tiwue  in  (he  sla('c  of  lactation.  |ohn  C  Warren  repotls  a 
case  in  which  ibe  (umui  cmiMMed  princiiwlly  tif  adifKiw;  tiuue. 

Course. — The  disease  does  not  always  appear  at  pubert>',  but  some- 
times at  a  considerably  later  period  of  life.      In  lioyd's  case  the  disease 
I      first  api>cared  at  the  age  of  thirty  years.     In  Porter's  case  the  patient 
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was  thirty-four  at  the  time  of  the  bcjpnninij  of  the  growth.  This  case 
was  notable  for  the  jjrcat  size  of  the  breasts,  the  larger  weighing  forty- 
three  pounds  after  retnoval,  the  sinalk-r  seventeen  p4>unds.  This  is  sut- 
jKLsscJ  by  Durston's  case,  in  which  the  breasts  after  removal  weighed 
sixty-four  |>ounds  and  forty  pounds  respectively.  Tlie  total  growth  in 
this  case  occurred  in  four  months.  The  patient  died  of  infection  arising 
from  an  ulcerated  spot. 

Cases  are  reported  in  which  the  growths  have  diminished  after  mar- 
riage, and  the  retrogression  became  still  more  marked  after  pregnancy 

En  a  c»Kc  rcpoTted  by  the  writer'  th«  enlargement  b«gan  durittg  tbc  mcodcI  prei<;tuocy  n 
n  woinmi  iMcnIy  thiet^  ycant  of  a^c.  The  (liM:^«c  tiral  appeared  in  the  right  bresst,  and 
shortly  after  in  the  left  brcnsL  .'\boTe  ihe  brcu-t,  tn  range  of  the  "  rnilk-liiti?,"  were  Iwn 
super nu me rary  biea&is  un  either  !>idc.  Tlicre  was  an  nttenipt  at  tlie  romuiiiun  uf  a  nipplf 
00  the  brco«  in  the  right  nxitla,  and  no  accessory  nipple  below  the  left  breast  (  Fig.  tl4|. 
Aft  ]»re}jnaiicy  advanced  Ihe  bieat^l  became  M>ft  and  flucCualing.  After  this  cvnlinciiMi>lth> 
child  WB*  wrtined,  and  the  hrcnsl  *nfin  diminished  in  mic.  Diirirvg  her  second  preytMBCy 
C  M.  AiwimkI  repurled  that  the  breasU  atfuin  iijciea!>nl  in  sixe.  The  mother  ituiMfld 
upon  nupLJnf!  the  child,  and  had  about  a  normal  tlow  oT  milk.  Two  months  after  ihe  chiU 
was  boni  the  breasts  receded  to  the  siie  Dicy  hati  been  before  ibe  la*t  prei^nancy. 

EtiiiloEy. — The  histological  examination  seems  to  explain  suflidcntiy 
wetl  the  cause  of  these  growths,  without  resorting  to  the  theor>' 
trauma  or  sexual  excesses.  There  is  evidently  an  exaggeration  of  titf' 
physiological  tissue-growth  of  the  period  of  puberty  due  to  idios>*ncra3y. 
and  not  to  any  well-defined  cause  which  the  history  of  the  case 
bring  to  light  Barton  has  collected  in  all  34  cases  of  this  affection- 
Treatment.— In  the  treatment  of  these  cases  it  is  wetl  to  distingu 
between  those  which  are  complicated  by  pregnancy  and  ttiosc  which' 
occur  independently  of  that  condition.  In  the  pregnant  woman  ihctt 
is  always  the  chance  of  a  subsequent  diminution  of  the  size  of  the 
growth.  In  the  virgin  or  non-pregnant  woman  .imputation  appears  lo 
be  the  only  sati.sfactor>'  method  o\  dealing  with  the  disease.  In  tho«e 
cases  in  which  compression  has  been  tried  ulceration  and  infection  have 
occurred.  With  the  present  antiseptic  resources  such  a  trcatmcn! 
might  be  justifiable  in  cases  of  moderate  size,  but  in  tlie  large  tumon 
the  operation  should  be  advised. 

Porter  report*  |6  cases  in  which  operation  was  performed.     Of  these.  Q  had  bulb 
reiDOTcd.     One  had  one  breast  removed,  the  other  dimintshing  in  size  after  the  ap| 
of  the  eatatnenia.     Sin  who  had  unilateral  hypertrophy  had  that  brt««t  remoTe<l. 
wax  tml  I  death.     Wlllinms  re|xirt«  Z3  opcralioni,,  with  I  death. 

The  breiist  should  be  transfixed  with  two  large  skewers  (Portcrt  or 
by  Wyeth's  needles,  and  a  tourniquet  of  rubber  tubing  applied  befonr 
the  operation,  which  then  becomes  bloodless.  An  Interval  of  a  few 
weeks  should  be  allowed  to  pass  before  operating  upon  the  second 
breast. 

The  so-called  cases  of  partial  hyix-rtrophy  are  to  be  regarded  as 
localized  new  growths,  and  should  be  assigned  tlieir  appropriate  pi 
among  the  groups  of  tumors  of  the  gland. 

Atrophy  of  the  breast  occurs  normally  in  the  period  of  involuti 
This  change  may  take  place  at  an  earlier  period  of  life,  and  may  then 
be  regarded  as  pathological.  It  may  be  due  to  an  early  removal  of 
the  ovaries.     Oophorectomy  performed  during  the  period  of  full  sex- 
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ual  development  does  not  appear  to  influence  the  size  of  the  breasts. 
According  to  Williams,  in  Bavaria  the  mammx  arc  imperfectly  devel- 
oped owinp  to  the  hereditary  effect  of  the  habit  of  weaning  which  lias 
been  prevalent  there.  Potassium  iodid  is  said  to  diminish  tlie  size  of 
the  gland  ;  but  Ueniiis  reports  a  case  of  the  employment  of  large  doses 
of  the  drug  for  many  weeks  in  a  young  girl  without  any  perceptible 
effect  \\\it*\\  the  breasts. 

Fibroma. — The  nature  of  these  tumors  will  be  better  understood 
if  attention  is  given  to  their  point  of  origin  in  the  gland  structure. 
A  great  deal  of  confusion  exists  as  to  classification  of  hbromas  and 
adenomas  of  the  mammary  gland,  and  this  has  given  rise  to  a  nomen- 
clature which  includes  such  tenns  as  the  "  chronic  mammar>'  tumor." 
"  fibro-adcnomala,"  "proliferous  cysts,"  "intracanalicular  papillary  fibro- 
mata." etc. 

Pathology. — Hy  reference  to  the  description  of  the  development  of 
the  gland,  it  will  be  seen  that  the  acini  and  small  tubes  of  the  virgin 
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Fig.  las. — Fibroma  of  th«  mammary  glund. 


breast  are  surrounded  by  a  layer  of  firm  hyaline  tissue  rich  in  nuclei, 
which  takes  stainmg  differently  from  the  surrounding  interstitial  tissue 
(Fig.  125).  This  IS  the  point  of  departure,  according  to  Billroth,  of  all 
nbromata  and  sarcomata  of  the  mitinmaiy  gland.  As  this  tissue  grows 
the  small  ducLs  become  dislentied  and  distorted.  The  acini  do  not  par- 
ticipate in  the  changes  here  described,  ns  they  arc  but  imperfectly  tlcvcl- 
opcd  or  absent  at  this  period  of  life.  These  tumors  art-  consequt-ntly 
composed  of  a  fibrous  tissue,  on  the  cut  surface  of  which  slits  are  to  be 
found.  These  slits  when  examined  under  a  high  power  are  seen  to 
be  lined  with  a  cubical  or  columnar  epithelium.  These  cells  may  be 
attached  to  the  wall  in  several  layers.     Usually  they  are  broken  down 
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and  arc  more  or  less  ill-dcfined.  the  interior  of  the  sUt  being  filled  with 
degenerated  cells,  granular  debris,  and  a  little  transparent  Huid. 

With  the  same  power  tlie  intervening  tissue  is  seen  to  be  composed 
of  fibers  more  or  !ess  densely  packed  together  or  of  waxy  fibers  inlcr- 
sperscl^  with  nuclei.  Variations  in  this  respect  occur  in  difierent  tumors. 
and  give  them  a  correspondingly  firm  or  soft  consistence.  Immediatel) 
around  the  slits  we  find  a  more  hyaline  tissue  (Fig.  125),  wluch  reacts 
differently  to  the  staining- flu  Ids,  the  two  structures  being  intinnatdy 
associated  with  one  another  To  the  naked  eye  the  walls  of  these  slits 
seem  to  be  a  part  of  the  tumor,  just  as  in  the  case  of  the  lyniph-spaccs 
in  many  fibrous  tumors.  It  is  evident  that  these  slits  correspond  with 
the  smaller  ducts  of  the  mainniar>'  gland. 

Owing  to  the  fact  that  they  become  so  much  elongated  and  distorted 
and  apparently  increased  in  number  in  large  tumors,  some  authors 
(Schimmelbusch)  have  taken  the  ground  that  we  have  here  not  only  j 
fibrous  but  a  glandular  new  formation.  Hence  the  icnxi  ^^rtp-etiif/tffma, 
which  is  adopted  by  most  recent  writers.  Studying  the  question  frtMn 
the  point  of  view  of  devel«4>ment,  it  would  seem  more  logical  lo  apply, 
with  Gross,  the  simple  term  fibroma  to  those  growths,  for  the  essential 
clement  is  the  fibrous  tissue,  and  the  glandular  structures  of  the  breast 
at  the  period  of  life  in  which  these  tumors  grow  are  still  in  abeyance 

Occa-sionally  these  characteristic  silts  arc  not  seen.  This  is  the  case 
in  quite  small,  hard  nodular  tumors,  and  Gross  has  accordingly  recog- 
nized two  varieties,  the  solid  and  the  cystic  fibroma. 

The  solid  fibroma  is  found  at  .1  rather  earlier  period  of  life  tlian  the 
c>'stic  form.  About  one-fourth  of  them,  according  to  Gross,  are  seen 
before  the  sixteenth  year,  the  average  age  being  about  eighteen  years. 
It  appears  as  a  small,  well-defined  round  or  oval  nodule,  ujtually  at  some 
portion  of  the  periphery'  of  the  breast,  and  rather  more  frequcntlv  in 
the  upper  than  in  the  lower  hemisphere.  They  are  usually  about  the 
size  of  a  walnut  when  first  brought  to  the  attention  of  the  surgeon,  and 
rarely  increase  in  size — at  least,  verj'  slowly.  They  arc  usually  solitary'. 
In  a  ca.se  seen  recently  by  the  writer  the  tumor  had  existed  over  twenty 
years,  was  about  the  size  of  a  pigeon's  egg.  and  had  given  no  trouble 
whatever.  These  little  tumors  are  usually  painless,  although  during 
the  menstrual  ]>eri<»d  they  become  somewhat  tender  to  the  touch- 
When  reninved  they  arc  found  to  be  enclosed  in  a  capsule,  which  ensiles 
them  lo  be  easily  removed  by  the  knife.  The  cut  surface  shows  a  dense 
fibrous  tissue :  there  is  an  absence  of  the  characteristic  slits  of  the 
cystic  form.  Under  the  microscope  there  can  be  seen  a  few  small  ducts 
and  acini.  The  appearance  of  the  sections  Is  that  of  a  chronic  lob- 
ular mastitis  ;  but  this  is  hardly  the  view  to  be  taken  of  these  tumors, 
for  they  appear  clinically  as  new-formations,  and  not  as  inflanimatof>* 
processes. 

Treatment. — ^The  questiim   of   removal    should   be  decided  bj' 
clinical  history  of  the  case.     If  the  tumor  is  painful  and  causes  men 
anxiety,  there  is  sufficient  reason  for  advising  operation.    If,  on  the  01 
hand,  the  tumor  has  remained  stationary-  for  a  long  period  and  cau; 
no  inconvenience,  it  can  be  left  alone.    A  scar  in  a  more  or  less  conspic- 
uous region  is  thus  avoided.     The  writer  has  followed  this  course  with 
satisfactory  results  in  several  cases.     There  is,  however,  the  possibtUty 
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of  such  a  tumor  being  the  starting-point  of  cancer.  The  writer  has 
seen  one  such  case.  A  woman  about  fifty  years  of  ajje  had  a  siimll 
nodule  in  the  outer  hemisphcri;  for  thirty  years,  which  had  begun  to 
grow  a  few  months  before.  The  growth  had  already  involved  the  skin, 
it  is  possible  that  tumors  in  the  outer  hemisphere  show  a  greater  ten- 
dency to  Ixicoine  the  seat  of  cancer  than  those  .situated  in  portions  of 
the  gland  which  arc  icss  likely  to  be  the  point  of  departure  of  that 
disea.sc. 

The  term  cystic  fibroma  is  jjerliaps  not  the  best  suited  to  the  other 
form  of  fibroma  [(ibn>-Hdeni.Hnata,  etc.),  but  it  is  retained  for  the  sake 
of  emphasizing  tlie  histogenesis  of  the  growth.  There  are  no  cysLs,  in 
the  true  sense,  in  these  tumors.  What  we  fiml  are  merely  the  some- 
wliat  altered  and  elongated  terminal  ducts  of  the  gland.  The  growth 
has  so  di.storted  them  that  they  branch  in  various  directions.  The 
peritubular  and  acinous  tissue  grows  with  such  activity  and  so  un- 
eciually  in  its  difiercnt  parts  that  tlic  slits  ap]x-ar  as  cavities  filled  with 
polypoid  growths.  Occasionally  this  tendency  bectmies  so  marked 
that  the  connective  tissue  develops  a  .series  of  papillary'  growth<t  pro- 
jecting into  one  of  these  closed  cavities.  Hence  the  terms  proliferous 
cyst  and  intracanalicular  papillar)'  fibroma,  terms  which  scr\c  to 
describe  the  coarse  appearances,  but  which  are  more  or  less  confusing 
from  the  point  of  view  of  classification  (h'ig.  126).     This  tendency  to 


Fl<:.  lafi  — Cvulic  fibroma  of  ihc  hreaM. 


vegctntion  shows  merely  a  greater  activity  of  the  |)eritiibular  gland- 
tissue.  and  these  tumors  are  ftiuntl.  as  one  would  naturally  exited,  at  a 
more  active  period  of  gland-Iife,  They  arc.  in  fact,  never  seen  before 
the  sixteenth  year,  and  the  average  age  is  probably  about  twent>*  years. 
Those  seen  by  the  writer  were  in  young  women  about  twenty  years  of 
age.  They  arc  situated  in  any  part  of  tlic  breast,  and  usually  atUiin 
the  siic  of  a  hen's  egg  or  somewhat  larger  object.  They  are  usually 
single  ;  occasionally  Iwith  breasts  may  he  affected.  In  a  ca.^t-  seen  I)y 
the  writer  a  tumor  was  rcmoveil  from  the  right  hR:a.st,  and  three  years 
later  a  similar  growth  appeared  in  the  left  breast.  Clinically  they 
appear  as  nodulated,  well-defined  tumors,  lying  subcutaneously  and 
lifting  the  integuments  above  Iheir  normal  level.  The  skin  may  become 
adherent  to  the  tumor,  and  even  ulcenite.  and  it  may  thus  come  lo  [jass 
that  some  of  the  papillomatous  structure  may  protrude  through  the 
wound  Such  tumors  Iwve  l>een  descrihed  as  producing  even  absoq)- 
lion  of  the  rib,  but  such  growths  undoubtedly  should  be  classified  with 
the  sarcomata. 
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The  cystic  fibromata  enlarge  at  first  somewhat  rapidly,  but  after 
they  have  atuined  llicir  growth  remain  stationary.  After  a  certain 
period  of  quiescence,  if  active  growth  again  commences,  it  is  probable 
that  tlic  disease  is  sarcoma.  They  may,  however,  grow  rapidly  durii^ 
pregnancy,  but  cease  growing  after  confinement.  The  nipple  is  o« 
aflcctcd,  nor  arc  the  axillar>'  lymphatic  glands.  There  is  no  dischar^ 
from  the  nipple.  Recurrence  is  said  to  take  place,  but  this  so-called 
recurrence  is  due  either  to  the  fact  that  a  portion  of  the  growth  has 
been  allowed  tr>  n-main,  or.  what  is  more  probable,  that  the  case  is  one 
of  multiple  tumors.  TJtesc  tumors  are  circumscribed,  having  a  wrll- 
dcfined  capsule.  They  do  not,  however,  shell  out  easily  from  the 
mammary  gland,  but  the  surrounding  gland-tissue  is  freely  incuod 
during  the  operation. 

Trrahitent. — These  tumors  may  be  allowed  to  remain  when  the 
|iatient  is  strongly  averse  to  an  ojieration,  and  the  writer  has  observed 
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one  or  txvo  cases  in  which  for  several  years  there  has  been  no  change 
in  the  tumor,  and  the  patient  has  exiwrienced  no  inconvenience  from 
it.  Removal  is.  however,  to  be  advised,  as  it  is  always  posi>ible  that, 
after  a  peril  id  of  inactivity  the  growth  may  become  sarcomatous.' 
Cancer  is  less  likely  to  develop  in  tlicse  tumors.  Many  of  these 
tumors  may  be  removed  by  Thomas's  method,  the  incision  being  made 
beneath  the  breast,  so  as  to  conceal  the  scar  (I'igs.  127-129). 

Adenoma. — At  the  period  of  greatest  functional  acti\Tt>*  of  tbe 
mammary'  gland  the  acini  Fjcconie  develuped  in  a  much  larger  propor- 
tion than  the  rest  of  the  gland-structures,  There  is  an  increase  in  the 
number  of  acini  by  a  pnjcess  of  budding  of  the  epithelium  into  the 
surrounding  connective-tissue  stroma  (Fig.  117).     This  occurs,  as  bas 
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the  average  age  of  its  first  ap[x;arance  at  thirty-four  years,  and  Williams 
at  fort>'-thrcc  years. 

Pathology. — It  i«  in  ihr  Arini  nf  ihr  ginrul  fhnt  the  lint  chnngex  in  the  fnrnulmn  ei 
adenoma  tuu«t  be  wui^ht :  ami  us  in  llic  pltysii'luf-kal  developmetil  of  tbv  aciui,  k>  io  tSu 
paihalogical  gmwlli  ■  iirtilirrnilion  of  thr  crIU  of  llitr  )u;im  lake*  place  and  new  n^-ini  in 
funned  ;  but  in  thi^  dbturbaucc  of  (be  LcU-ttcli>ky  niatir  other  chaoge:*  occur.  I'bc  aEim 
iMTiutif  (liUled,  Ihr  i-piiltclinm  i»  heaped  up  in  Ibrm  and  aMumes  a  columnnr  form.  Mun 
of  the  cells  degenerate  and  ure  c»st  off.  The  intervening  walls  of  the  acini  become  atietm 
nted  and  itt  places  disappear.  Not  nnly  a.xv,  the  acini  dilated.  I>ut  they  become  much  ekm 
galcvl,  so  at  times  to  give  the  appearance  of  lubes ;  but  it  ifl  highly  probable  that  the  gUnd- 
duclK  do  Utit  participate  actively  in  ihe^c  changes^  The  stroma  of  a  cluster  of  acini  chaHKed 
in  thi.s  way  in  one  of  the  lobtile.i  nf  the  gland  bcennie:!  largely  nbv>rt>(-fl,  and  a  cyat  (a  iJm 
produced,  from  the  walls  of  whidi  aiburvsccnl  growths  of  epithelium  project.  M^ka- 
while  the  gland  duet^  brcnnie  nh.ttrneted,  owing  in  ihe  changrx  takine  place  in  the  gUad- 
j  jtrotna,  and  cystic  dilatation  tkcuts.  The  activity  nf  Ihe  arinotiii  vpitncliuni  cuotimio  a»l 
'papillai^  gntwtb^  occur  on  a  Larger  suile.  ihas  pridiii:ing  the  chamLleriMic  apitearanccaof 
this  form  nf  lumor.    This  is  the  most  cuininon  fomi  of  adenunui,  and  is  llic  variety  Io  whldi 


Fic.  130. — Adenoma  of  Ihi^  breasi ;  micTtMCopic  section  from  spaclmen  shown  in  PUle  t. 

the  names  Vyrtp-aJenama  and  Vilkmt  f^pilhma  are  conunooly  given.  The  evMs  Ihtufonned 
are  frenuenily  (juilc  small,  but  occasirjnally  develogied  to  considerable  size  ( llaie  1},  fraa 
the  wall  of  which  ihe  true  tumor- growth  inay  he  seen  10  project.  These  cyvU  UMially  cno- 
tain  a  bluudy  fluid  funned  by  Ihe  increased  •lecreliun  frum  the  glaod-cells  mingled  with 
hlixkd  which  na^  rva{>ed  fnun  thr  highly  vascular  villous  lufH.  If  the  cells  undergo  exlea- 
Mve  fatty  degcneiutioii,  the  contcnls  of  thecysl«  arc  of  a  cheesy  character.  MiciuKufNt 
seciionK  of  the  iiew-glntut  slrui'ltire  give  a  very  chamcieristic  ii|ipmnuice.  There  is  a  voy 
delitate  arborescent  framework  of  cuut)e<:livc  ti>suc,  forming  villi  or  elongated  acini  covert^ 
or  lined  wiLh  tteveml  la)-er^  nf  e[iilheliuui.  |)i>rttr>n.N  of  ubiih  iisMime  a  di-tlinrtly  coltmoar 
shape  (Fig.  IJO).  Tliis  sgHJiigy  gmwth  is  !<ip|K>ncd  by  septa  which  pervade  the  werm  tiamc 
Btid  are  supplird  richly  with  blwl- vessels.  It  is  due  tu  this  (act  lliai  the  leader  papillo- 
raatous  structure*  hiccd  easily. 

Symptoms. — These  tumors  are  either  multiple  or  single.     In  a 
typical  case  the  tumor  is  observed  growing  beneath  the   nipple  or 
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areola,  as  a  well-defined,  somewhat  lobulated  growth,  with  an  outline 
easily  distinguislied  in  the  surrounding  tissues.  It  is  firm  or  soft,  and 
fluctuating  according  to  the  amount  of  contained  fluid.  It  j^rows  slowly, 
and  the  jjatieiit  may  have  discovered  it  many  months  or  even  years 
before  seeking  advice,  as  there  is  little  or  no  pain.  After  a  certain 
period  of  time  a  discharge  occurs  from  the  nipple.  If  this  is  bloody 
fluid,  the  diagnosis  of  adenoma  or  "  villous  papilloma  "  can  with  cer- 
taint>*  be  made.  The  glandular  portion  of  these  tumors  does  not  attain 
any  great  size,  but  the  tumor  may  l>t;come  quite  prominent,  owing  to 
distention  of  the  cy.st  with  fluid.  Occasionally  these  papillomatous 
growths  may  be  more  extensively  diffused  throughout  the  gland,  the 
nunu-rous  dilated  ducts  being  filled  with  small  red  papillary-  growths. 
Cases  are  reported  in  which  the  villi  have  protruded  through  the  dilated 
ducLs  at  the  nipple,  and  have  thus  produced  an  cxtenial  fungating 
growth.  The  skin  is  usually  freely  movable  over  the  tumor,  but  occa-. 
sionally  may  become  reddened  and  adherent.  It  is  rare  that  it  breaks 
down  and  allow.s  the  contents  of  the  cysts  to  prnirude. 

This  fonn  of  adenoma  is  benign,  those  cases  of  rt-turn  after  excision 
being  examples  probably  of  an  incomplete  removal  of  the  tumor. 

Treatment. — In  the  single  form  an  attempt  should  be  made  to  prc- 
ser\x  the  breast;  but  inasmuch  as  the  cyst-walls  arc  intimately  attached 
to  the  more  or  less  atrophied  surrounding  gland-structure,  there  is  usu- 
ally but  little  of  the  gland  left  after  the  tumor  has  lieen  removed.  The 
sui^eon  can  be  guided  in  the  choice  of  operations  by  estimating  the 
healing  powers  of  the  patient.  In  the  multiple  form  the  whole  mamma 
should  be  excised. 

It  is  probable  that  any  other  form  of  adenoma  is  extremely  rare  in 
the  mamma.  Solid  growths  of  purely  glandular  tissue  are  someUnies 
found;  but  these  may  be,  as  Williams  ha.-i  pointed  out,  simple  hy^xir- 
Irophies  of  paramammary  glands.  The  writer  removed,  many  years 
ago,  an  cncapsuled  tumor  on  the  breast  of  a  middle-agetl  woman.  On 
opening  the  capsule  its  contents  proved  to  be  a  trans|>arenl  myxoma- 
tous tissue,  which  on  microscopic  study  was  found  to  contain  coils  of 
gland-tissue.  A  myxadcnoma  of  this  type  is  probably  exceedingly 
rare. 

Cysts. — .Attention  h;is  already  been  called  to  the  changes  observed 
in  the  breast  during  its  period  of  involution.  At  the  time  of  llie  meno- 
pause the  acini  begin  to  disappear  in  large  numbers,  and  this  process 
continues  until  the  parenchyma  of  the  gland  has  been  absorlied,  and 
all  that  remains  of  the  gland-tissue  are  the  lacteal  ducts,  at  the  terminal 
portions  of  wliich  traces  of  shrunken  and  atrophied  acini  may  be  found 
(Fig.  1 18).  The  interstitial  tissue  contracts  during  this  process,  and  die 
tubes  are  drawn  together  at  some  [winLs  and  pulled  apart  at  others.  In 
fact,  a  great  deal  of  distortion  takes  place.  Adipose  tissue  generally 
form.s  and  takes  the  place  of  the  atrophying  structure,  and  thus  there 
is  no  great  change  in  the  breast  externally. 

As  a  result  of  these  shrinking  processes  many  of  the  smaller  ducts  arc 
cut  off  from  the  main  tubes,  and  in  the  breasts  of  many  middle-aged  or 
elderly  women  lar^e  numbers  of  minute  nodules  may  tx;  fell,  which  are 
the  obstructed  and  slightly  dilated  tubules  of  the  gland.  This  occurs  so 
frequently  as  to  be  regarded  as  almost  a  normal  condition.     Occasion- 
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ally  this  cystic  degeneration  of  llie  breast-gland  becomes  a  prominenl 
feature,  and  some  of  the  cysts  grow  to  sufficient  size  to  become  easily 
apparent,  fomiing  tumors  the  size  of  a  walnut  or  even  a  hen's  egg.  In 
addition  to  these  large  cysts  the  breast  is  studded  witlt  innumcrabk 
small  cysts,  which,  when  the  breast  is  cut  open,  appear  as  dark-colored 
tumors  dotted  over  the  dull-wliite  tissue  of  the  atrophied  gland  (Plate  2). 
These  cysts  when  o]->cncd  give  vent  to  a  greenish  or  chocolate-colored 
fluid  of  a  somewhat  iimcous  chanictcr.  It  is  found  to  contain  dcgen- 
enited  cells.  brokenKlown   blood-corpuscles,  and    choIesterin-c^^'<taJi 
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I'IG.  131. — :>cc(ion  from  abrcift  m  mvolution-tiagc.  iliowing  cy»i-foTTnaiioo. 


The  small  cyst-walls  are  covered  with  epithelium  (Fig.  131),  but 
large  cj'sts  arc  without  an  epithelial  lining,  the  inflammatory  tissue 
which  their  watls  are  composed  containing  blood-pigment  and 
toidin-crystals. 

The  point  ol  urigin  and  the  nature  <A  (he!«  cvsti  are  ntattera  of  mticb  ditputc  Aooord' 
Ing  to  Kimc  writers  (Gn<«^,  Kcclus.  SchimrnelbuM^h),  thc^  first  chsngcs  sre  seen  la  tbt 
■cini  ;  but  it  i»  moic  prubnbtc  tliHt  llicy  ixrcur  in  tlic  nntallcT  lubcH  (  Billivth,  Williuns),  ttu»- 
mucb  Af,  ia  the  declining  breast  the  Kciiii  have  ilre'Aily  largely  disappniFed.  la  ihr  mail 
teminal  duels  there  is  at  first  an  ■ccumtilation  of  cells  resulting  fre^m  the  chAngo  in  tfae  cp- 
Ibttiutn.  They  are  dixtetxlMl  with  a  polymorphuus,  atypical  epithelium.  Thcae  cells  n^ 
sequently  break  down  and  arc  miiiKli^d  with  n  i^crctlon  fmni  the  wall  of  tlie  ovitf.  Tketc 
is  also  Bt  times  a  growth  of  conDcciive  tissue,  which  fornix  cunccnlriE  circles  amand  lfa« 
htbes  ro  snrh  an  extent  that  lh«  cyst  mny  l>r  rqibrrd  by  a  .tmall  fihrcms  ncide  (Rtcluti 
The  B<livily  of  the  epithelial  ceila  has  given  ti-^e  In  tlie  view  that  Ibe  disease  is  an  rpithelul 
growth  :  ant!  it  ii>  regarded  hy  some  as  nn  adrmiTna.  The  fcmwih  of  conncctivr  tissue  hat. 
on  ihc  other  hand,  favored  the  theory  of  a  diiuiiic  uuulilis  with  retciiliuu-cysU.  The  latter 
virw  is  more  closely  in  acnird  with  the  patbological  changes.  It  is,  bowe«-er,  highly  pcob- 
ablc  that  (his  alTcctii>n  is  an  aberration  of  the  pn>ce*)i  of  inwolalioii,  and  that  the  inAaBUOa- 
tory  <:hanges  seen  in  the  connective  tissue  and  epithelium  are  incidental  features.  Tlie 
peculiar  color  of  the  fluid  conutincd  in  the  cy.4ts  is  pmhably  due  10  thrombosis  of  the  tcsseU. 
which  have  been  fiblitcmted  by  the  shrinking  ptoce&s,  the  coloiing- matter  bring  then  cm>j 
veyed  10  the  excreted  fluid,  or  to  minute  hemorrhafies  from  the  cyM-wall. 

Diasfnosis. — This  disease  occurs  usually  in  women  of  forty  years 
age  and  upward,  and  is  most  frequently  seen  at  the  period  of  the 
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pause.  The  cysts  arc  so  small  at  first  that  for  a  long  time  they  escape 
notice;  finally  one  grows  largL-  enough  In  fonii  a  pt-rcejitibhr  tumor  in 
the  breast.  A  careful  examination  wiE]  then  ili.'^closc  the  fact  that  there 
arr  numerou.s  other  small  nodule.s,  varying  in  size  from  a  shot  to  a  pea, 
scattered  through  the  brea.st.  and  in  many  cases  the  other  breast  will 
al«o  be  found  to  be  similarly  affected.  The  disease  docs  not  always 
affect  both  breasts  simultaneously,  but  it  is  not  uncninmoti  to  find  the 
cj'sts  appearing  a  year  or  two  Inter  in  the  second   breast.     The  cyst 


Fkj.  13a,— Remornl  ii  ni4ri>ri>^iy  y^'.Awd  u.i  ii.n>luiion-«y»l>.  with  ynrcnioD  of  nipftle.    Recon< 
uruclion  of  brtMMt  by  hurki)  sutures. 

forms  a  firm  nodular,  well-defined  tumor,  and  although  it  contains  fluid 
the  walls  arc  so  tense  that  flxictuation  can  rarely  be  detected.  The 
diagnosis  can  therefore  not  be  definitely  settled  without  exploratnry 
puncture. 

The  presence  of  multiple  cy.sts,  the  occa.sionat  discharge  of  a  dark- 
ish fluid  from  the  nipple,  the  absence  of  infection  of  the  axillary  glands, 
and  the  slow  growth  of  the  tumor  are  points  which  serve  to  distinguish 
it  from  cancer.     It  may  show  itself  in  almost  any  region  of  the  breast. 
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The  prognosis  of  this  disease  is  favorable.  The  cysts  after  attain- 
ing a  certain  size  cease  to  grow,  and  there  arc  rarely  any  serious  com- 
plications arising  from  their  presence.  The  remote  possibility  of  cancct 
developing  in  the  cyst  should  be  kept  in  mind,  although  there  are  ao 
data  to  justify  the  assertion  that  this  is  Itkcly  to  occur. 

The  question  of  treatment  of  the  involution-cyst  Is  not  yet  fuU>- 
settled.  If  the  larger  c)'sts  only  are  excised,  the  sniallcr  cysts  art 
likely  to  grow  later  and  produce  a  tumor.  Hxcision  of  the  entire  gland, 
and  perhaps  of  both  glands,  for  a  benign  disease  is  a  formidable  remedy. 
Rectus  has  recently  advised  abstaining  from  all  treatment,  keeping  the 
case  under  observation.  In  large  cysts  an  explorator)'  puncture  would 
be  advisable,  followed,  jxThaps,  by  excision  of  the  cyst.  This  method 
might  be  adopted  with  e^tch  cyst  which  showed  a  disposition  to  become 
large  enough  to  cause  pain  or  other  local  disturbance. 

The  writer's  present  method  of  operating  for  involution-cysts  is  as 
follows:  The  Thomas  inci-sion  having  been  made,  the  breast  is  reflected 
upward  and  its  posterior  aspect  carefully  inspected.  A  V-shaped  mass. 
including  the  cysts,  can  now  be  removed,  care  being  taken  to  irtakc 
smnoth  incisions  through  the  gland-tissue.  The  edges  of  the  V  should 
then  be  approximated  by  buried  sutures.  If  the  disexse  is  extensive,  it 
may  be  nece.ssary  to  remove  nil  or  the  greater  part  of  the  g^land-tis^ue 
The  adjacent  soft  parts  can  then  be  drawn  in  by  buried  sutures,  so  as 
to  fill  out  the  cavity  thus  made.  Finally  the  integuments  arc  turned 
down  and  stitched  into  place.  In  one  case  the  writer  has  operated 
both  breasts  simultaneously  by  this  method  (I'ig-  1 32). 

In  case  of  any  doubt  in  the  diagnosi>,  the  whole  breast  should 
removed  and  carefully  examijicd  at  the  time  for  cancer,  so  that  in  case'' 
malignant  disease  is  found  the  surgeon  may  continue  the  operation  for 
that  disease  to  completion.  Usually,  however,  a  microscopic  examina- 
tion made  during  the  expIorator>'  operation  will  .settle  the  diagnosis. 

BvoluHoH-cyStS. — Gross  dcscnljes  single  cysts  under  this  nani< 
occurring  in  women  whose  breasts  are  sUIl  in  a  state  of  functionate 
activity  ;  and  Williams  describes  "  Mucoid  cysts  "  in  young,  adult,  and 
middle-aged  women.  Single  cysts  are  often  found  in  the  breasts  of 
women  of  middle  life,  and  are  undoubtedly  retention -cysts.  They  are 
said  by  Gross  to  arise  from  the  lacteal  sinuses.  They  are.  as  a  rule. 
situated  in  the  upper  hemtsphere,  and  appear  as  firm,  hard,  well-defined 
tumors.  On  pressure,  fluid  may  sometimes  escape  from  the  nipple. 
Tliey  vary  in  size  from  a  walnut  to  a  hen's  egg.  They  cause  a  good 
deal  of  mental  worry  on  the  part  of  the  patient.  If  punctured  with 
the  cxploring-punch,  they  collapse,  a  brownish-colored  fluid  escaping. 
Frequently  they  do  not  refill;  if,  however,  the  cyst  re-forms,  it  should 
be  excised. 

Gfllactocele,  or  lacteal  cyst,  is  a  tumor  contiining  milk  and  occur-] 
ring  at  the  period  of  lactation.  It  is  due  usually  to  obstruction  of  one 
of  the  milk-sinuses,  and  may  rarely  be  found  outside  the  duct,  owing  to 
rupture  of  it**  wall,  (ialactoceles  contain  at  first  pure  milk  ;  but  the 
contents  of  tumors  of  long  duration  var>'  according  to  the  chemical 
changes  which  have  occurred  meanwhile.  They  may  therefore  be 
found  to  contain  creamy,  oily,  or  curdy  matter,  and  even  a  substance 
of  butter-like  consistence.     In  the  latter  case  we  have  a  solid   tumor. 
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tumors  may  be  single  or  mtiltiplc.  If  single,  they  are  found 
usually  just  beneath  the  nippje,  at  the  seat  of  one  of  the  lacteal  sinuses. 
Such  a  tumor  appears  as  a  round  or  ovoid  fluctuatinfj  swelling  situated 
beneath  the  areola.  This  increases  gradually  during  lactation,  to  dimin- 
ish after  lactation  has  ceased.  It  wilt,  however,  increase  in  size  with 
the  next  pregnancy.  Galactoceles  sometimes  grow  to  enormous  size. 
Suppuration  and  ulceration  may  ncciir,  although  this  is  rare.  It  is 
probable  that  many  o{  the  hard  nodules  felt  in  the  breast  of  young 
mothers,  and  usuall/  regarded  as  a  lobular  mastitis,  arc  due  to  the 
presence  of  retained  milk.  Probably  also  some  of  the  cases  of  acute 
mastitis  and  abscess  arise  from  the  same  cause.  Ordinarily,  however, 
there  arc  no  symptoms  of  inflannnalion,  as  pain  or  redness. 

Tlie  ca«*e  of  these  [iimori  w  probaMy  obitniction  <!ue  lo  injury  of  the  tluci  during  imrs- 
iitK'  llius  Mn^on  Wnrrcn  rcfiorts  a  case  that  wm^  probably  -utigiiially  a  ijalaclnceli^  taunted 
by  the  a[>pliciiiion  of  a  puppy  to  the  breast.  Tht  nipple  vra*  billon  off  so  completely  fb«l 
U)e  milk  could  nai  be  wiitidniwii.  and  n  cyst  many  years  afterward  was  excised  from  the 
brMuiL  tl  may  br  ciiiisei)  by  the  ohuruction  of  the  duct  hy  a  new  trn>wth,  tt»  cancer.  Such 
a  case  ticcurrcd  Iti  the  wrilct.  A  liir|;e  duclualin^  lum»i  was  found  in  Uie  trcaM  nf  a 
■ronun  fortv  yenrsof  age,  at  the  time  nf  srcnnii  viinfinemert.  It  increasrd  at  firtt  *lowly 
for  two  months,  arid  then  quite  rapidly  ;  it  hec.inie  red  and  flucliialint:,  with  chills  and  high 
friripcraliirr.  hn  itiei^<m  gave  vetti  ti>  runl>  lliiattn);  in  u  liir{>r  attujunl  nf  Ttcruin,  wMch 
material  was  fuuiid  surraundt.'d  by  a  medullary  cacicctous  growih. 

Treatment. — Small  galactoceles  may  Mimetimes  be  cured  by  pimcturc 
or  pressing  out  the  contents  through  the  nipple.  The  larger  cysts 
should  l>e  watched  carefully,  ami  if  tliey  give  signs  of  great  tlistenliiin, 
they  should  be  incised  with  every  possible  antiseptic  precaution  and 
allowed  to  heal  by  second  intention.  If  thc>'  arc  painless  and  small, 
operation  may  be  deferred  until  after  lactation  has  ceased,  when,  if 
desirable,  ihey  may  be  e.xci.scd. 

Lymphatic  cj-sls  and  IiyUatid  cysts  are  ntenlioned  by  writers,  but 
probiibly  arc  extremely  rare. 

The  above  varieties  nf  mmnrs  comprise  those  which  are  peculiarly 
cliaracteristic  of  the  mammary  gland  ami  arc  more  or  less  intimately 
associated  with  it. 

Other  benign  tumors  may  also  be  found  in  the  breast,  but  tliey  arc 
all  comparatively  rare. 

I^ipoma  (Fig.  133)  of  the  breast  is  an  exccetlingly  rare  aflection,  a 
somewhat  surjirising  fact  when  ihe  tendency  to  the  fomiadon  of  adipose 
tissue  as  a  paramammary'  slruitture,  and  the  increased  development  of 
the  same  tissue  in  the  interstitial  tissue  during  the  period  of  involution 
of  the  gland,  are  taken  into  account. 

Intramammary  ]i|H3raata  arc  exceedingly  rare,  according  to  Williams, 
3  cases  only  being  on  record.  A  few  cases  yi{  large  lipomata  .spring- 
ing from  the  fascia  of  the  i)ectoraIis  major  muscle  ;ire  recorded.  Bill- 
roth records  an  enormous  li[)iima  growing  from  this  region  and  pushing 
the  flattened  gland  before  it,  Astlcy  Cooper  mentions  a  case  weighing 
14  pounds, 

The  subcutaneous  lipomata  are  usually  moderate  in  size. 

Diffuse  lipomata  may  occur  in  eoiuiection  with  hypertrophy  of  the 
breast.  Such  a  case  was  that  of  John  C.  Warren,  the  tumor  weigh- 
ing, wlicn  removed.  S  pounds,  This  form  of  lipoma  may  also  be  seen 
in  connection  with  difliise  lipoma  of  the  neck  and  abdomen.     The 
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circumscribed  forms  of  lii^oma  occur  in  women  between   twcnt)*  ami 
thirty  years  of  nfje. 

Chondrotna  and  osteoma  arc  both  mentioned  as  tumors  fouod 
with  extreme  rarity  in  the  breasts.  Cartilage  in  great  variety  is  said  b\' 
Uillroth   to  be  found  in  the  mamma;  of  bitches.     This   tissue  shows 
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Flu.  133. — Lapoma  of  die  breast. 

changes  at  times  tending  toward  the  formation  of  myxomatous  tissui 
and  at  times  bone. 

Sir  Astley  Cooper  has  described  a  tumor  the  greater  portion  of 
which  appeared  to  be  cartilage ;  and  Kolaczek  reports  a  case  of  laige 
osteochondroma  growing  from  the  rib. 

Angioma  of  the  mammary  gland  is  occasionally  seen. 

Mawn  Wattcn  '  r«]jorls  ihc  ai*<r  of  n  Imllhy  wTiinaii,  f^^rt)■■^e^■en    yean  of  ■(£»,  with 
small,  hnrd,  painle<is  lump  in  the  riRhl  hrc«sl  near  the  nipp]<^.      Aflcr  tti^seclinf;  thrnogh  ■ 
skin  &Dd  adipose  tusuc  a  nuM  of  dilatrd  vein»  was  rxjmied.      '•  The  tckI  uf  the  tumor  1 
ihrn  raivfully  di^«ecled  oui  atid  found  10  be  of  an  erectile  character,  occupying  the  cnlil 
gland." 

Acate  mastitis  occurs  almost  invariably  at  the  period  of  lactatk 
Although  an  acute  inflammatory'  process,  it  is  occasionally  observed  in' 
the  breast  at  the  time  of  birth,  and  at  puberty  tt  is  su  rare  as  to  descfve 
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no  more  than  a  passing  mention.  Dennis  has  observed  inflammation  in 
the  infant  foIU»u'  rouyh  manipulation  of  the  breast  on  tlie  part  of  the 
nurse  in  attempts  to  empty  Uie  j^land  of  the  few  drops  of  calostnim 
that  are  snmetimcs  secreted. 

The  etiology  of  puerperal  mastitis  has  not  been  fully  established. 
Acconiiiijj  to  Itaum.  however,  the  Staphylococcus  pyogenes  aureus  and 
alhus  have  been  found  in  the  milk  and  also  in  the  gland-tissues,  It  i:> 
probable  that  these  organisms  are  conveyeil  into  the  breast  through  the 
openings  of  the  duets  in  the  nipple.  This  infection  takes  place  either 
as  the  resuk  of  inflammatory  or  eczematous  processes  on  the  surface  of 
the  nipple,  or  the  oi^anlsms  may  be  conveyed  from  the  mouth  of  the 
chiltl.  During  the  act  of  nursing  a  certain  amount  of  trauma  may  be 
inflicted  upon  the  orifices  of  the  ducts  which  could  pave  the  way  for 
infection.  It  is  even  possible  that  infection  may  take  place  through 
some  minute  wound  in  the  nipple,  and  thus  an  invasion  of  the  tissues 
through  the  lymphatics  could  take  place. 

Afic-r  (he  arganisn*  hAve  gainetl  an  cntrai>ce  their  rapiil  piolifcralioo  iu  tbc  milk  in  lli« 
ItUnd  producf^  a  co«^UUon  of  th«  milk.  'Die  crIU  lining  [h<^  diicu  and  acini  awell  and 
dt»qiuinuile,  antl  the  vannn;tive  tissue  aUiul  ihe  acini  !!■  mh>ii  tilled  with  Irukocyirit.  The 
infUunRiAtion  seems  lo  limit  itself  to  the  iratnedintr  ncighlMirlnHxi  uf  the  ^Uiitlstructure,  a.'t 
sections  uf  OD  tiifUiiic<l  part  nhow  Llic  imentitial  cwimccUvc  Vismics  ax  lir*t  compnroiivcly 
free  from  infection.  It  is  probable,  thetefore,  (hat  Uic  vintx  M1uw»  the  [KTiliibular  lym- 
phatics, and  ipr«a(l8  la  ihit  way  through  the  Tcry  rich  lympHaitc  ana).totn(»i>  in  all  diirc- 
(iuns. 

The  disease  may  infect  not  only  the  parcnclnyma  of  the  gland,  but 
also  the  loose  connective  tissue  behind  the  breast  {submammary  abscess), 
and  the  breast  may  thus  he  pushed  forward  by  an  extensive  collection 
of  pus.  Suppuration  may  also  occtir  beneath  the  areola  as  the  result 
of  an  infection  of  Montgomery's  glands,  According  to  Billroth,  acute 
mastitis  is  more  common  in  primi|>ara:,and  it  is  liable  to  attack  the  right 
breast  more  often  than  the  left.  In  the  beginning  only  a  portion  of  the 
breast  is  afifccted,  and  this  is  said  In  be  most  frequently  the  lower  and 
outer  quadrant. 

Symptoms. — The  disease  begins  usually  during  the  first  four  weeks 
after  the  birth  of  the  child,  and  the  first  symptom  is  pain  in  the  part 
affeeted.     Palpation  discloses  an  indurated  mass. 

The  local  disturbance  is  accompanied  by  a  rise  of  temperature,  and 
a  chill  often  t>ccurs  early  in  the  history  o{  the  case.  On  examination 
the  part  will  be  found  to  be  swollen  ami  the  skin  reddened.  Even  at 
this  time  it  is  possible,  under  suitable  treatment,  that  the  inHainmatiuii 
may  Icmiinate  by  resolution.  If,  however,  suppuration  occurs,  fluctua- 
tion IS  soon  perceived,  and  the  abscess,  if  left  to  itself,  uill  eventually 
break  and  discharge  its  contents.  Meanwhile  other  abscesses  arc  likely 
to  follow  III  different  [Xirts  of  the  gland,  and  the  breast  eventually  may 
be  riddled  with  pus. 

The  prophylactic  treatment  consists  in  a  careful  supjHirt  <»f  the 
breast  by  a  suitable  bandage,  and  in  preserving  as  nearly  as  possible  an 
aseptic  condition  of  the  nijiple.  The  nipples  should  be  carefully  washed 
and  further  cleansetl  by  a  2  \ytiv  cent,  boric-acid  wash  after  each  nursing. 
After  suppuration  has  Ix-eii  estiihlished  an  anesthetic  should  be  given, 
and  the  abscess-cavity  should  \yc  freely  laid  open.  Its  interior  should 
be  carefully  di.'unfected  by  curetting  and  washing  with  hydrogen  |KToxid, 
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carbolic  acid,  or  corrosive  sublimate,  or,  if  a  milder  wash  is  desired,  a 
solution  of  sulphonaphtol.  i  :  500,  may  be  used  to  douche  the  wound. 
Extreme  care  should  be  taken  not  to  liiy  open  the  surrounding  absccss- 
wall,  and  thus  expose  the  lymphatic  system  to  further  infection. 

Af^cr  prolonged  suppuration  R.stulx  may  remain,  and  these  may  open 
not  only  externally,  but  may  penetrate  between  the  ribs  and  communi- 
cate with  the  pleural  cavity.  These  fistula:  generally  heal  spontane- 
ously after  the  cessation  of  lactitlon.  Should  one  be  present,  it  should 
be  thoroughly  l^id  opL-n.  disinfected,  and  allowed  to  heal  by  gr^mulation. 

Chronic  Mastitis.— Under  this  name  are  classified  by  dirTerent 
writers  both  suppurative  and  non -suppurative  inflammations  of  the 
breast. 

The  non-suppurattve  form  is  the  variety  usually  described  b}*  the 
term  Chronic  Mastitis.     This  may  be  subdivided  into  two  varieties  : 
diffuse  and  the  circumscribed. 

Diffuse  mastitis  may  occur  at  any  period  of  sexual  life,  but  is 
monest  after  lactation  or  at  the  climacteric.  It  is  characterized  by 
increase  of  the  interstitial  connective  tissue  of  the  mamma  and  a  grad- 
ual destruction  of  the  glandular  structure.  There  is  increase  in  the 
cells  of  the  connective  tissue  at  ^rst,  and  subsequently  a  transformatioa 
into  dense  cicatricial  tissue.  Meanwhile  the  epithelium  proliferates 
subsequently  undergoes  degenerative  changes,  and  in  this  mmv 
destruction  of  the  entire  gland  is  effected.  The  process  is  -. 
an  interstitial  mastitis,  or.  as  it  has  been  called,  a  cirrhosis  mam: :., . 
cut  section  of  the  gland  shows  a  dull  opaque  white  surface,  with 
characteristic  appearance  of  normal  gland-tissue. 

Symptoms. — The  disease  begins  with  an  inllammation  in  some  part 
of  the  breast  which  gradually  involves  the  entire  gland.  There  is 
general  ill-defined  pain  or  tenderness,  but  no  symptoms  of  acute  inflanw 
mation.  With  the  shrinking  process  the  nipple  may  be  depressed 
the  breast  lose  its  prominence. 

Such  external  dcfnnnity  as  that  described  by  Itillrotli  is  s 
suggestive  of  the  atrophying  form  of  scirrhous  cancer,  an  aflfcction 
which  this  disease  is  likely  to  be  mistaken.     Tlie  diftcrential  diagn 
is  undoubtedly  difficult,  and  rests  upon  the  history  of  the  case  and  the 
presence  or  absence  of  enlarged  glands  in  the  axilla. 

\  case  of  chronic  iiui><titis  in  a  sinetc  womnn  nSoui  ihiny  ytan  of  «ge  was  smC  masf 
yran  ago  lo  ilte  hu>|)iiiil  fur  atniiutatiim  uf  ihr  brmM,  uii  the  »up|K)uti(m  Uiai  U  was  ■  cue 
of  carcinoma.  A  hiMoLo[[ica1  cxaminaiion  &howH  die  pirMrncr  of  a  large  araoitnc  of  cos- 
ncclive-Utsue  gTuwi)i,  and  gland-rirucluTc  inucli  diiCurt>ed  and  altered  Them  wai  00 
evidence  of  cancer.  A  year  or  two  later  tlir  patient  applied  to  thr  writer  lo  have  the  c4h«r 
brcRDi  imKivcd.  This  request  being  rrfuMd  t>he  had  it  mnorvd  t>}'  cauttk.  This  palint 
was  Been  many  years  afier  in  perfect  health. 

Circumscribed  or  Ijobular  Mastitis. — This   is  an  Inflammation 
one  of  the  lobes  of  the  gland,  and  may  show  itself  cither  as  a  small 
induration  which  affects  some  adjacent  portions  of  the  glands,  matti 
them  together  into  one  mass,  or  as  a  scries  of  small  indurations  whii 
involve  the  separate  lobules. 

Symptoms. — Small  indunUiuns  in  the  breast  may  be  seen  at  any  time 
of  life  after  maturity.  In  young  married  women  such  indurations  may 
be  found  after  pregnancy.  The>*  cause  some  pain  and  alarm.  .'Vfter 
remaining  fur  a  few  months  they  usually  disapjK-ar.     It  is  possible  that 
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such  a  lump  may  at  times  form  round  a  minute  galactocele,  or  that  a 
retention -cyst  may  be  the  center  of  such  a  focus.  The  disease  is  seen 
in  single  as  well  as  in  married  women,  but  less  often,  and  in  such  cases 
is  probably  due  to  some  local  trauma.  The  lump  is  liard  and  ill-defined, 
but  may  be  distinijuishcd  from  a  carcinoma  by  its  more  nodular  contour, 
showing  that  traces  of  the  gland-striiclurc  still  remain. 

It  is  usually  more  tender  than  a  malignant  gnnvth.  This  circum- 
scribed form  of  mastiti!)  is  not  to  be  mistaken  for  the  small  solid  fibroma 
wliich  is  seen  soon  after  puberty  and  is  sometimes  described  as  a  lobular 
mastitis. 

Lobular  mastitis  is  an  affection  seen  usually  in  iniddk--agci!  vvumen. 
both  single  and  married.  It  is  characterized  by  the  fonnalion  of  a 
number  of  small  indurated  clusters  of  acini  which,  when  felt  near  the 
axillary  border,  resemble  a  chain  of  enlarged  glands.  They  are  often 
exceedingly  tender.  The  affected  breast  seems  somewliat  enlarged 
and  feels  heavier  than  the  other  breast.     Coming  as  it  does  near  the 


Fig.  134. — Si]]>[njrtiriy  li.inil;mc  of  brfasl.  fri>nl  and  buck  views 

period  of  involution,  it  is  possible  tliat  a  chronic  inflammation  may  be 
set  up  by  some  obstruction  '.^i  the  duct.  The  dragging  of  a  pendulous 
breast  seems  at  times  an  exciting  cause;  and  it  is  [wssible  that  the 
pressure  of  the  corset  or  of  a  musical  instrument,  or  unusual  exercise 
of  the  arm  on  the  side  affected,  may  produce  such  symptoms,  This 
form  of  mastitis  is  often  accompanied  by  neuralgia,  and  the  symptoms 
are  all  accentuated  at  the  catamenial  period.  This  fonn  often  persists 
for  years  without  involving  any  S|>ecial  complication.  In  many  cases 
the  symptoms  will  subside  entirely  to  reapjiear  in  a  few  months  or  a 
year. 

Treatment  ol  Chronic  Mastitis. — The  principal   role  which  the 
surgeon  plays  in  this  disease  Is  that  of  diagnostician.     The  great  qucs- 
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carbolic  acul,  or  corrosive  sublimate,  or,  if  a  milder  wash  is  desired. » 

solution  of  sulphon.iphtol,  i  :  500,  may  be  used  to  douche  the  wound 
Extreme  care  should  be  taken  not  to  lay  open  the  fiurroundinf;;  abscess- 
wall,  and  thus  expose  the  lymphatic  system  to  further  infection. 

After  prolonged  suppuration  fisluht  may  remain,  and  tlicsc  may 
not  only  externally,  but  may  penetrate  between  the  ribs  and  commu 
cate  with  Ihe  pleural  cavity.     These  fistula;  generally  heal    spon 
ously  after  the  cessation  of  lactation.     Should  one  be  present,  it  shou 
be  thoroui^hly  laid  open,  disinfected,  and  allowed  to  heal  by  granul 

Chronic  Mastitis. — Under  this   name  arc  classiBed    by  diffi 
writers  botli  suppurative  and  non -suppurative  inflammation.s   of  the 
breast. 

The  n  on -suppurative  form  is  the  variety  usually  described  by  the 
term  Chronic  Mastitis.  This  may  be  subdivided  into  two  varieties:  the 
difTuse  and  the  circumscribed. 

Diffuse  mastitis  may  occur  at  any  jHrriod  of  sexual  life,  but  is 
monesl  after  lactation  or  at  the  climacteric.     It  is  characterized  by 
increase  of  the  interstitial  connective  ds.sue  of  the  mamma   and  a  grai 
ual  destruction  of  the  glandular  structure.    There  is  increase  in 
cells  of  the  connective  tissue  at  first,  and  subsequently  a  transforma 
into  dense  cicatricial  tissue.     Meanwhile  the  epithelium  proltfcratcs 
subsequently  undergoes  degenerative   changes,  and  in  this  wa 
destruction  of  the  entire  j^land  is  effected.     The  process  is  cvi' 
an  interstitial  mastitis,  or.  as  it  has  been  called,  a  cirrhosis  *nammdt, 
cut  section  of  the  gland  shows  a  dull  opaque  white  surface,  uith  1 
characteristic  appearance  of  nurinal  gland-tissue. 

Symptoms. — The  disease  begins  with  an  inllatnmation  in  some  part 
of  the  breast  which   gradually   involves   the  entire   gland.      There 
general  ill-defined  pain  or  teiulerness.  but  no  symptoms  of  acute  in 
mation.     With  the  shrinking  process  the  nipple  may  be  depressed 
the  breast  lose  its  prominence. 

Such  external  deformity  as  that  described  by  Billroth  is  strongly 
suggestive  of  the  atrophying  fonn  of  scirrhous  cancer,  an  aHection  for 
which  this  disease  is  likely  to  be  mistaken.  The  differential  diagnoob 
is  undoubtedly  difficult,  and  rests  Ujion  the  history  of  the  case  and  the 
presence  or  absence  of  enlargcti  glamls  in  the  axilla. 

A  ctfsr  of  chronic  mastitis  in  n  single  wntnan  about  thirty  ynrs  of  ane  was  seat  W^Kf 
y^flrs  Ago  10  llic  ho>piul  for  atnpuiation  of  the  brra«l,  00  the  tuppokilion  thai  it  wa»  ■  tarn 
of  carcinoma.  A  liisKjlcigical  exaoiinatiun  show^C  ihi?  presence  of  a  targe  anMmtii  of  oob- 
tierlit-c-tifjtue  gmwih.  and  g)an<3-Mnirturr  much  di«tHrb«]  and  alt«reH.  There  wa  no 
evidence  of  cancer.  A  vHMtr  ur  twu  later  ibe  palicni  applied  (o  tJie  writer  to  have  the  othtr 
brcaiii  renKivcrt.  Thi«  reqoent  being  rcfnsed  s.be  bad  ii  rrmovrH  by  cauxiic.  Thi>  |MlieM 
was  seen  muny  yea[»  afici   in  perre<.t  heallb. 

Circumscribed  or  Lobular  Mastitis. — This  is  an  inflammation  of 
one  of  the  lobes  of  the  gland,  and  may  show  itself  either  as  a  small 
induration  which  aflects  some  adjacent  portions  of  the  glands,  matting 
them  together  into  one  mass,  or  as  a  series  of  small  indurations  which 
involve  the  separate  lobules. 

Symptoms. — Small  indurations  tn  the  breast  may  be  seen  at  any  time 
of  life  aifler  maturity.  In  young  married  women  such  indurations  may 
be  found  after  pregnancy.  They  cause  some  pain  ajid  alarm.  .After 
remaining  for  a  few  months  they  usually  disappear.     It  is  possible  that 
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such  a  lump  may  at  times  form  round  a  minute  galactocele,  or  that  a 
retention-cyst  may  be  the  center  of  such  a  focus.  The  disease  is  seen 
in  single  as  well  as  in  married  women,  but  less  often,  and  in  such  cases 
is  probably  due  to  some  local  trauma.  The  lump  Is  hard  and  ill-defined, 
but  may  be  distinguished  from  a  carcinoma  by  its  mure  nodular  ctjutttur, 
showing  that  traces  of  the  gland-structure  .still  remain. 

It  is  usually  more  tender  than  a  malignant  i^-rowth.  This  circum- 
scribed form  of  ma.4titis  is  not  to  be  mistaken  for  the  small  solid  fibroma 
which  is  seen  soon  afler  puberty  and  is  sometimes  described  as  a  lobular 
niastiti.s. 

Lobular  mastitis  is  an  aflection  seen  usually  in  middle-aged  women, 
both  single  and  married.  It  is  characterized  by  the  formation  of  a 
number  of  small  indurated  clu.sters  of  acini  which,  when  felt  near  tlic 
axillary  border,  resemble  a  chain  of  enlarged  glands.  They  are  often 
exceedingly  tender.  The  affected  breast  sccnis  somewliat  cnlai^cd 
and  feels  heavier  than  the  other  breast.     Coming  as  it  does  near  the 


FlO.  134  ^Siip[iiiriiri,;  hind.lgr  of  hr^-J*^t,  ffi>n1  M^^\  liatk  vjcw* 

period  of  involution,  it  is  possible  that  a  chronic  inflammation  may  be 
set  up  by  some  obstruction  nf  the  duct.  Tlie  dragging  of  a  pendulous 
breast  seems  at  times  an  exciting  cause;  and  it  is  possible  tliHt  the 
pressure  of  the  corset  or  of  a  musical  instrument,  or  unusual  exercise 
oi  the  arm  on  the  side  affected,  may  produce  such  symptoms.  This 
form  of  mastitis  is  often  accompanied  by  neuralgia,  and  the  symptoms 
arc  all  accentuated  at  the  catamcnial  period.  This  form  often  persists 
for  yciirs  without  involving  any  s|}ecial  complication.  In  many  cases 
the  symptoms  will  subside  entirely  to  reappear  in  a  few  months  or  a 
year. 

Treatment  of  Chronic  Mastitis. — The  principal   role  which   the 
surgeon  plays  in  this  disease  is  that  of  diagnosdctan.     The  great  ques- 
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tion  to  decide  is  the  question  of  cancer.  The  disease  itself,  in  cither  the 
disuse  or  the  circumscribed  form,  is  but  slightly  susceptible  to  trcal- 
ment.  Frequently  the  patient  is  usually  satisfied  with  a  favorable  diag- 
nosis. The  habits  of  life  should  be  carefully  investigated  and  t! 
patient  advised  to  avoid  any  custom  which  tends  to  produce  irritalic 
of  the  gl.'ind,  such  as  pressure  from  clothing  or  fatigue  from  o\*eruae 
of  the  muscles  of  the  corresponding  ami.  Support  by  a  suitable  band- 
age (Figs.  134,  135)  or  apfiaratus  produces  relief  to  pain  and  iavors  the 
resolution  of  the  inflammation.  Local  applications  are,  as  a  rule,  to  be 
avoided,  as  they  involve  cumbersome  bandaging  and  are  difficult  to 
apply  without  producing  irritation.  The  effect  of  iodin  or  ointment? 
upon  local  indurations  is,  moreover,  somewhat  problematical,  and  it  is 
always  possible  that  such  applications  may  cause  undue  irntation. 


I-'IC,  Jj5,  —  LikIiIcc  form  o(  iupptidiii,;  LainLijii;,  .jfjjjlkii  _i  ;i,  t  .^.  ij^. 

Chronic  SnpptiratiTe  Inflammation. — Abscesses  of  the  bi 
occurrinf^  without  the  symptoms  of  acute  inflammation  may  be  due 
various  causes.     The  etiology  of  a   ];irgc   number  of  these  abscesics' 
still  remains  to  be  determined. 

Tuberculous  abscesses  of  the  breast  have  been  recognized  ar 
described,  but  there  is  a  group  of  n  on -tuberculous  chronic  suppurati^ 
processes  about  which  but  tittle  is  as  yet  known.  Rcclus  rcpor 
several  cases  of  abscess  which  appear  to  have  formed  in  the  gland-di 
several  years  after  lactation  as  the  result  of  infection  of  a  prol 
undiscovered  gjihictocele.  In  r>nc  case  only,  a  woman  of  sixty  >*can. 
was  a  bacteriologicjil  examination  made,  a  bacillus  resembling  the 
Bacillus   coli  communis  being  discovered. 

The  diagnosis  in  this  case  was  the  infection  of  an  old  (*alactoce]e 
during  an  inlluenza.     Williams  reports  several  cases  of  "cold  abscess* 
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which  were  not  tuberculous,  and  one  supposed  to  be  of  galactocele 
origin.  A  careful  bacteriological  study  of  this  class  of  cases  is  needed 
to  settle  definitely  their  nature. 

Tubercnlosis  of  the  mamma  is  a  rare  disease- ;  bacteriological 
examination  will  probably  show  that  the  majority  of  cold  abscesses 
are-  tuberculous. 

In  40  cnitc«  collected  by  Mandry  there  wa*  only  1  c«4e  in  which  ihc  male  breast  wm 
Affected.  The  ages  of  the  padcuts  ruricd  from  scvcnteco  to  lifly-tcvcn  ycnis.  In  17  csms 
there  were  rnlargcd  glands  in  the  ftvilla,  and  in  itisny  CAse^  fisiulfc  hnd  rormed.  According 
lo  Roux.  inrei:iiiiii  appcan  lo  take  place  ihrougli  ihc  blood -vcjiMrl^  or  the  lytnpbatics,  or  by 
Ibe  bmking  dnwn  uf  foci  which  huve  foniie<t  in  the  ftdjat'em  rib  or  strmuin.  Il  may  also 
be  caused  by  iofeclk>n  through  an  abraHon  on  lh«  nipple  or  directly  throtigh  the  duel*. 

The  tiisease  may  occur  as  a  disseminated  tuberculosis  of  the  breast, 
whicli  is  said  to  be  the  most  common  form.  An  isolated  tuberculosis- 
nodule  may  also  at  times  be  observed.  Cold  abscess  may  occur  in  a 
limited  number  of  cases. 

Symptoms. — In  the  diffused  form  the  breast  may  be  enlai^ed,  or  it 
may  sliriiik  greatly  and  the  nijjple  retract.  In  some  cases  there  are 
numt^rous  fistuhe.  When  a  tuberculous  nodule  forms,  it  is  usually 
found  in  the  upper  and  outer  quadrant,  and  its  tuberculous  nature  may 
be  suspected  owing  to  the  presence  of  enlarged  glands  In  the  axilla. 
In  cold  abscess  the  breast  is  more  or  less  enlarged  by  a  fluctuating 
tumor  coincident  with  h>-pcrtrophicd  and  perhaps  suppurating  glands  in 
the  axilla.  The  pus  which  is  dischai^ed  is  flaky  and  contains  a  few 
tubercle  bacilli.     The  lesion  is  usually  painless. 

An  example  of  infection  Ihrou^h  (he  dud  i«  probnbly  the  following  cisc :  A  tubcrculoui 
cavity  about  Ihe  iiiie  of  un  KngliNli  walnut  was  fiiuiiil  near  the  nipple  in  an  uiinuirried 
voman  about  twenty  years  of  age -,  a  microKopic  evatnination  showed  the  presence  of 
tabcrde  bacilli.  It  was  di»cliar)png  through  a  nuall  sinux.  TKe  cavity  was  Laid  open, 
curetted,  and  packed  with  iodoform  f^auze.  The  w>^und  healed  without  further  infection 
ol*  the  gtand.  in  another  the  ilitntse  oriKiuatcd  in  n  carious  rib;  a  cold  absccH  formed 
b«ni-ath  <he  ^land  and  burrowed  iitio  thf  inamtna  in  several  lUrectiona.  It  was  necesaary  to 
turn  tfacbreart  up  by  a  curved  incision  along  iu  inferior  twrdcr  in  order  to  reach  the  discucd 
bone  and  check  the  forminft  of  pu&  in  the  ghnd. 

A  cold  ab»cc»*  wfl«  aituatrd  in  thr  breaM  of  n  girl  ei^^htecn  yfar*  of  age,  and  a  bacteri- 
ological examination  showed  the  pre&cnce  of  bacilli  111  the  ahMTMi  walK  Tlic  absccij>  was 
opened  and  curetted  and  healed  readily  under  an  iodofonn  dressing.  A  microicopic  exam- 
inaliDu  ilmwed  Che  prcfictiCK  uf  a  lar^e  number  nf  lubrrrlrTi  in  the  disrasctl  lis-sue.  Epi- 
ihrliat  and  giant  cells  were  found,  which  apjieared  lo  orij^naic  in  (lie  acini. 

Small  nodules  or  abscesses  may  be  treated  by  incision  and  curetting. 
When  the  breast  is  extensively  affected,  it  is  of  little  use  to  treat  the 
various  flstulx  which  have  formed,  but  amputation  in  such  ca.ses  is 
undoubtedly  the  wisest  course  to  pursue. 

Syphilis  of  the  breast  may  occur  as  a  primary  lesion  in  the 
nipple.  Such  a  case  is  depicted  by  Dennis,  Sometimes  il  occurs  as 
a  fissure  and  may  be  overlooked.  Mucous  patches  may  also  form  on 
tlie  nipple  and  in  the  folds  of  pendulous  breasts. 

Gummata  may  develop  near  the  surface,  and,  breaking  down,  may 
form  excavated  ulcers.  Deeper  in  the  gland  a  nodule  may  fonn  which 
will  eventually  soften  and  form  a  cold  abscess.  It  can  probably  be 
distinguished  from  a  tuberculous  abscess  by  the  absence  of  a  tubercular 
membrane  and  by  the  prerscnce  of  syphilitic  manifestations  elsewhere. 

There  may  be  a  diffused  syphilitic  infiltration  of  the  gland. 

Mastodynia. — An  enlargement  of  the  breast  with  tenderness  is 
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not  uncommon  at  times  of  uterine  disturbance,  for  the  breast  U  at  all 
times  in  marked  sympathy  with  the  uterus.  Such  symptoms  arc 
observed,  therefore,  frequently  at  the  time  of  the  catamcnia  or  during 
pregnancy,  or  finally  at  the  climacteric. 

An  exaggeration  oi  this  condition  constitute*:  the  atTcction  knova 
as  mastodynia.  It  is  observed  most  fretiuently  in  early  life,  when  the 
breast  is  approaching  its  period  of  highest  development.  The  period 
stated  by  Gross  is  from  fifteen  to  thirtj'  years.  In  a  marked  form  of 
the  disease  the  breast  is  exxecdingly  sensitive  ;  pains  arc  felt  runnii^ 
from  the  periphery*  toward  the  center,  and  often  into  the  shoulder  and 
down  the  arm  as  far  iis  the  elbow.  The  affected  breast  scx-ms  slightly 
larger  than  the  opposite  one.  In  its  milder  fonn  this  causes  anxiet}* 
for  fear  that  it  may  be  a  symptom  of  malignant  disease.  An  examina- 
tion of  the  breast  may  disclose  nothing  ;  but  occasionally  the  gland  is 
more  perceptible  to  the  touch  than  on  the  other  side,  and  in  .some  cases 
sensitive  nodules  may  be  felt  (lobular  mastitis).  These  nodules  are 
occasionally  exquisitely  sensitive,  and  the  whole  gland  may  be  so 
hyperesthetic  as  hardly  to  bear  the  pressure  of  the  clothing. 

The  disease  occurs  in  patients  who  have  a  tendency  to  hysteria  or 
in  those  who  are  subject  to  neuralgia  or  rheumatism.  The  nerve- 
supply  of  the  breast,  which  comes  from  the  intercostal  and  intcrcosto- 
humeral  ner\'cs,  explains  the  association  of  the  pain  with  intercostal 
neuralgia  and  the  sensitiveness  of  the  inner  and  posterior  aspect  of  the 
arm. 

A  woDun  Iwenljr-ux  yean  of  age,  well  nourished  And  heslthy  in  ftppearance.  is  ■■Ifcct 
tD  tidrachr  and  Hieutnatism.  She  ajiplicJi  fur  an  opinion  as  (o  the  quesUon  of  mallpHat 
diUAK  of  Ihc  breast.  I1ie  IcA  l»eJi»t  is  slijjhily  lar^vr  than  the  Tight  bretkat,  MmI  the  ma.- 
linr  of  fhc  glnn^l  cnn  Lir  fell  morr  roMly.  Tti>cn-  \t.  little  of  na  paJn  on  prtsauie.  Tbe 
Upper  iniirr  ()uadnim  appears  (o  be  the  principal  sc&l  of  the  p&in,  which  is  most  markwil  tl 
itic  cAlnmeniitL  pcrind.  The  iMtlienl  n  ciitircljr  Muli^tird  with  ■  favnrahle  prognosis  and  Joes 
not  nsV  fur  iTcaCmenl. 

Ill  svuic  cases  Ihc  patient  Ik  extmudy  folidtciot  and  demand*  trcabnent  or  an  opetatioo. 
Billroih  relfllefl  such  a  ca.se,  in  which  several  operations  were  pcrfortncd  by  diflercnt  sui^eoot 
for  the  removal  of  small  painful  nmiuleH. 

Treatment. — In  large  pendulous  breasts  relief  can  be  afforded  by 
su.spcnsor^'  bandages  {Figs.  134,  135Y  There  is  no  specific  course  of 
treatment  for  this  affection,  and  local  applications  had,  as  a  rule,  better 
be  avoided. 

Sarcoma. — ^This  is  a  com }>a rati vely  rare  diiwase.  It  is  much  less 
frequent  in  the  breast  than  in  other  parts  of  the  body.  According  to 
Williams,  of  2597  ncoplasnvs  in  the  breast,  1863.  or  77.7  per  cent., 
cancer,  and  94,  or  3.9  per  cent,  were  sarcoma. 

There  arc  two  principal  varieties  of  sarcoma  of  the  breast,  accordii^' 
to  their  point  of  origin,  the  solid  and  the  c)stic  sarcomata. 

The  cystic  sarcoma  grows  from  the  layer  of  hyaline  tissue  whit 
surroinids  tlie  sriiallcr  dticts  and  acini,   and  to  which  reference 
already  Ijccn  made  in  the  breast  of  puberty  and  in  the  description 
the  Fibromata.     The  solid  sarcoma  grow.'i  in  the  interstitial  ti.ssue  of 
gland  and  pushes  the  glandular  elements  aside. 

The  c)*slic  sarcoma  is  by  far  the  most  frequent  of  the  sarcomata.^ 
Growing  as  it  docs  from  the  same  structure  from  which   the  fibnnrd 
develops,  it  is  at  first  very  hard  to  distinguish  it  from  this  tumor.     The 


cystic  sarcoma  occurs  somewhat  later  in  life  than  the  cystic  fibroma. 
In  a  scries  of  35  cases  Gross  found  the  average  age  to  be  33.7  years. 
They  form  more  rapidly  and  arc  not  quite  so  well  defined  and  lobulated 
as  the  fibromata. 

On  the  cut  surface  these  (umnri  &huw  (he  sam?  marketl  clefU  as  in  lihn>[Dfl  ;  bul  in  sar- 
COOMthe  clefu  ore  larger  in  ««  »nd  the  crmncctivc  Iijimic  *luiw«  u  much  miirt  cxuheratit 
(Ttnnh.  The  ap|)«arancts  tliuii  |>r»eiii«l  arc  those  of  im^iilar  slJIs  onii  clefts  into  which 
polyfiOKl  (frowtb»pl\j^ecI.  They  seem  tn  crowd  into  the  cthM  and  hnlgcnp  over  ihr  surface 
of  (he  section.  These  cicfu.  as  has  alrcnd)-  been  >hirwn,  are  the  elongated  aad  dtslciided 
ducti>,  anO  in  places  one  cun  (race  the  ditlended  and  paninlly  nb1i(eraied  terminal  acini. 
Xbe  cpilhelinm  alw  (alics  p»n  in  the  growth,  as  may  be  seen  fivm  ibc  fact  (hat  the  cells  are 
heaped  up  in  wreral  row*  ami  fconieiirnes  fill  the  pouches  of  the  cysts.  In  the  f[rcater  por- 
lion  of  the  surface  of  Hie  clefts  the  cpiitielium  is  wanting,  baring  been  cast  oflf  and  mixed 
with  mucus,  which  fill*  (he  cavities  of  the  cyst*.  In  rare  instances  these  sjiacea  maybe 
lilleil  with  tiltiod  ;  bul,  as  a  nite,  (hey  tin  not  contain  any  lar^c  amount  of  fluid :  the)'  arc 
rathcT  empty  ravilirv  The  surface  i'*  nl  n  fle*hy  Hiararier  nnd  varies  in  coiisi-itcncy-  ll 
may  be  comixwed  of  a  spindle-cell  or  a  round-cell  structure,  and  the  same  tumors  may  vary 
ai  diflerenl  points.  In  some  poninns  fihronx  tissue  is  found,  in  others  Mtrcoiiuiiuus  (issue, 
•ltd  in  others  Mill  nyxoDia  is  seen.  Cretaceous  material  and  cveo  bony  (^wlhs  arc  seen 
in  thcae  tninora. 


Fui.  136. — Cystic  sarcoiiM  of  (he  breast. 

Tht^sc  tumors  are  enveloped  in  a  well-defined  capsule,  and  the  sur- 
rounding parts  appear  to  be  imaffcjctcd.  The  raamraiir)'  gland  together 
with  the  nipple  is  completely  involved  with  the  growth.  As  the  tumor 
groW-t  it  gradually  becomes  an  irregular-.shaped  swelling  with  ntimerous 
protuberances,  at  first  not  involving  the  skin,  but  later  attached  to  it  in 
places.     The  skin  may  become  somewhat  coarse  and  discolored,  and 


256 


tNTER NATIONAL    TEXTBOOK  OF  SURGERY. 


enlarged  veins  are  seen.  There  may  be  some  discharge  from  the 
nippit:.  Ktnally  the  tumor  becomes  enormous  in  size,  but  is  sdM  kqjt 
within  its  capsule  and  liangs  as  a  pendulous  mass  from  the  chcst-n-all 
(Fig.  136).  The  axillary  glands  are  not  enlarged,  and  the  general 
appearance  of  the  jiatient  is  that  of  one  not  the  subject  of  the  sarcoau- 
tous  cachexia. 

The  prindpal  characteristics  of  the  cystic  sarcoma  are  its  carfy 
resemblance  to  fibroma,  its  slow  growth,  its  large  proportions,  and  its 
well -developed  capsule. 

Solid  5arcoma. — This  form  of  .sarcoma  develops  from  the  interstitial 
connective  tissue  of  tlie  breast,  pushing  aside  the  glandular  elements 
and  compressing  tliem.  Nearly  all  the  ordinary  types  of  .sarcoma  are 
found,  such  as  round-cell  sarcoma,  lymphosarcoma,  alveolar  sarcoma, 
giant-ccH  sarcoma,  and,  very  rarely,  melanotic  sarcoma.  Billroth 
mentions  a  case  of  the  latter  form,  also  a  round-cell  sarcoma  in  which 
striated  spindte-cells  were  found.  They  present  no  essential  peculiari- 
ties in  the  breast  ijjat  are  not  found  elsewhere.  None  of  them  is  as 
common  as  the  cystic  sarcoma.  The  commonest  seat  of  sarcoma  is 
beneath  the  nipple;  but  when  it  develops  at  the  periphery'  of  the  organ, 
it  is  usually  found  in  the  upper  and  inner  quadrant  The  central 
growths  arc  usually  cystic.  Sarcoma  is  found  usually  in  early  life — of 
60  cases  collected  by  Gross,  oiily  13  appeared  in  patients  over  for^_ 
years  of  age. 

The  proifnosls  of  sarcoma  of  the  breast  is.  according  to  Gross,  n 
so  favorable  as  is  generally  supposed.  He  based  his  estimate  upon  a 
study  of  156  cases.  Although  the  lymphatic  glands  of  the  axilla  are 
rarely  affected,  metastasis  of  the  internal  organs  is  not  uncommoa 
"  A  sarcoma  occurring  in  a  functionally  active  breast  evinces  a  marked 
disposition  to  recur  after  operation,  with  less  disposition  to  metastasis, 
while  sarcoma  of  the  declining  breast  recurs  less  frequently,  but  is  geo- 
eralizcd  in  a  greater  number  of  instances."  It  is  probable  that  the  bad 
reputation  which  Gross  gives  to  cystosarcoma  (recurrence  in  more  than 
one-half  the  cases)  is  due  to  the  fact  that  the  more  advanced  and  gigan- 
tic types  of  this  form  of  sarcoma  arc  usuall)'  reported.  In  the  earliest 
stages  the  tendency  to  recurrence  is  undoubtedly  much  less. 

Kxperience  luis  shown  that  rejxrated  operations  may  finally  result  in 
a  permanent  cure.  The  patient  may  be  considered  as  safe  from  3 
recurrence  of  the  disease  if  four  years  have  elapsed  since  the  last 
operation. 

M3rxoina  is  said  to  be  the  rarest  form  of  connective-tissue  neo- 
plasm in  the  breast.  Of  7  examples  collected  by  Gross,  i  was  hyaline. 
I  hyaline  and  hemorrhagic.  2  were  lipomatous,  2  were  telangiectatic 
and  lipomatous.  and  i  was  fibrous  and  telangiectatic.  Owing  to  thdr 
cellular  structure,  they  occupy  an  intermediate  state  between  fib 
and  sarcoma  in  point  of  view  of  malignity.  Gross  reports  1  recur- 
rence in  3  cases  on  which  operations  were  performed.  They 
develop  at  almost  any  pcritxl  of  life.  It  Is  probable  that  sev 
of  those  described  by  Gross  were  found  in  the  cysbc  form,  and 
that  in  all  probability  they  originate  In  the  hyaline  periadtial  and 
ductal  tissue. 

The  author  has  seen  several  cases  of  cystic  sarcoma  in  which  por- 
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lions  of  the  tumor  were  distinctly  myxomatous,  but  has  never  met  with 
an  iscilati-il  form  of  myxoma. 

Carcinoma. —  The  breast  is  one  of  the  most  frequent  scats  of 
cancer.  In  a  scries  of  7S81  cases  of  cancer  collected  by  Andrews  the 
disease  appeared  in  the  breast  1232  times.  Andrews  places  tin*  breast 
aAcr  the  uterus  and  the  stomach  in  point  of  frequency.  Williiims  states 
that  40,3  per  cent-  of  all  cancers  are  in  the  breast  and  34  |>er  cent,  are 
in  the  uterus.  Cancer  of  the  breast  is  also  said  to  be  jjrowing  in  fre- 
quency. Precise  data  upon  this  point  arc  wantinj^.  It  is  probably 
much  more  frequent  to-day  than  it  was  ftfty  years  ago.  The  disease 
has  in  all  probability  grown  out  of  proportion  to  the  growth  of  the 
population.  Cancer  is,  morc<»vcr,  by  far  the  most  common  neoplasm 
of  the  breast.  Eighty  per  cent,  of  all  tumors  of  the  breast  are  said 
to  be  cancerous.  Hlllroth  in  a  collection  of  440  tumors  of  the  breast 
found  iS  per  cent,  only  tliat  were  non-maIi<;nant.  It  is  a  disease 
particularly  rare  in  the  male  sex,  being  seen  in  only  1  per  cent,  of 
the  cases.  On  the  other  hand,  it  is  much  more  common  in  married 
women  than  in  single  women,  and  according  to  sonic  authors  the 
disease  appears  to  be  most  frequently  seen  in  niultiiKira;.  Certain  it  is 
that  a  hislor)'  of  puerperal  mastitis  is  found  in  about  20  per  cent,  of  all 
cases ;  and  according  to  Dennis,  mastitis  of  whatever  cause  accounts  for 
30  per  cent,  of  tlie  cases  of  cancer.  This  includes  inflammation  from 
traumatism,  which,  according  to  some  writers,  has  a  direct  influence 
upon  cancer. 

NuDicTDUS  C8s«s  arc  rqiorted  in  wbich  the  [lcvclr>mnciit  nf  cnnccr  occurs  itrnnedialHy 
■fier  a  blow,  and  evidenlly  in  consequence  of  llie  injury.  Two  *ui:h  caiw*  occur  to  ih« 
whlcr  :  one  the  tcsuIi  of  a  blow  by  a  bttK-batl,  and  the  olhcr  from  ■  blow  cau-Sffd  by  fall' 
inft  Bgain&t  a  sharp  an^le  nf  fumiiiire.  In  boih  ihe  disease  was  nF  the  most  malignant 
type.      Traoma  i»  said,   however,   to  be  oburved   In  only  about  1}  per  cetit.   of  caies. 

Racial  peculiarities  exert  a  matltffd  influence  u|H^n  the  developmriii  nf  niiKTr.  Carci- 
iMMiu  i>  Mid  to  be  about  twice  as  frequent  aniong  the  fbreisn-born  in  the  United  States  as 
among  the  native  white  nee.  Il  is  rare  amung  negroes;  the  wiitcr  lin»  i^een  3  cases. 
Dennis  rrporr*  but  3  in  his  experience.  Cancer  iti  uid  to  be  mtach  Icm  common  in  trupi- 
cal  tlian  in  (cuipcrale  <juunlrm.  It  hoi  been  9.hown  by  Hariland  to  be  moft  pre^'nleiit  in 
damp  and  in  low'tying  i1tstTict<^  in  Kni;land.  In  the  UnJled  States  jt  is  said  by  killings  Co 
tw  nxMl  i>rcvalent  in  tiic  New  t-^nglaud  States  and  on  Uie  t^outbem  Pacific  Coast ;  nllliou(rb 
it  ocniTs  frei|uently  in  New  York.  Henni^ylvania,  and  Ohio,  in  itie  iiiteriDr  of  Michi|{an,  and 
in  Iheagulhcm  part  of  Wi>coiiMD.  It  \»  leaM  >een  in  the  Mr'^NSsippi  Valley  and  in  the 
&Httb,  and  the  proponions  arc  generally  lower  in  the  cuaM-region  than  in  die  interior. 

Heredity  is  an  etiologtc  factor  about  which  there  is  much  dispute. 
Gross,  tracing  the  tendency  to  cancers  in  the  direct  line  of  descent  only, 
finds  that  it  is  reported  in  only  4.72  per  cent,  of  ca.scs,  Williams,  on 
the  other  hand,  found  a  history-  of  cancer  in  24,2  per  cent,  in  138  cases. 
Rare  instances  of  marked  susceptibility  to  cancer  in  certain  families  are 
reported  from  time  to  time  (Paget,  Broca). 

A  lady  who  had  been  operated  upon  in  1884  for  cancer  of  the  breaif,  and  who  has  had 
00  retain  of  the  di»ra>c  »ince,  reported  that  her  maternal  grandmalher  died  of  cancer  of 
both  brcaMs  at  the  ape  of  [hiriy.  A  maternal  aunt  died  of  cancer  of  the  brrnW  ;  a  consin 
on  the  mother'*  side  died  of  cancer  of  the  rectum,  and  an  aunt  on  the  father's  side  had 
recently  been  opcraicd  upon  for  cancer  of  the  rectum. 

The  microbic  theoyy  of  the  origin  of  cancer  has  many  advocates; 
but  although  the  researches  of  Pliramcr  and  others  are  strongly  sug- 
gestive of  the  existence  of  a  protozoon  as  a  cause  of  cancer,  no  delinite 
or  reliable  data  Iiave  thus  far  been  obtained. 
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The  iieriod  of  life  in  which  cancer  of  the  breast  first  shows  itself  a 
that  immediately  preceding  the  menopause.  Gross  in  an  analysis  of  I'J:: 
cases  found  the  average  age  to  be  48.66  years.  In  63  cases  tabubtoi 
by  the  writer  the  average  age  was  49  years.  There  were  25  bctu-co! 
50  and  60.  9  between  60  and  70.  21  between  40  and  50.  6  between  jc 
and  40,  and  27  between  45  and  55  years  of  age.  But  1  ca.w  tiu 
been  reported  by  Gross  as  occurring  as  early  as  the  age  of  twenty-ont 
In  the  writer's  series  there  was  one  patient  wlio  had  first  noticed  tbc 
disease  when  she  was  twenty-two  years  and  three  months  old.  It  ihw 
appears  that  cancer  is  pre-eminently  a  disease  of  the  declining  breast 
Cancer  is  said  to  occur  about  as  frequently  in  one  breast  a.**  in  the  odia. 
It  is.  however,  much  more  frequent  in  the  upiK:r  than  in  the  lower  hemi- 
sphere, and  more  frequent  in  the  outer  tlian  in  the  inner  hemisphcic 
The  mo.st  frequently  attacked  region  is  therefore  the  upper  and  outef 
quadrant,  or  tliat  part  of  the  breast  nearest  the  axilla.  TIic  region 
of  the  areola  comes  next  in  order.  Occasionally  cancer  may  develop 
quite  independently  of  the  n)amniar>*  gland  in  an  acces.sor)'  or  para- 
mammary gtand-structure. 

Varieties. — The  most  rational  and  convenient  method  of  classif>'ing 
the  different  forms  of  cancer  of  the  breast  is  that  based  upon  the  nature 
and  amount  of  the  cell-elements  in  the  morbid  tissue.  According  to 
this  plan,  there  arc  two  principal  groups,  the  medullary  and  the  sar- 
rhou.s  carcinomata.  To  these  may  be  added  the  rarer  forms  di  ibc 
disease,  such  as  colloid  cancer  and  Pagefs  disease  of  the  nipple;  also 
adenocarcinoma  and  cancer  of  the  axillar)'  border.  That  form  kaoun 
by  some  writers  as  "duct-cancer"  has  been  placed  under  adenoma, 
where  it  properly  belongs. 

In  (h(  mfifiiUary  form  the  cells  arc  of  a  j^obular  tYpc  of  tpilhvlinm  ,  the  ai1««i;»It  an 
eiibef  large  &t  numerous,  txiA  nuj  *aiy  tu.*mri<inf>  Xa  the  shape  of  Ihc  plugs  nf  ccUt  Aat 
ftCCumuUte  in  ihc  MniTna.  These  plugs  are  someIJnie.s  nttind  or  oval  in  i^nap«,  and  at  udicr 
Umes  are  lorn;  and  narrow.  Growihsm  which  one  or  tUe other  foimprcTuU  lv«»c  brmcalM 
hy  nillroth  '■aeinntis"  or  "lubolar"  cancers.  A  {romhinatinti  of  thff  iwo  often  occttiv  It 
Mrtmi  as  if  lliC'C  shapes  were  delrrmiiird  by  the  point  of  (lr[>iirture  of  the  R»orfaii)  pncEB 
fmm  the  Mnnllrr  tliii:[!>  to  iVie  acini.  'I'tie  stniina  is  comnoMd  uf  ciiniiM-itvc-tivrae  ftbmiB 
which  there  is  more  or  I^ks  rnund-cHI  infjllrntinn  It  w  vnincliinet  cx«;cc<lio|;lj  aaal]  la 
amount,  mtly  a  f<-w  filH-i«  furmicig  the  trabccti1;i.*  whtch  scLMmlc  ihr  diffcrenl  alreoli  ;  aid  n 
Mill  ca>rs  the  cel1-inBssc«  rvr  phlg^  art  very  numrrmiv  The  larger  th«  number  of  crib  a 
the  tissue  the  Miflct  Lht:  gruwtli  ;  and  the  t«nii  medullary  is  therefore  a  uK>»t  sppn^naie  oat 
to  describe  ^luch  a  tiondition  (  V\^-  1^7  I ' 

In  the  periphery  of  the  tumor  the  tissue  which  immediately  surrounds 
the  cancerous  growth  is  usually  infiltrated  extensively  with  small  round 
celLs.  The  stroma  may  be  vcr)'  abundant  in  certain  portions  of 
tumor,  and  the  cut  section  shows  that  tissue  at  this  point  to  be  roui 
denser  than  elsewhere.  The  general  apjK-arance  of  the  surface  Ihi 
exposed  by  a  sharp  knife  is  tliat  of  a  fle.shy,  succulent  tissue  fjf  a 
ish-red  color,  in  which  stria?  of  a  lighter  color  ramify.  Thcrr  is 
well-defined  border,  as  the  growths  infiltrate  the  surrounding  tissi 
instead  of  pushing  them  aside.  Hy  .scraping  lightly  with  the  kniie 
an  abundant  creamy  fluid  is  obtained,  known  as  eancer-juice.  which  is 
conipo.scd  of  clusters  of  cells  floating  in  .serum  which  have  be>s> 
expressed  from  their  alveoli.  As  medullary  cancer  progresses  the 
cell-element  predominates  more  and  more;  and  in  the  final  <4ages. 
when  the  lymphatic  glands  and  capillaries  and  the  viscera  arc  involwd. 


¥ic   118. — Sprca>1  nl  ii^ii^-fr  liiim  ^l^nd-kctni :  normaJ  gbind- 

ygluiU  in  tlic  center.  Hrh«ncc  Ibc  disease  tprcikib  tu  iLt;  iik'U. 
J 
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clusters,  and  so  few  in  number  and  small  in  size  are  they  that  they  wen 
overlooked  by  the  earlier  patholoj^sts.  The  alveoli  are  usually  found 
scattered  at  greater  or  lesser  distances  from  one  another,  and  an:  gen- 
erally ovoid  or  spindle-shaped.  In  studying  the  earliest  changes  m 
these  growths  one  sees  the  smaller  clusters  of  acini  filled  with  cancer- 
cells :  the  basement  membrane  of  these  acini  finally  yields,  and  the 
cells  burst  through  the  gland-walls  and  infiltrate  the  surrounding 
stroma,  (Kig.  158).  Under  the  microscope  numerous  alveoli  will  be 
found  in  the  neighborhood  o^  such  acini,  between  the  meshes  of  the 
connective  dssue.  In  the  more  characteristic  parts  of  the  tumor*  j 
vcr)'  dense  and  cicatricial  tissue  is  found ;  broad  bands  of  appareiili}- 
swollen  and  fused  connective-tissue  fibers  arc  formed,  with  here  and 
there  a  few  cells  grouped  together  in  thin  and  elongated  clusters  (Fig 
139).     In  the  "  atrophying  scirrhus,"  which  is  the  extreme  type  oi  Ihi* 


?-£. 
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Tia.  I3Q.  -Scirrhus. 

variety  of  carcinoma,  such  tissue  prevails.     The  contractinR  cl . 

i>f  the  newly  fonned  tissue  seems  to  check  cell-gn>wth  and  the  fomu- 
liuTi  (if  new  vessels.  Many  nf  tlie  cells  tlegencrate  and  calcify,  or  arr 
abstirbeil.  and  thi.s  form  of  scirrhus  degenerates  />ari  passu  with  its 
development,  so  that  the  breast  accnis  to  wither  and  atrophy,  and  at  no 
time  Ls  there  the  appearance  of  a  tumor.  A  section  of  such  a  breast 
shows  the  nipple  retracted  and  attached  to  a  band  of  whitish  fibrou3 
tissue,  in  which  remnants  of  the  ducts  may  be  seen.  This  central  mass 
is  continuous  with  a  few  cicatricial  bands  which  branch  out  into  Uic 
remains  of  the  gland  and  adipose  tissue.  It  has  pre-eminently  the 
appearance  of  a  cicatricial  tissue, 

Coiloid  carcinoma  is  extremely  rare.     Gross  estimates  it  at 
cent  of  all  breast -cancers.    The  writer  remembers  having  s 
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3  specimens.  The  appearance  of  j,  microscopic  section  of  a  typical 
colloid  cancer  is  very  striking.  The  alveoli  arc  usually  round  or  ovoid, 
and  the  trabccul:r  of  the  stroma  are  extremely  thin  and  transparent 
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FlC  t^o, — Colloid  carcinoin&. 

The  alveoli  appear  to  be  over-distended  with  a  gelatinous  material, 
which  apparently  has  been  developed  at  the  expense  of  the  contained 
cells,  for  the  latter  are  few  in  number,  uttachcd  in   chisters  of  two  or 
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Pw.  141. — Cotloid  carcinomB. 

three  to  the  alveolar  wall,  or  suspended  in  the  material  with  which  the 
alveolus  is  filled.  The  colloid  substance  is  either  transparent  or  homo- 
geneous, or  is  traversed  by  numerous  fine  stria;.  In  other  cases  the 
usual  characteristic  carcinomatous  tissue  may  predominate,  but  it  will 


A  cut  section  of  such  a  tissue  presents  a  striking  appearance,  some-l 
what  like  that  of  tlic  cut  section  of  a  plum  or  K^^pc  (Fig.  141).  The' 
tissue  is  quite  transparent  and  has  a  marked  gelatinous  appearance. 
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Adenocarcinoma  (Fig.  142),  or  malignant  adenoma,  is  a  term  cm- 
ployed  by  Halsle<l  to  designate  a  form  of  cancer  in  which  there  is  a 
tendency  to  pedunculatioti  of  the  tumor,  which  is  more  or  less  promi- 
nent on  the  surface.  There  is  also  a  tendency  to  softening  and  break- 
ing down  of  the  somewhat  exuberant  growth  of  canccr-tissiic.  The 
axillar>'  glands  are  probably  rarely  infected.  The  microscopic  examin- 
ation of  these  tumors  shows  lai^e  acini  containing  masses  of  epithelial 
Cells  surrounding  a  centnd  aivity.  These  tumors  are  but  mildly  malig- 
nant.    They  are  not  very  common. 

Paget' $  Disease  0/  the  Nipple. — This  affection  is  an  excellent  example 
of  that  morbid  state  of  the  epidermis  known  as  the  *'  precancerous 
stage"  seen  also  in  the  "  chimney-sweep"  and  the  "paraffin"  forms 
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FiCi.  tf4. — Pngel's  tliAeaxe :  sectioi  of  nipple,  shouring  Inlbctioti  of  ducts. 

of  cancer,  and  in  a  less  degree  in  keratosis  senilis.  Limited  at  first  to 
the  areola  and  nipple,  it  eventually  spreads  to  the  ducts  and  acini  of  the 
glands  and  runs  the  course  of  a  mild  form  of  carcinoma  (Fig.  143). 

The  hintoloeic  <h*ii(iM  observed  id  tliin  <li*<:»»c  liavv  been  studied  by  Paget  and  Porlef, 
and  later  by  Bullin  and  Tliin.  Tht  e«rlic*t  staRc  is  a  keratosis  of  the  epidennic  Uire«  «f 
(he  »kin,  thecelliiof  (he  epidermis  increasing  in  number*  and  the  cells  or  Ibe  rele,  partku- 
larly  Ibotc  lying  l)elween  the  papilta;,  become  more  abundant.  The  e|i)i]e-n»ii  is  ihiii  (hUk- 
cned  and  niMxl  in  ctu^^  and  rhe  imerpeptUary  epiiheltutn  pmjrcK  more  deeply  into  the 
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cutis  vera.  The  tnie  skin  is  much  infiltrated  with  small  round  cells,  and  there  is  an  iocTcaw 
of  vascularity  in  the  affected  part  (Kig.  144).  At  the  beginning  of  the  cancerous  stage  id 
epithelial  growth  is  found  invading  the  cnrium  and  its  various  glandular  structures,  such  a 
the  sebaceous  and  sudoriparous  glands  and  the  ducts  of  the  mammary  gland.  The  diKii 
are  evidently  filled  with  pavement-epithelium  cells.  As  these  cells  groir,  the  walls  of  the 
smaller  ducts  give  way  and  the  epithelial  growth  invades  the  stroma  of  the  gland. 

It  still  preserves  the  type  of  epithelial  or  epidermoid  cancer,  and 
involvement  of  the  lymphatic  glands  does  not  take  place  until  late  in 
the  disease. 

Cancer  of  the  axillary  bonier  is  a  term  applied  by  the  writer  to  a 
form  of  carcinoma  of  this  region  which  begins  as  a  lenticular  nodule 
in  the  fold  of  skin  marking  the  pectoral  margin  of  the  axilla.  It 
remains  for  a  time  confined  to  the  skin,  and  appears  as  an  infiltration 
of  the  cutis  vera  covering  a  portion  of  the  surface  about  the  size  of  a 
quarter  of  a  dollar.  It  has  usually  a  depressed  center  and  a  rim  or 
border  presenting  a  well-defined  outline.  Eventually  the  tnammar}- 
gland  is  infected,  and  the  disease  spreads  thence  to  the  axillary  glands. 

The  writer  has  operated  upon  3  such  cases  and  has  seen  a  fourth. 
In  I  case  death  occurred  from  metastasis  to  the  spine  after  operation. 
A  .second  case  has  remained  well  three  years  after  operation.  In  a  third 
case  the  growth  was  removed  before  the  breast  had  become  infected, 
the  patient  being  alive  and  well  four  years  after  the  operation. 

3ymptoms  of  Cancer  of  the  Breast. — The  first  symptom  noticed  is  a 
hard  lump  in  some  portion  of  the  mamma,  accidentally  discovered  by  the 
patient.  It  is  not  painful,  and  there  is  no  constitutional  disturbance. 
If  such  a  nodule  appears  in  a  healthy  woman  from  forty-five  to  fiftj- 
years  of  age,  the  chances  are  strongly  in  favor  of  its  being  a  malignant 
growth.  The  nodule  maybe  seated  in  any  of  the  regions  of  the  breast, 
but  it  is  more  frequently  found  in  the  upper  and  inner  quadrant.  The 
nodule  is  hard  to  the  touch  and  is  ill-defined  as  to  its  borders.  A  care- 
ful inspection  of  the  surface  of  the  breast  when  the  disease  is  somewhat 
more  advanced  will  show  that  the  skin  overlying  the  tissue  is  depressed 
slightly,  forming  a  fold  or  a  shallow  dimple.  In  some  cases,  particularly 
those  in  which  the  nodule  is  centrally  situated,  and  in  the  more  advanced 
stages  of  the  disease,  the  nipple  also  is  depressed.  This  pitting  of  the 
skin  is  due  to  the  invasion  of  the  ligaments  of  Cooper  (Fig.  145  and 
Plate  3),  which,  as  has  been  shown,  furnish  support  both  to  gland-tissue 
and  to  lymphatic  vessels.  Destruction  of  these  connective-tissue  bands 
causes  a  shrinkage  which  drags  down  the  skin.  The  retraction  of  the 
nipple  is  due  to  destruction  of  the  larger  ducts. 

As  the  nodule  increa.ses  in  size  the  depression  of  the  skin  beconies 
more  marked,  until  finally  the  skin  is  attached  to  the  growth.  Infiltra- 
tion of  the  skin  next  occurs  ;  finally  the  integuments  soften  and  break 
down,  and  eventually  an  ulcer  may  form.  In  the  meantime  the  adjacent 
portions  of  the  gland  are  invaded,  and  finally  the  whole  breast  may 
become  a  brawny  mass  of  cancerous  infiltration.  Usually  the  changes 
take  place  slowly,  and  in  the  scirrhous  form  months  may  elapse  before 
a  perceptible  cnlai^ement  of  the  original  nodule  has  taken  place.  The 
growth  occurs  backward  also,  and  the  pectoral  fascia  is  invaded;  the 
tumor  then  becomes  adherent  to  the  pectoralis  major  muscle.  Mean- 
while the  glands  in  the  axilla  become  enlarged.  The  cluster  first 
infected  is  that  lying  beneath  the  margin  of  the  pectoralis  muscle.    A 
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nodule  may  also  be  frequently  felt  near  the  apex  of  the  axilla.  The 
sensation  iinixirteil  to  the  fingers  is  somewhat  characteristic.  Ttiese 
glands  are  Jai^cr  than  ordinarily  inflamed  or  hypertrophied  glands,  and 
several  are  often  matted  together,  the  conglomerated  mass  presenting 
facet*!  produced  by  pressure  against  the  adjacent  structures.  Any  very 
material  increase  in  size  of  the  axillan-  glands  or  matting  together  must 
be  n.'garded  with  suspicion.  As  the  disease  advances  the  a.\illa  becomes 
distended  with  enlarged  glands  and  the  supraclavicular  region  may  be 
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FiC.  145.— Scinbous  carcinonM. 

invaded,  particularly  the  glands  in  the  posterior  ccn-ical  triangle.  A 
very  considerable  infection  of  tlic  lymphatic  glands  around  the  large 
vessels  is  attended  with  a  diminished  return  of  blood  through  the  veins 
and  lymphatics.  A.s  a  result,  swelling  of  the  hand  and  arm  occurs,  and 
the  enlargement  may  at  times  be  ver>'  great.  At  this  |jerit>d  of  the 
disease,  generally  during  the  second  year,  the  bronchial  glands  may 
be  infected. 

When  the  disease  originates  in  the  inner  hemisphere  of  the  mamma, 
the  extension  of  the  line  of  infection  may  be  in  the  direction  of  the 
sternum.  We  then  find  nodules  at  the  border  of  the  sternum,  and  «>n 
dissection  it  is  seen  that  they  become  continuous  with  a  chain  of  enlarged 


Fn:.  146.— Infection  of  mediastina]  gtands  tind  pleim  in  t  cut  of  adv&n>.ci: 

quite  rare,  the  axilla  is  found  not  infected  several  months  after  tbc 
development  of  tlic  disease  in  the  breast. 

The  extension  of  the  disease  to  the  skin  above  occurs  also  through 
lymphatic  infection,  and  is  much  more  extensive  than  appears  to  the 
naked  eye.  Hence  the  frequent  recurrence  of  the  disease  in  the  pec- 
toral region  after  operation.  In  the  more  malignant  forma  of  cardnoma 
the  skin-infection  is  sometimes  very  extensive,  and  the  whole  chest 
eventually  becomes  infiltrated  by  cancerous  nodules  (cancer  ctt  cuirassf). 

Secondary  deposits  of  cancer  in  the  viscera  are  found  usually  al  the 
end  of  two  years  from  the  bcgpnntng  of  the  disease.  The  liver  and  the 
lungs  are  the  mast  frequent  scats  of  these  metastases.  Almost  any 
organ  may  become  infected.  Secondary  nodules  are  not  infrequently 
found  in  the  bones,  as  the  sternum,  the  ribs,  and  the  humerus.'     Spon- 

'  Accunling  to  Snuw.  wli«n  tlie  lymphatics  of  the  axiDu  arr  obMnicted  by  the  illMase, 
divrmon  of  the  curmil  txkrs  place  in  abnumial  dircciionsL,  mnd  the  lymphatics  conning  fra 
the  adjoiniiif;  humcnu  may  convey  a  deposit  (o  that  bone.  According  to  ihc  samv  Knthoc. 
the  sicrmim  \y  invaded  Ihnmgh  an  tnfrtttrm  of  thr  thyiuiu  gland.  This  marmwiDfectine  t> 
quite  insidioui,  nntl  four  or  nve  yean  may  elapse  in  th«  atTi)phic  funn^t  before  the  dcpSilCl 
uunifcst  thcnuelva^ 


SVJlGF.fty  OF  THE  BREAST.  367 

tancous  fracture  of  the  femur  is  occasionally  observed  as  the  re5sult  of 
softening  of  the  bony  tissue  by  a  cancerous  nodule.  In  rare  instances 
a  carcinomatous  nodule  may  be  found  in  the  opposite  breast;  but  it  is 
doubtful  wliethcr  the  disease  spreads  directly  from  one  breast  to  the 
other. 

Cancerous  cachexia  is  a  symptom  caused  by  tlie  absorption  of  the 
broken-down  tissues  which  arc  formed  by  the  destruction  of  the  healthy 
and  morbid  tissues  during  the  progress  of  the  disease. 

It  may  be  more  or  less  marked  while  the  disease  is  still  local- 
ized. The  improvement  in  health  after  an  operation  is  doubtless  due 
to  the  removal  of  the  morbid  products  and  the  arrest  of  the  process  o( 
absorption.  When  the  metastatic  deposits  multiply,  cachexia  becomes 
well  marked  and  is  characterized  by  anemia  and  ctnacialion.  The 
average  duration  of  life  in  carcinoma  of  the  breast  is,  according  to 
Gross,  28.06  months ;  but  this  period  may  be  greatly  prolonged  in 
some  of  the  chronic  types  of  the  disease,  such  as  the  atrophic  scirrhus. 
Patients  aflectcd  by  this  fonn  iy{  cancer  may  live  for  ten  or  fifteen 
years. 

The  diagnosis  of  cancer  of  the  breast  often  presents  great  difficul- 
ties in  the  early  stages,  but  i.s  comparatively  easy  when  the  disease  is 
well  advanced. 

The  presence  of  a  hard.  iU-dcfincd  lump  in  the  breast  in  a  woman 
between  forty  and  fifty  >'ears  of  age  is  strongly  suggestive  of  cancer. 
Other  very  characteristic  symptoms  are  the  dimpHng  of  the  skin  in  the 
neighborhood  of  the  tumor  (Fig.  145),  or  the  retractiun  of  the  nipple  if 
the  disease  is  situated  near  the  center  of  the  organ.  An  examination 
of  the  axilla  reveals  in  the  great  majority  of  cases  the  presence  of 
enlai^cd  glands,  especially  beneath  the  border  of  the  pcctoraiis  major 
muscle.  The  hardness  and  matting  together  of  these  glands  are  pecu- 
liarities highly  characteristic  of  cancer. 

In  the  more  advanced  stages  of  the  disease  the  adherence  of  the 
skin,  the  gradual  involvement  of  the  mammary  gland,  the  peculiar 
hardness  of  the  tissues,  and  the  increase  in  size  and  number  of  the 
infected  glands  in  the  axilla  make  the  diagnosis  a  comparatively  simple 
matter,  in  still  more  advanced  cases  the  presence  of  an  ulcer  on  the 
breast,  the  lenticular  nodules  in  the  .skin  of  the  chest,  and  the  enlarge- 
ment of  the  supraclavicular  glands  arc  all  frequently  observed  symp- 
toms. 

The  presence  of  a  discharge  from  the  nipple  is  comparatively  rare. 
This  symptom  is  more  frequently  observed  in  cystic  disease  and  in 
villous  papilloma. 

Treatment. — The  only  remedy  for  this  disea.se  is  a  complete  removal 
of  all  infected  areas.  The  operation  is  not.  however,  indicated  in  very 
advanced  ca.ses.  such  as  those  in  which  the  tumor  has  become  adherent 
to  the  ribs  and  there  is  extensive  involvement  of  the  skin.  Involvement 
of  the  supraclavicular  glands  docs  not  always  contra -indicate  operative 
interference. 

OptratioH, — An  operation  for  the  removal  of  cancer  of  the  breast  must 
take  into  consideration  the  routes  through  which  infection  of  the  ncigb- 
boring  structures  takes  place.  The  structures  in  which  the  disease  is 
most  likely  to  recur  after  the  breast  has  been  removed  arc  the  intcgu- 
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ments  of  the  breast,  tlie  subjacent  muscles,  and  the  glandK  of  the 
axilla.  The  modem  opcmtion  (devised  by  Halsted)  has  therefore  been 
extended  so  as  to  include  all  tlicsc  parts.  It  should  contemplate  a 
removal  of  the  gland,  paramamman,*  tissue,  and  the  integuments  in  suf- 
5ciei)t  amount  tu  include  the  su|XTfidal  lymphatic  vessels;  a  rumovai 
of  the  sternal  portion  iif  the  [lecloralis  major  muscle  and  division  or 
removal  of  tlie  pcctoralis  minor  muscle ;  a  careful  dissection  of  the 
axilla,  and,  in  diiubtful  cases,  of  the  |>o.stcnor  cervicjil  triangle. 

The  details  of  the  operation  .is  performed  by  the  writer  are  a<?  fol- 
lows :  An  incision  is  made  from  the  anterior  margin  of  the  axilla  along 
its  anterior  border,  or  slightly  above,  and  the  line  of  the  pcctoralini 


Km.  I  ^  7.— A  Miliar  s  incisions  in  nrtnoval  of  lircut  lor  caocer. 

major  muscle  around  the  lower  border  of  the  breast  to  a  ptiint  on 
boumlarj'-line  of  the  inner  and  lower  quadrant.  A  second  incisioa 
begins  at  the  mid<llf  of  the  anterior  axillary  fold  and  gradually  diverges 
from  the  first  incision  as  it  approaches  the  breast,  when  it  sweeps 
around  the  upper  border  of  the  organ  to  meet  that  indsion  again  at  its 
terminal  point.  The  amount  of  skin  thus  included  is  |>ear-shaped,  the 
point  being  at  the  upper  axillary  marg:in  (1*"!^.  147).  The  direction  of 
these  incisions  varies  somewhat  according;  to  the  locality  of  the  nodule; 
but  a  very  large  amount  of  tissue  should  be  surrounded  by  them, 
usually  the  whole  breast,  and  occasionally  a  portion  of  the  adjacent 
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integuments.  The  edges  of  the  wound  should  be  reflected  back  and 
the  dissection  made  so  as  to  expose  the  margin  of  the  mammary  gland. 
The  knife  is  now  carried  down  to  the  pcctoralis  major  muscle,  which  is 
freely  exposed  along  the  line  of  the  whole  upper  incision.  The  sternal 
portion  of  the  pcctoralis  major  muscle  is  now  .separated  from  the  thorax, 
and  the  whole  mass  to  be  removed  is  thrown  outward.  l"hc  muscle  is 
divided  near  its  humeral  insertion.  This  exposes  freely  the  pcctoralis 
minor  and  (he  axilla.  Should  the  upper  incision  have  been  carried  some 
distance  below  the  clavicle,  a  third  incision  may  now  be  made  at  right 
angles  to  the  first,  so  as  to  lay  bare  the  axillary  ves.sels  up  to  the  point 
where  they  pass  beneath  the  clavicle.  The  pcctoralis  minor  should 
now  be  divided  and  its  halves  reflected  or  removed.  The  dissection 
of  the  axilla  follows  next,  the  axillary  vessels  beinjj  carefully  cleansed 
of  all  adipose  tissue  from  their  point  of  emergence  beneath  the  clavicle 
down  to  and  through  the  axilla.  Special  attention  should  be  paid  to  a 
prolongation  of  adipose  tissue  xvhich  lies  in  froTit  of  the  vessels,  and  a 
similar  tongue  of  tissue  which  runs  up  behind  them.  A  thin,  blade-like 
mass  of  adipose  tissue  lying  between  the  serratus  magnus  and  the  sub- 
scapulans  should  al.-io  receive  the  attention  of  the  surgeon,  for  here 
numerous  shot-like  glands  are  found  in  the  more  maUgnant  forms  of 
the  disease.  As  the  dissection  of  the  axilla  proceeds  the  branches  of 
the  large  vessels  are  cut  and  tied,  and  also  any  thoracic  or  scapular 
nerves  which  interfere  with  a  thorough  cleansing  of  the  part.  The  con- 
tents of  the  axilla  are  now  reflected  outward,  together  with  the  mamma 
and  pectoral  muscles ;  a  few  long  sweeps  of  the  knife  loosen  the  outer 
attachments  of  the  mamma,  and  the  whole  infected  area  is  .separated 
from  the  body  in  one  continuous  mass. 

If  there  IS  reason  to  suspect  an  infection  of  the  supraclavicular  glands. 
the  vertical  incision  should  be  extended  above  the  clavicle  ;  the  posterior 
cervical  triangle  can  thus  be  exposed  and  its  contents  dissected.  Diiis- 
ion  of  the  clavicle  docs  not  add  materially  to  the  exposure  of  the  region. 

The  margins  of  such  an  extensive  wound  cannot  be  approximated. 
It  is  the  custom  of  many  sui^ons  to  allow  this  wound  to  granulate,  and 
to  cover  the  granulating  surface  with  skin-grafts  or  to  graft  immediately. 
A  better  plan  is  to  cover  in  the  wound  by  a  flap  taken  from  the  side  of 
the  thorax  and  turned  up  from  the  lower  margin  of  the  wound.  An 
incLsion  can  be  made  at  the  middle  of  the  lower  lip  and  at  right  angles 
to  it.  The  knife  should  be  carried  in  a  gentle  curve  downward  or 
upward  as  preferred,  or  in  both  directions,  and  the  flap  or  flaps  can  be  so 
spread  out  as  to  cover  in  the  greater  portion,  if  not  all,  of  the  exposed 
surface.  This  enables  the  operator  to  att;un  that  much-tn-bc-desired 
result,  healing  by  first  intention  [I'igs.  14S-150).  A  small  strand  of 
sterilized  gauze  should  be  a-tained  between  the  edges  of  some  portion 
of  the  wound  for  the  first  twenty-four  hours  to  drain  the  large  amount 
of  scrum  which  escapes  from  tlie  wounded  lymphatic  vessels.  This 
should  be  removed  on  the  second  day,  and  a  provisional  suture  left 
there  for  the  purpose  should  now  be  tied.  A  voluminous.aseptic  dress- 
ing should  be  applied,  in  which  the  arm  should  be  included. 

The  mortality  of  this  operation  is  at  the  present  time  very  small,  and 
may  safely  be  placed  at  2  per  cent.  Many  o]x:rators  have  a  clean 
record  of  100  consecutive  operations  without  a  death. 
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The  results  of  operations  for  the  cure  of  cancer  of  the  breast  arc 
constantly  improving.     A  disease  which  was  supposed  by  the  previous 


F'tC  148.^  Preliminary  incution  m  mcitioti  of  Um*  t>r«atl  lor  cancer. 

generaUon  of  sui^cons  to  be  inciinible  gives  a  percentage  of  thosel 
which  have  passed  the  generally  accepted  thrcc-ycar  limit  as  high  in 


Fkm.  149, 150.— Scars  showing  in<.i;iiui; 
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in  fig.  147. 


some  cases  as  50.     Such  results  could,  however,  be  obtained  only  in 
selected  cases,  as  many  cases  which  come  to  tlie  sui^eon  are.  owing  to 
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the  tendency  on  the  part  of  the  patient  to  keep  her  disease  a  secret, 
beyond  the  reach  of  the  knife,  In  30  cases  operated  upon  by  the  writer 
since  January  i,  1S95,  12,  or  40  per  cent,  remained  alive  and  wcU  at 
the  end  of  t^rce  years. 


THE  MALE  BREAST. 

The  male  breast  is  situated  principally  over  the  fourth  intercostal 
space,  or  over  the  fifth  rib.  The  average  distance  from  the  median  line 
is  10  to  12  cm,  (4  to  4.7  inches).  The  nipple  is  chiefly  elliptical  in  shape, 
rarely  circular.  The  gland  in  the  male  ha.s  a  circular  or  di.sk  shape,  or 
sometimes  an  oval  or  trefoil  outline.  It  i.s  thicke.st  at  the  center  and 
tapers  off  at  the  periphcr}'  (Schuchardt).  Similar  changes  are  noticed  at 
birth  in  the  male  to  those  already  referred  to  In  the  female.  There  is 
frequently  a  slight  enlargement,  and  sometimes  a  slight  discharge  of  a 
milky  fluid.     At  times  thi.s  may  be  accompanied  by  a  congestion,  which 
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FIG.  151. — CjrneconMsila. 

may  lead  to  inflammation  and  even  suppuration.  The  secretion  of 
milky  fluid  begins  after  the  separation  of  the  cord,  lasting  from  al»>ut 
the  sixth  to  the  tenth  day.  At  the  time  of  pubcrtj*  a  painful  swelling 
occasionally  occurs,  which  disap]x:ars  ordinarily  at  the  expiration  of  two 
or  three  week.s.  The  symptoms  may  become  more  marked,  and  abscess 
may  even  rarely  develop.  When  the  process  continues  over  a  consid- 
erable space  of  time,  it  may  eventually  be  followed  by  a  iK*nnanent 
enlargement  of  the  breast.    The  condition,  which  is  in  realitj-  merely 
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an  exaggeration  of  the  ordinary  proccsst;s  oT  development,  has  been 
described  as  mastitis  ptibescentitim  vlrilis  (Langer).     Acconl- 
ing  to  some  authors,  the  left  brcaNt  is  more  often  affected  thin 
nght 

Gynecomastia  signiBes  a  development  of  the  breast  in  the 
similar  to  that  in  the  female.  Well-formed  glandular  structures  aic 
occasionally  found  in  such  breasts.  In  some  cases  only  fibrous  and 
adipose  tissues  have  been  found.  Many  cases,  however,  arc  reported  ia 
which  secretion  nf  milk  has  taken  place,  particularly  in  ancient  timrs 
Dennis  regards  this  condition  as  a  further  development  of  that  above 
alluded  to  as  "mastitis  pubesccntium  virilis."  Dennis  calls  attention  to 
the  statement  that  gynecomastia  is  said  to  be  very  common  in  Pome- 
rania.  At  the  present  time  it  is,  however,  in  most  countries  vcr>'  rare. 
for  Pucch  shows  that,  according  to  French  military  statistics,  it  occurs 
only  once  among  1 3.000  conscripts.  The  accompanying  portrait  (Fig, 
151)  is  of  an  individual  who  exhibited  himself^  as  "half  man.  haff 
woman." 

This  malfoniution  is  found  in  cases  in  which  the  sexual  organs  an 
normal.  Williams  considers  that  cases  of  this  kind  are  probably  due 
to  reversion  to  the  condition  prevalent  when  the  males  aided  tlie  fcmaJes 
in  suckling  their  young. 

The  growth  occurs  usually  about  the  time  of  puberty,  and  more  fre- 
quently only  one  brca.st,  principally  the  left,  is  affected.  In  a  second 
^-pe  of  case  the  sexual  organs  arc  affected.  Congenital  tnalformationsi, 
especially  the  difTerent  degrees  of  hermaphrodjsm,  are  accompanied  by 
enlargement  of  the  breasts. 

Maw)!!  Warrrn  '  rcpoHt  n  c»m!  of  a  man,  sboiil  twenty-one  y<ar«  of  ■£«.  &om  wham  be 
Trniiivn)  It  nrcomatous  rij^hi  teslicli^  "Xht  juiirni  <li»l  or  pjremia,  and  at  the  aulopn4 
ulcni*.  with  wcll'fonn^  lubct  and  left  ovary  wai^  found.  There  was  also  a  prostate  glanl 
TIk-  fxlemal  geiiitiilia  wcri?  tlin^e  <A  an  li.einia]>tir[Hlitr. 

(iynccoma.stia  is  also  associated  with  gigantism  of  the  cotresj 
upper  extremity. 

Castration,  when  performed  in  early  youth  or  in  individuals 
thirty  years  of  age,  does  not  ap|X'ar  to  affect  the  breasts;  but 
performed  during  the  perii«J  of  greatest  se.vual  activity  the  operatinn 
nuiy  be  followed  by  enlargement  of  the  breasts.  Disca.ses  of  the  Icstit-, 
such  as  syphilis  or  mumps,  which  are  followed  by  atrophy  of  both  tes- 
ticles may  produce  the  same  effect.  Gonorrheal  affections  do  not  cause 
this  result,  as  this  disease  affects  principally  the  epididymis. 

Among  the  benign  tumors  there  maybe  found  in  literature  exam- 
ples of  nenrly  all  those  charaeteristit  of  the  female  breast. 

Adenoma. — Williams  cites  3  ca-ses  of  villous  papilloma,  and  Schuch- 
ardt  ineniiniis  z.  Mention  is  also  made  by  other  writers ;  but  as  the 
tumor  is  so  often  confounded  with  cy.stic  fibroma,  it  is  uncertain  ho» 
frequently  this  form  of  growth  occurs  in  the  male. 

Fibruma  is  mentioned  as  occurring  in  the  pure  form  veiy  rarely 
Cases  of  "  fibro-adenoma."  or  "  cystic  fibroma."  arc,  however,  more 
common. 

Myoma. — Virchow  reports  the  case  of  a  man.  thirty-two  years  orf 
age,  in  whom  there  were  a  dozen  tumors  tlie  size  of  a  cherry 

'  Surgirai  O^ifTvaheMt,  mtk  Catet,  1867. 
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viciTuty  of  Ihc  mamma.  A  microscopic  examination  showed  them  to 
be  almost  entirely  muscular.  I^rgc  vessels  and  ncrvc-fibers  arc  also 
found  in  the  tumors. 

Other  rare  forms  of  disease,  such  as  angioma,  lipoma,  and  chon- 
droma, are  occasionally  obser\*cd. 

In volation- cysts  arc  described  by  J.  A.  Williams,  Morp[afjni,  and 
others.  In  the  Huntcrian  Museum  there  is  a  cyst  of  the  male  breast 
presented  by  Puarce  Guuld.  According;  to  Seliuchardt.  they  are  quite 
common.  The  cases  citei!  by  this  itulhor  apjicar  to  have  Ijeen  in  indi- 
viduals varyinj^  from  fifty-five  to  sixty-one  years  of  age. 

Tubercialosis  of  the  male  breast  ap]x:ars  to  be  an  exceedingly 
rare  aiVcctian. 

Chronic  mastitis  is  occasionally  seen  in  the  mate  breast.  The 
writer  has  seen  2  cases  of  indurated  nodules  of  the  breast  in  men 
of  about  forty-five  to  fifty-five  rcsiKJCtively,  which  lastetl  for  sever.il 
months  and  then  disappeared.  No  special  cause  was  assigned  for  their 
development. 

Scirrhons  cancer  is  the  form  of  mahgnant  disease  most  commonly 
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Fig.  159 — CAfictT  of  the  male  hreail. 


observed  in  the  male  breast,  although  cases  of  medullary  carcinoma, 
melanotic  carcinoma,  and  sarcoma  are  also  reported.     Carcinoma  is  said 
II 
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to  occur  about  once  in  50  cases  (Fig.  152).     The  writer  has  had  but  1 
case  of  cardnoma  of  the  male  breast  in  the  last  100  cases. 

The  patient  was  fifty-nine  years  of  age  ;  six  years  before,  without  apparent  caiue,  a  nnall 
lump  had  appeared  near  the  nipple,  five  years  before  it  had  been  drawn  out  by  a  plaator, 
the  operation  being  repeated  a  year  later.  At  the  time  of  seeing  this  patient.  Fwniary, 
1887,  a  small  lump  was  felt  near  the  old  scar,  finnly  attached  to  the  pectoral  muscle.  The 
glands  in  the  axilla  were  enlarged.  The  scar  and  part  of  the  pectoral  muscle  were  rctnored 
and  the  axilla  was  dissected.  The  microscopic  diagnosis  was  "cancer."  Up  to  1894  then 
was  no  report  of  a  return  of  the  disease.  There  were  then  some  dvspnea  and  cough,  with 
edema  of  the  face  and  hands.  The  patient  died  October  16,  1S95.  There  were  some 
enlargement  of  the  liver  and  dulness  over  portions  of  the  chest ;  no  local  recurrence.  No 
autopsy  was  made. 

According  to  Williams,  the  tubular  form  of  cancer  is  quite 
common.  This,  he  points  out.  is  what  might  have  been  expected,  as 
the  ducts  are  the  predominating  feature  of  the  male  breast.  MeduIIai>- 
as  well  as  melanotic  cancer  is  also  reported.  The  average  age  at  which 
cancer  of  the  breast  appears  in  the  male  is,  according  to  Williams,  fifty 
years.  The  tables  given  by  various  authors  do  not  show  clearly 
whether  the  scirrhous  or  medullary  forms  predominate ;  but  a  perusal 
of  a  large  number  of  cases  reported  by  Schuchardt  shows  that  the 
scirrhous  type  is  apparently  the  prevailing  one.  An  analysis  of  18 
fatal  cases  by  Williams  gives  the  average  duration  of  life  at  sixty-one 
months,  which  is  more  than  double  that  allowed  by  Gross  for  cancer  in 
the  female  breast. 

Wagstaffe  reports  a  case  of  removal  of  both  breasts  in  a  man  for 
scirrhous  cancer.  Cases  of  Paget's  disease  and  of  forms  of  cutaneous 
cancer  of  the  breast  are  reported,  but  appear  to  be  comparativdy 
rare. 

The  treatment  of  cancer  of  the  breast  in  the  male  should  difler  in 
no  respect  from  that  laid  down  for  the  female  breast. 

Sarcoma  of  the  male  breast  is  occasionally  observed.  In  25  tumors 
of  the  male  breast  tabulated  by  Williams  there  were  16  cases  of  cancer 
and  3  of  sarcoma. 


CHAPTER   VTII. 


THE  TECHNIC  OF  ABDOMINAL  SURGERY. 

Nomenclature. — At  the  time  of  the  introduction  of  Abdominal 
Surgcr>'  the  tcmi  *"  gaslrotoniy  "  had  been  used  to  denote  the  operation 
of  opening  the  abdominal  aivity.  In  Englanii  this  term  gave  way  to 
"abdominal  section,"  and  in  America  to  "laparotomy."  The  latter 
term  is  derived  from  Xuzdon,  the  flank.  The  temi  "celiotomy  "  {xot).ia, 
belly)  has  recently  been  substituted  for  these  various  names  by  many 
writers. 

Preparation  of  the  Patient. — Ik-forc  the  ordinary  operations  of 
pelvic  surgery  the  patient  should  be  cautioned  to  eat  sparingly  oi  food 
for  two  or  three  clays  :  thirty-six  hours  before,  a  cathartic  should  be 
given.  Half  an  ounce  of  castor  oil  or  the  same  amount  of  Rp.soni  saJt 
is  usually  orderetl.  In  «>[K.'rati()ns  for  resection  of  the  intestines  a  lonj^er 
period  of  preparation  is  desirable,  and  the  use  of  liquid  diet  and  cathar- 
tics should  be  maintained  f<ir  several  days.  Before  operations  on  the 
stomach,  it  is  desirable  that  the  stomach  be  washed  out  witii  boric-acid 
solution  (2  [KT  cent.)  nnce  a  day  for  tliree  or  four  days.  The  diet  on 
the  day  befoit  all  abdtmiinal  operations  .sliouUI  con.sist  of  liquid  food 
without  milk,  as  in  this  way  the  smallest  annfunt  of  residue  accumulates 
in  the  lower  bowel.  The  patient  shouhl  take  a  warm  bath  some  time 
during  the  day,  after  which  the  skin  of  the  abdomen  should  be  carefully 
prepared.  The  method  of  preparation  varies  greatly  with  diflferent 
surgeons.  The  foliowinu  is  the  routine  method  at  the  Massachusetts 
General  Hospital : 

The  abdomen  is  shaved,  and  all  hair  is  removed  from  the  vulva  as 
well  as  from  the  pubes.  A  jwultice  of  soft  green  soap  is  applied  aiul 
left  on  from  two  to  four  hours.  The  skin  is  next  scrubbed  with  soap 
and  water,  then  washed  with  chlorinated  soda  (i:  lo),  and  next  with 
ether  to  remove  the  last  remnants  of  oily  sub.stances.  The  skin  is  now 
disinfected,  first  with  hydrogen  peroxid  and  afterward  with  a  solution  of 
corrosive  sublimate  (i  :  lOOO).  A  gauze  and  cotton  poultice  soaked  in 
a  solution  of  corrosive  sublimate  (i  :  5000)  is  then  applied  and  left  on 
all  night. 

On  the  morning  of  the  operation  this  corrosive  dressing  .should  be 
changed  and  a  vaginal  douche  of  corrosive  sublimate  ( i  :  5000)  given. 
In  all  operations  upon  the  female  pelvic  oi^ns.  and  especially  before 
hysterectomy,  thorough  preparation  of  the  vagina  is  necessary.  This 
should  consist  of  daily  cleansing  with  green  soap  and  water,  fol]owL*d 
by  corrosive  douche.';  Un  two  or  thrire  days  prcWous  ti>  the  o[>eration. 
On  the  morning  of  the  ojieralion  no  food  but  a  cup  of  beef-tea  or  broth 
should  be  allowed.  It  is  ncccssarj'  that  on  the  morning  of  the  opera- 
tion an  enema  should  be  given;  this  may  be  simple  soapsuds  or  may 
contain  glycerin, 

574 


276 


INTERNAT/OS'AL   TEXTBOOK  Of  SURGERY, 


Patients  in  feeble  condition  may  require  some  form  of  stimuUticiQ 
for  a  longer  or  shorter  time  before  the  operatior.  Strychnin  in  moder- 
ate doses  may  Ix;  yiven  for  several  days,  and  just  before  the  operation  i 
small  quantity  nf  brandy,  with  or  without  strychnin,  and  morphin  mav 
be  advantageous.  It  is  of  llic  greatest  in]|Mjrtance  to  be  sure  that  the 
bladder  is  thoroughly  enipljwl.  prrfenibly  by  catheter,  just  before  the 
operation. 

The  patient  should  be  warmly  clothed ;  a  light  undershirt  may  be 
worn   bciio^th  the  night-dress,  and  stockings  should  protect    the  lc|;s.' 
If  hot-water  bottles  are  used,  great  care  should  be  exercised  while  thr' 
patient  is  under  the  influence  of  the  anesthetic,  and  it  is  well  to  a^'oid 
ihcir  use  excrpt  in  cases  of  well-market]   shock, 

ArTan^cment  of  Operating-rooms. — The  equipment  of  br 
pital  operating-rooms  has  been  discussed  cl.scwherc  ;  what  follows  rcfcrtj 
to  oixT.itions  in  the  rooms  ol  a  private  house.  No  elalK>raic  pre}UT3-l 
tion  is  necessar)'.  The  room  should  be  swept  and  cleansed  the  diyj 
before;  superfluous  draperies  should  be  removed,  and  cunains  M] 
arranged  as  to  afford  plenty  of  light.  The  furniture  and  wood-worlfj 
of  the  room  should  Ise  washed  with  corrosive  sublimate  or  carbolic 
at  lea-^t  as  recently  as  the  daj'  before  the  operation.  If  these  arracigr- 
ments  cannot  U-  made  the  day  before,  the>-  should  be  omitted.  a,s 
sweeping  will  render  the  air  less  pure.  The  temperature  of  the  nmotj 
should  be  at  least  75°  V.  When  possible,  a  spedal  opcrating-tablej 
should  be  used,  upon  which  the  patient  may  be  placed  in  the  Trcndcl-] 
eiiburg  position — a  position  which  is  almost  universally  employed  m] 
the  United  States  in  pelvic  surger)'.  The  dimensions  of  such  a  tabkj 
should  be  about  as  follows  :  Heiglit,  34  inchcjf  ■.  length.  6]j  feet ;  width,  ill 
inches.  A  suitable  table  can  always  be  improvised.  Two  or  three  &nuii 
tables  are  necessary  for  instruments,  sutures,  and  sponpcs.  as  well  ^s  liip 
disinfecting  and  irrigating  solutions  and  dressings.  These  tables  shonldj 
be  covered  with  sterilized  towels.  The  solutions  needed  arc  a  saturated 
solution  of  potassium  permanganate,  a  saturated  solution  of  oxalic  add.i^ 
hydrogen  peroxid,  corrosive  subUmatc,  sterile  salt  solution  or  slcrilcj 
water. 

The  towels,  sheets,  and  dressings  used  in  the  operation,  as  well  at| 
the  clothing  of  the  patient  and  the  gowns  of  the  sui^con  and  his  assisi- 
ants.  should  be  thoroughly  sterilized.  The  surgeon  or  one  of  his 
trained  assistants  should  be  responsrible  for  the  sterilization  of  ihcst 
In  many  large  cities  manufacturers  of  siii^cal  dressings  are  ppqiared 
to  supply  a  modern  oj>e rating-table  and  all  sterilized  supplies.  Usually 
the  surgeon  prefers,  however,  to  supply  his  own  sponges  (I-'ig.  153). 

The  instruments  should  be  boilc<l  in  a  i  per  cert,  solution  of  sodium 
bicarbonate  and  water  and  placed  with  the  towci  which  holds  tbcra 
u|>on  the  instrument-table,  where  they  should  be  exposed  only  at  tlw 
last  minute.  Instruments  var>'  with  the  ideas  of  the  surgeon.  Tho' 
should  nut  be  too  numerous.  The  sui^on  should  learn  to  work  with 
simple  tools.  .A  dt>zen  small  and  half  a  dozen  large  hemostatic  forcqM 
are  usually  sufficient.  Two  pairs  of  long-toothed  dissccting-forcepsan: 
for  the'use  of  the  surgeon  and  his  assistants  throughout  the  operation. 
Two  broad  and  two  narrow  retractors,  a  Cleveland  needle,  or  an 
ancurj'sm-nccdlc,  a  blunt  dissector,  two  pairs  of  blunt  scissors,  large 
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and  small  double  hooks,  and  two  scalpels  complete  the  list  of  instru- 
ments usually  needed;  but  in  operations  for  large  intra-abdominal 
tumors,  and  especially  for  hysterectomy,  three  or  four  pairs  of  large 
clamp-forceps — "Spencer  Wells  forceps'* — will  be  necessary.  Speci- 
ally devised  instruments  are  to  be  avoided ;  alt  instruments  should  be 
nickel -plated. 

The  anesthetic  had  better  be  administered  while  the  patient  is  still 
in  bed.  To  many  patients  the  details  of  a  modem  sui^ical  operation 
would  be  shocking,  and  they  sliould  be  sjjared  all  signs  of  preparation. 

The  patient  having  bet:n  anesthetized  and  placed  upon  the  table,  the 
skin  of  the  abdomen  should  again  be  scrubbed  with  soap  and  water 
and  thoroughly  disinfected  with  corrosive  sublimate  and  alcohol    All 
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FlO,  153. — Patient  prepared  for  f>pera(ion.     A  T>cTl'oraie<l  stiwt  rover*  patient  and  anesthe- 
iiter  and  espoM*  ihe  lidd  ot  operation. 

chemical  solutions  should  be  washed  from  the  5kin  of  the  abdomen 
with  sterile  salt  solution  or  sterile  water  before  beginning  the  operation. 
The  paiient  should  be  covered  witli  sterilized  sheets  and  towels,  leaving 
no  part  exposed  save  a  suitable  opening  for  the  field  of  operation. 

I/igattires. — The  ligatures  may  be  either  silk  or  catgut.  Catgut 
is  preferable  in  septic  wounds,  because  it  is  absorbed,  and  one  cause  of 
future  sinuses  is  thus  avoided.  It  is  not  so  secure  a  ligature  as  silk. 
Silk  ligatures  may  be  used  in  all  aseptic  operations,  although  many 
surgeons  regard  them  as  a  possible  source  of  irritation  under  any  con- 
ditions. All  ligatures  should  be  thoroughly  sterilized  bcforeliand;  silk 
ligatures  may  be  rc-stcrihzed  at  the  time  of  the  operation  by  boiling 
them  with  the  instruments. 
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Sponges. — Sea  sponges  rcquin;  tedious  methods  of  cleansing  and 
cannot  be  stcritizcd  by  steam  ;  they  are  therefore  no  longer  used  at 
the  Massachusetts  General  Hospital.  They  do  not  possess  any  adv-^n- 
tage  over  the  dry  absorbcnt-fjauze  sponjjes,"  handkerchiefs,"  and  towels. 
These  are  nnadc  from  what  is  known  as  No.  2  or  No.  3  absorbent  gauze 
Pieces  of  the  gauze  1 2  inches  in  length  are  folded  to  form  a  pad  about 
the  size  of  the  palm  ol'  the  hand.  These  arc  used  as  sponges ;  nr. 
attached  tn  forceps,  may  Iw  used  to  wipe  clear  the  various  recesses  vi 
the  abdominal  cavity,  flauxe  cut  in  one-  or  two-yard  lengths  is  used 
for  walling  off  the  intestines  from  the  field  of  operation  ;  owing  to 
their  size  and  absorbing  power,  these  gauze  handkerchiefs  or  towels  are 
most  useful  in  protecting  the  viscera  from  injur>'  and  contamination. 
AH  sponges  should  be  absolutely  sterilized,  and  the  number  of  sponges 
used  in  the  oijcration  should  be  accurately  known.  It  is  of  the  greatest 
importance  that  no  foreign  body  be  left  behind  in  the  abdominal  cavity 
after  the  operation  ;  and  to  prevent  this  a  careful  count  of  all  sponges 
and  hemostatic  forceps  should  be  made  by  the  surgeon  and  his  assist- 
ants before  the  operation  and  again  before  closing  the  abdominal 
wound. 

Irrigating  Solutions  and  Restoratives.— Sterile  salt  solutioo 
should  be  the  irrigating  fluid  for  tiic  exterior  and  interior  of  the  abdo- 
men ;  it  must  also  be  used  for  rinsing  the  hands  and  arms  of  the  oper- 
ators during  the  ojKJnition.  A  large  supply  of  this  solution  should  be 
at  hand;  it  can  readily  be  prepared  from  saline  tablets.  The  tempcn- 
turc  of  the  irrigating  solution  should  be  at  least  no**  F.  Salt  soluti< 
i.«!  also  of  great  value  for  subcutaneous  injection  in  cases  of  shock 
hemorrhage.  Its  use  should  not  be  confined  to  cases  of  hemorrhage; 
both  injected  subcutancinisly  and  used  as  cnemata,  it  is  invaluable  in 
cases  of  cardiac  depression  and  colln]}se.  One  or  two  pints  injected  in 
this  w;iy  will  be  t]uickly  absorbed,  Krandy  and  ammonia,  strychmn, 
digitalis,  and  other  cardiac  and  rc.spiratory  stimulants  should  be  avail- 
able. 

Assistants. — The  number  of  assistants  should  be  reduced  to  tfaofe 
absolutely  needed,  as  the  chance  of  infection  is  thus  diminished.  An 
aneslhetizer.  one  assistant,  and  one  nurse  are  sufficient  for  many  opera- 
tions; but  fiir  Ihc  more  difficuU  abdominal  ojwrations  extra  assistant* 
may  be  required.  The  assistant  should  stand  opposite  the  opcratoi 
The  surgeon  should  stand  on  the  patient's  right  when  the  latter  is 
the  horizontal  position,  but  on  the  left  when  in  the  Trendelenburg 
tion :  the  nurse  should  stand  near  the  assistant.  Long  sterilized  gowns 
should  be  worn  by  all.  Sterilized  caps  arc  now  generally  worn.  Some 
surgeons  use  sterilized  masks.  The  mask  is  an  ad<litionaI  protection 
if  the  surgeon  wears  a  long  bcartl  or  is  obliged  to  lecture  while  oper- 
ating, especially  in  cases  of  large  abdominal  \vounds.  Cotton  gimcj 
arc  now  less  used  than  formerly,  as  they  are  easily  saturated.  Rubber 
gloves  have  come  into  general  use  for  abdominal  surgerj'.  and  as  at 
present  manufactured  interfere  but  little  with  the  tactile  sense. 

Preparation  of  the  Hands. — The  hands  of  the  surgeon  and  all 
assistants  should  be  scrubbed  for  ten  minutes  with  soap  and  hot  water, 
using  a  sterilized  nail-bnjsh.  Particular  attention  should  be  paid  to  the 
finger-nails — they  should  be  kept  short,  and  after  scrubbing  with  soap 
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and  water  the  hands  and  arms  should  be  washed  in  ether  or  alcohol. 
After  this  they  should  be  immersed  in  a  saturated  solution  of  potassium 
permanganate,  and  tlitn  cotnpielely  dccalorizcd  in  a  saturated  solution 
of  oxalic  acid,  with  or  without  the  additional  use  of  hydrogen  pcroxid, 
after  which  they  are  allowed  to  soak  in  a  solution  of  corrosive  subli- 
mate (1  :  3000).  Ilefore  operating  all  traces  of  these  strong  disinfect- 
ants must  be  removed  from  the  hands  and  arms  by  rinsing  them  in 
sterile  salt  solution  or  sterile  water.  Corrosive  sublimate  or  any  strong 
chemical  must  not  come  in  contact  with  the  peritoneum. 

Many  surgeons  are  content  to  use  <.Mi]y  alcnhol  and  corrosive  sub- 
limate as  disinfectanLs  after  scrubbing  the  hands  and  arms  In  soap  and 
water. 

Incision. — The  incision  should  give  ready  access  to  the  field  of 
operation  and  at  the  same  time  leave  the  structures  of  the  abdominal 
wall  in  a  condition  most  favorable  for  preventing  subsequent  hernia. 
The  incision  may  go  directly  through  the  linea  alba,  or  through  the 
linca  semilunaris,  or  through  the  muscles  of  the  abdominal  wall  by 
blunt  separation  of  the  6bers.  Undoubtedly  an  incision  through  intact 
muscular  fibers  is  the  best  provision  against  hernia.  The  facts  that  the 
linca  alba  and  the  linea  semilunaris  have  been  so  frequently  .selected  for 
incision,  and  that  ventral  hernia  has  often  followed  abdominal  section, 
would  seem  to  prove  that  hernia  takes  place  most  frequently  through 
fascix.  An  inci.sion  through  muscular  walls  tends  to  make  a  more  or 
less  zigzag  opening,  muscular  fibers  retracting  here  and  there  beneath 
the  cut  edges  of  an  clastic  aponeurosis  (see  Fig.  29,  Vol.  I.,  p.  91).  An 
incision  through  tendinous  structures  is  more  readily  brought  into  appo- 
sition than  one  through  muscle ;  but  this  advantage  i.s  more  than  offset 
by  the  greater  tendency  to  hernia.  It  is  possible  that  careful  preserva- 
tion of  the  nen'e-supply  of  the  abdominal  muscles  may,  by  preventing 
muscular  relaxation,  still  further  diminish  the  chances  of  hernia. 

The  usual  incision  for  exploration  or  operation  upon  the  pelvic 
or^ns  is  in  the  median  line,  between  the  umbilicus  and  the  pubcs.  An 
incision  from  3  to  4  inches  long  is  generally  sufficient.  Such  an  incis- 
ion is  large  enough  for  the  introduction  of  the  hand  for  the  purpose 
of  exploration  of  either  of  the  lower  quadrants.  The  incision  may  be 
carried  downward,  taking  care  to  avoid  the  bladder,  giving  free  access 
to  the  pcKic  cavity  ;  or  it  may  be  continued  above  the  umbilicus  to  avoid 
the  ligaments  and  vessels  wliich  approach  the  median  line  at  this  point. 
An  incision  above  the  umbilicus  in  the  median  line  permits  access  to  the 
regions  of  the  liver,  the  stomach,  and  the  pancreas.  Incisions  through 
the  linear  scmjtunares  give  acces.^i  to  the  gall-bladder  and  biliary  ducts 
and  the  duodenum  on  the  right,  the  spleen  on  the  left,  the  kidneys  and 
the  ascending  and  descending  colon.  Incisions  in  the  iliac  region  may 
be  necessiiry  to  reach  the  appendix  or  sigmoid  flexure,  and  in  the  flanks 
to  reach  the  kidncj's  or  the  colon.  There  Is  a  growing  tendency  among 
surgeons  to  make  the  incision  directly  over  the  organ  to  be  operated 
upon,  dividing  muscular  fiber  by  blunt  dissection  wlien  possible.  Many 
operations  upon  the  gall-bladder,  stomach,  kidneys,  and  spleen  are 
done  through  oblique  incisions  more  or  less  parallel  to  and  at  no  great 
distance  from  the  border  of  the  ribs. 

An  incision  in  the  median  line  should  be  made  as  follows :  The  first 
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cut  of  the  knife  should  expn5;e  the  linea  alba  and  the  aponeui 
the  rectus  muscle;  the  cuts  of  the  knife  should  be  of  equal  length 
divide  the  tissues  evenly.  Vessels  of  any  size  should  be  caught  b>* 
hemostatic  forceps.  The  aponeuro.sis  of  the  rectus  should  be  divided, 
and  the  muscular  fibers  just  on  one  side  of  the  median  line  separated 
by  the  handle  of  the  knife  or  by  a  blunt  dissector.  The  underlying 
tissues  should  be  divided  carefully  between  dissecting- forct;|Js  until  the 
perittmeum  is  reached.  This  shouUI  be  seized  in  the  same  manner, 
when  a  small  nick  with  the  knife  allows  the  entrance  of  air,  which  sq>- 
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Pic  t$4. — opening  The  ptHtoneum;  (wttenl  >n  Trcnritlrnbnfg  postiion. 

aratcs  the  peritoneum  from  the  underlying  intestines.  Further  divistoa 
of  the  fxrritoncutn  and  enlargement  of  the  incision  should  be  done  with 
scissors,  cutting;  over  the  finger  introduced  into  the  peritoneal  cavity 
(Fig.  154).  Many  surgeons  still  prefer  to  make  the  incision  directly 
through  the  fibrous  tissues  of  the  linca  alba  going  through  the  border 
of  the  rectus. 

Exploration  should  be  done  carefully,  so  that  rough  handling  of  the 
intestines  or  pressure  of  a  portion  of  them  against  the  abdominal  wound 
may  be  avoided.  If  the  operation  is  to  deal  with  pelvic  oi^ans,  it  may 
usually  be  done  best  with  the  patient  in  the  Trendelenburg  position,  far 
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the  entrance  of  air  together  with  the  action  of  gravity  favors  the  falling 
away  of  the  coils  of  intestines  {Fij(.  i  g6).  This  position  should  be  used 
even  thouyh  pus  be  found.  Suppuration  in  the  Fallopian  tubes  is  not 
infrequently  sterile ;  and,  moreover,  infected  areas  can  be  most  thoroughly 
isolated  by  means  of  the  "  walling-off "  process.  This  process  consists  in 
systematically  spreading  out  large  gauze  handkerchiefs  so  as  completely 
to  cover  over  and  shut  out  all  parts  of  the  abdominal  cavity  not  to  be 
included  In  the  operation.  Several  of  these  large  pieces  of  gauze  care- 
fully introduced  will  furnish  ample  protection  against  infection  ( Fig.  1 56). 
A  free  end  should  always  remain  outside  of  the  wound.  For  deep  spong- 
ing the  smaller  gauze  pads  may  be  used ;  these  can  be  attached  to  long 
artery-forceps  or  sponge-holders,  and    used  to  wijie  out   the  farthest 
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r.iic^l  vj'.iiv   .iiul  LipOiurt  ■-■{  lumui  ;   paticnt  in  Trendelenburg 
posiiion. 


recesses  of  the  abdominal  cavtty.  Great  care  should  be  taken  that  no 
sponge  or  gauxe  be  left  in  the  abdomen  after  the  operation.  To  insure 
the  accuracy  of  the  sponge-count  made  before  the  operation  and  to 
be  verified  at  its  close,  no  sponges  or  pieces  of  gauze  should  be  cut, 
or  torn,  or  taken  from  the  operating-room  during  the  operation.  The 
large  "  walling-ofi""  gauzes  should  be  left  untouched,  if  possible,  through- 
out IIk-  operation. 

The  conditions  in  the  abdominal  cavity  are  too  favorable  to  hemor- 
rhage to  allow  the  neglecting  of  any  bleeding  point.  Such  a  point 
after  closure  of  the  wound  becomes  inaccessible,  and  hemorrhage  will 
give  no  sign  of  its  presence  until  grave  damage  has  been  done.  All 
bleeding  points  should  be  cauglit  by  hemostatic  forceps  and  securely- 
tied.     Lai^e  bands  of  adhesions  and  [ledicles  should  be  transfixed  with 
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the  Cleveland  needle  or  some  similar  instrument,  and  tied  in 
The  size  of  the  ligature  is  governed  by  the  size  of  the  part  to  be  tie 
Care  should  be  taken  that  no  tension  is  made  upon  the  part  durinj;  the 
aii|)lication  of  the  ligature,  and  that  too  lai^c  areas  of  tissue  are  not 
ligatured,  for  relaxation  of  the  tissues  after  removal  of  the  clamp  «itl 
favor  slipping  of  the  thread-  Oozing  must  be  met  by  terop>ofary  pack- 
ing ;  if  severe,  it  may  lead  to  partial  non-closure  of  the  abdominal  *^l 
If  suppurating  areas  have  been  exposed,  irrigation  may  be  nccessar}-; 
in  which  case  care  should  be  taken  not  to  allow  any  of  the  fluid  to  leak 
into  the  protected  regions.  The  "  walling-off"  gauze  should  beldtin 
position,  the  patient  lowered  to  the  horizontal  position,  and  the  irrigatuf 
stream  directed  against  the  area  in  question  with  only  moderate  force. 
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Ftfr.  1^6. — Stump  of  uterus  and  pelvis  censed  aftrr  hyt^icreclomy  by  placing  ihr  t:iiiiicC 
ID  Ihc  TrvndFlentiuri:  position  nnil  wallinE  nn  the  intestin»  with  saurr  handkendiieh  llaJ^ 
diaBTsmTnnikt. 


irrigiH 
intro^l 


For  this  localized  irrigation  a  pitcher  is  the  best  instrument;  fort 
tion  of  the  general  peritoneal  cavity,  the  irrigating- flu  id  should  be  i 
duced  into  all  the  deep  reccs-scs  by  snnie  form  of  sterilized  irrigating 
tiilK*.  After  this  the  Urge  gauzes  should  he  removed  and  all  fluids  and 
debris  wiped  out  with  dry  sponges,  paying  special  attention  to  the  deeper 
recesses  of  the  peritoneum. 

I>raitiasrc* — As  stirgical  experience  has  grown  and  aseptic  technk 
has  improved,  surgeons  have  resorted  less  frequently  to  drainage 
Drainage  should  be  considered  during  an  operation  when  infection  las 
been  introduced,  when  trauma  has  been  done  to  the  peritoneum,  when 
raw  and  oozing  surfaces  must  be  left,  when  general  peritonitis  or  acuic 
local  peritonitis  has  been  found.      Hemorrhage  may  be  a  condition 
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demanding  drainage.  Until  recently  these  conditions  were  invariably 
treated  by  drainage,  but  it  was  shown  by  Clark  that  in  many  cases 
contamination  during  the  operation  of  a  previously  normal  peritoneum 
with  small  amounts  of  pus  or  septic  fluids,  or  the  leaving  behind  of 
denuded  surfaces  from  which  blood  or  serum  migiit  collect  in  dead 
spaces,  could  be  cared  for  better  by  the  absorptive  channels  of  the 
peritoneum  than  by  any  form  of  drainage,  provided  proper  conditions 
were  established.  If  the  peritoneum  is  normal,  it  will  dispose  of  mod- 
erate amounts  of  infection  or  hemorrhagic  or  serous  oozing  consequent 
upon  operation.  Hut  a  prcWously  infected  peritoneum  cannot  take  care 
of  contamination ;  therefore,  all  cases  of  acute  local  or  general  peritonitis 
must  be  drained.  There  is  need  of  experience  to  determine  how  much 
infection  can  be  disposed  of  safely  without  drainage.  General  rules 
may  be  laid  down  as  follows :  When  moderate  amounts  of  pus  or  sep- 
tic fluids  from  pelvic  abscesses  or  suppurating  cysts  have  soiled  the 
peritoneum  during  the  operation,  or  when  raw  and  denuded  surfaces  are 
to  be  left,  or  when  it  may  be  supposed  that  some  infection  has  been 
introduced  from  without,  Clark's  method  without  drainage  should  be 
adopted.  But  when  large  amounts  of  pus  have  poured  out  into  the 
general  abdominal  cavity,  or  when  acute  local  or  general  peritonitis  is 
present,  drainage  more  or  less  complete  is  needed. 

Clark's  method  of  "postural  drainage"  is  as  follows;  At  the  close 
of  the  operation  all  fluids  and  debris  are  carefully  sponged  out  of  the 
peritoneal  ca\'ity.  after  which  thorough  irrigation  into  every  part  of  the 
canity  with  hot  sterilized  salt  solution  is  employed.  After  the  irrigating 
fluid  has  returned  clear,  one  or  two  pints  arc  allowed  to  remain  in  the 
abdominal  cavit)',  and  the  abdominal  wound  is  closed  without  drain- 
age. ^\ftcr  the  patient  is  put  to  bed  the  foot  of  the  bed  is  elevated  18 
inches  for  twenty-four  hours.  This  favors  the  action  of  the  intraperi- 
toneal currents  toward  the  diaphragm.  It  has  been  proved  that  the 
only  absorbing  channels  of  the  peritoneum  for  foreign  bodies  are  situ- 
ated at  the  diaphragm,  and  that  there  are  currents  in  the  peritoneal 
cavity  carr\'ing  foreign  particles  from  the  pcUis  to  these  lymph -channels 
of  the  diaphragm,  and  that  the  action  of  these  currents  is  favored  by 
gravity. 

Postural  drainage  has  been  proved  reliable  and  safe  in  cases  of  mod- 
erate infection  of  a  normal  peritoneum  by  operation  :  it  has  not  changed 
the  principles  of  drainage  necessary  in  acutely  septic  or  extensively  con- 
taminated conditions. 

The  kind  of  drainage  to  be  used  in  most  cases  should  be  gauze. 
Glass  tubes  have  been  abandoned  by  the  majority  of  surgeons,  bccau.w 
of  the  case  with  which  infection  may  be  carried  by  them,  and  also  by 
their  tendcnc)*  to  cause  necrosis  and  sinus-formation  and  even  intestinal 
fistula.  When  it  is  necessary  to  drain  large  collections  of  pus,  soft- 
rubber  drainage-tubes  surrounded  by  gauze  should  be  used.  But  the 
cases  arc  few  in  wliich  gauze  wicks  will  not  answer  ever>'  purpose. 
Strands  or  folds  of  gauze  should  be  carried  down  to  the  di.sca.sed  area, 
or  to  the  recesses  where  fluid  may  collect,  and  led  out  of  the  abdominal 
wound.  Harrington's  gauze  tapes  are  useful  for  this  purpose.  The 
ends  of  the  external  portion  of  the  gauze  should  be  cut  oflT  as  often  as 
dry.    Gauze  should  Ijc  removed  hy  the  end  of  the  fifth  day,  but  in  many 
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cases  the  j^auze  wicks  may  be  removed  In  twenty-four  to   thirt}--sx 

hours,  and  thdr  point  of  exit  closed  by  sutures. 

Sutures. — Suture    material   is  various:   silkworm-gut,  silk,  sUvcr 
wire,  catgut  and  iininial  tendon.  esjx:cia]Iy  the  kangaroo-tendon,  ali  havr 
thdr  advocates.     Catgut  and  animal  tendon  should  be  mainly  used 
buried  sutures.     Silkworm-gut,  because  of  its  non -absorbable  qualitif 
and  its  pliability,  is  one  of  the  vaqsX  advantageous  sutures.    Fault}' sutc 
ing  may  cause  stitch-abscesses  and  ventral  hernia.     The  sutures  may 
include  the  whole  of  the  abdominal  wall.     They  should  be  tntroduca^ 
about  \  inch  from  the  margin  of  the  wound  and  should  include  a^| 


Hl'l    117- — ITiroujih-anrl-ilirr 


iiuTM.  all  a[>plkd  belotv  tyin^ 


the  tissues  divided — they  should  number  about  three  to  the  inch  (Fig* 
157).  A  gauze  pad  should  protect  the  intestines  during  the  in.sertion' 
of  sutures,  and  no  stitch  should  be  tied  until  all  have  been  taken  ;  super- 
ficial stitches  may  be  inserted  between  them  (Tig.  158).  The  necessan' 
tension  in  this  f(irm  of  suture  may  create  conditions  favorable  for  sup- 
puration along  the  suture-track.  Care  should  be  taken  that  no  portioo 
of  the  omentum  or  intestines  is  ensnared  by  this  suture. 

Many  surgeons  approximate  the  peritoneum  with  a  continuous  stitdi 
of  fine  catgut  or  silk,  thus  shutting  olT  the  peritoneal  cavity  and  pfe- 
venting  the  edges  of  the  peritoneum  from  being  folded  in.     After  thi» 
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methods  of  operation  vary ;  some  sui^eons  suture  the  remaining  struct- 
ures with  one  stitch,  others  suture  the  v.irious  layers  separatdy  by  a 
continuous  or  interrupted  stitch  (!%'.  159).  In  this  fomi  of  suturing 
the  skin  is  usually  approximated  by  the  continuous  buried  suture  of 
silkworm-gut  or  silver  wire.  Suturing  the  peritoneum  and  the  struct- 
ures of  the  abdominal  wall  scixiratcly  should  be  the  method  adopted 


/ 
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Pig.  159. — ^Tylng  a  supprficlxl  lulure  b«w««n  two  de«p  sutures  (stikworm-fut). 

when  [mssible.  because  by  this  method  the  dangers  of  sepsis  to  which 
the  external  suture  is  exposed  are  avoided.  When  speed  is  needed  the 
through-and-through  interrupted  suture  is  the  only  one  to  be  used. 

Sutures  should  not  be  removed  until  the  scar  has  become  sufficiently 
firnj  not  to  yield  to  tension.  Stitclics  arc  usually  removed  from  the 
tenth  to  fifteenth  day.  One  of  the  advantages  oi  buried  sutures  is  the 
(act  that  by  remaining  in  |Kisition  they  insure  firm  union  of  the  parts. 

Whenever  muscles  have  been  divided,  great  care  should  be  used  to 
secure  accurate  apposition  of  the  fibers  by  suturing  with  catgut  or 
animal  tendon. 


FlO.   IS9 

A  few  sui^eons  use  a  collodion  dressing  over  the  line  of  suhii 
and  dispense  with  the  swathe.     This  method  has  not  been  gcncraJh' 
accepted. 

After-treatment. — In  a  case  progressing  steadily  toward  conva- 
lescence little  after-treatment  is  needed.  The  use  of  morphin  to  reliot 
pain  in  the  first  twenty-four  hours  is  one  about  which  surgeons  disagree 
It  may  be  well  immediately  after  the  operation  to  give  a  small  amount 
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Fia.  i6a— ApirUi-alioQ  u(  ilreuini^  caiul&ting  of  scvciitl  Uij'ein  of  Kaute.  .  Th«  arrange' 
ncnt  of  ibe  night-thin  so  as  to  sccorc  the  bands  of  the  pitieni  during  the  opcmliun  itabo 
shown. 


necessary  lest  tliey  come  in  contact  with  the  skin  nf  the  utsensible 
patient.  The  fool  of  the  bed  should  be  elevated  and  absolute  quiet  and 
rest  secured-     Cardiac  stimulants  are  exceedingly  valuable,  but  should 


PIO.  l6i. — The  iwathc  held  by  perineal  strups. 


not  be  abused.  Strychnin  in  doses  of  ^  grain  ts  of  the  greatest  value 
Kncmata  arc  most  valuable  in  this  condition.  In  all  cast-s  of  shock, 
whether  from  hemorrhage  or  cardiac  collapse,  large  cnemata  of  salt 
solution,  with  or  without  the  addition  of  brandy  and  black  coflcc,  should 
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be  used.     The  subcutaneous  injection  of  sterilized  s^lt  solution  has  been 
proved  of  value  in  oi-ses  of  shock,  collapie,  and  hemorrhage. 

After  abdominal  operations  no  food  should  be  given  for  twenty-fcur 
hours  and  no  water  for  the  first  twelve  hours.  Thirst  is  best  rcUevod 
by  cncmata  of  salt  solution,  but  the  patient  may  rinse  the  mouth  oca- 
sionally  with  warm  or  cold  water.  The  first  nourishment  should  be 
leaspoonful  diises  of  milk  and  lime-water,  equal  |»arts,  given  once  an 
hour.  The  wmnunt  of  this  nourishment  should  be  gradnally  incrca<aj 
for  fnrtj' -eight  hours,  during  which  time  it  should  be  the  only  food.  On 
the  third  day  the  diet  may  consist  of  milk-toast,  bccf-tca,  chicken-broth, 
and  milk ;  solid  food  is  not  jjiven  before  the  fifth  day.  In  favorable 
cases  gas  may  be  passed  from  the  b!>wcls  in  from  twelve  to  lwcnt>*-fi:tnr 
hours.  The  urine  should  be  drawn  by  catheter  if  not  passed  within 
twelve  hours. 

The  chief  danfjer  to  be  watched  for  in  the  first  forty-eight  hours  is 
bcj^nninj;  peritonitis.  The  signs  pointing  to  this  condition  are  vomibV.^ 
tj'mpanitcs,  and  a  steadily  rising  pulse;  temperature  will  \ary  and  i* 
not  a  R-liuble  sign.  During  the  first  twelve  hours  vomiting  may  cause 
no  uneasiness;  its  continuation,  associalcel  witli  distention  and  a  rising 
pulse,  points  to  peritoneal  infection  and  intestinal  [wralysis.  This  condi- 
tion at  the  end  of  the  first  twentj'-four  hou  rs  must  be  vigorously  treated 
Intestinal  action  should  be  induced  by  cathartics,  enemata,  and  ihc  n-c 
tal  tube.  One-hair  a  Scidlilz  pt)wder  or  i  dram  of  Epsom  salt  may 
be  given  ever)'  half-hour  until  aitharsts  is  obtained,  or  \  grain  calomel 
may  be  given  every  hour  for  ten  doses,  followed  by  a  Sddlitz  powder 
Distention  and  intestinal  paralysis  may  not  he  relieved  without  the  u?< 
of  high  enemata  of  turpentine,  aloes,  glycerin,  and  suds.  A  feeble  ajui 
rapidly  rising  pul.sc  is  best  treated  bj'  full  doses  of  strychnin.  Vomit- 
ing may  be  moderated  by  sips  of  hot  water  or  black  coflfec,  by  siniil 
doses  of  cocain,  or  l>y  bits  of  ice.  In  many  cases  moderate  distentior. 
without  vomiting  may  occur  between  the  first  twelve  and  twenty-four 
hours,  and  this  is  be.st  relieved  by  the  use  of  the  rectal  tube  or  a  simple 
turpentine  and  glycerin  enema.  Uneventful  cases  require  almost  no 
treatment,  and  may  be  allowed  to  get  up  gradually  at  the  beginning  r.f 
the  third  week.  It  is  wi.se  to  advise  the  use  of  a  properly  fitting  sa^ 
piirt  for  from  six  months  to  a  year  after  the  o])eration,  to  protect  the 
parietes  from  any  sudden  and  undue  strain. 


CHAPTER   IX. 
THE  DIAGNOSIS  OF  ABDOMINAL  DISEASES. 


Although  the  greater  number  of  abdominal  diseases  are  at  first 
brought  under  the  notice  of  the  physician  and  subjected  to  medical 
treatment,  the  number  of  the  cases  is  steadily  diminishing  in  which  the 
opinion  of  the  surgeon  is  not  sought  with  the  view  of  assisting  in  the 
diagnosis  or  of  suggesting  the  possibility  of  giving  relief  by  operation. 

The  time  has  therefore  passed  when  a  surgeon  may  feel  content  to 
accept  and  act  on  the  diagnosis  already  made  for  him  by  his  medical 
confreres^  leaving  with  the  latter  the  responsibility  of  a  possible  error. 
Rather,  he  must  himself  go  over  the  wtiole  of  the  medical  evidence 
and  be  prepared  to  supplement  it  by  surgical  methods,  should  such  be 
required  to  elucidate  the  case  or  render  possible  an  accurate  diagnosis. 

Facility  in  diagnosing  is  a  gift  which,  though  capable  of  being  learned 
as  an  art  by  any  competent  and  diligent  student,  is  by  some  few 
acquired  naturally,  so  that  the  diagnosis  of  even  obscure  and  difficult 
cases  is  made  out  very  rapidly  by  mental  processes  and  methods  almost 
incapable  of  description. 

There  is  much  to  be  said  for  the  old  adage,  "  If  a  man  cannot 
diagnose  a  case  in  ten  minutes,  neither  will  he  do  it  in  as  many  hours  ;" 
for,  although  there  are  many  obscure  cases  necessitating  prolonged 
study  and  observation  before  a  diagnosis  can  be  arrived  at,  these  excep- 
tions may  be  said  to  prove  the  rule. 

The  analysis  of  any  surgical  case  necessitates  both  a  general  and  a 
special  inquiry  ;  the  former  involving  the  question  of  age,  sex,  occupa- 
tion, habits^  mental,  moral,  and  physical 
conditions,  and  the  history  of  both  the 
patient  and  the  disease ;  the  latter  includ- 
ing all  information  that  the  surgeon  can 
elicit  by  physical  examination. 

While  I  feel  that  in  no  abdominal  case 
should  either  the  general  or  the  special 
means  of  investigation  be  omitted,  I  pro- 
pose to  devote  this  chapter  chiefly  to  a 
consideration  of  the  special  means  available 
for  the  diagnosis  of  abdominal  disease. 

A  knowledge  of  rei^onal  anatomy 
is  of  the  first  importance,  since  it  must  be 
borne  in  mind  that  diseases  of  special 
organs,  e.specially  tumors,  make  their 
appearance,  as  a  rule,  in  the  neighbor- 
hood of  the  organ  from  which  they  grow, 
though    ultimately  they  may  occupy  the  whole  of   the    abdomen. 


Fig.  163. — Diagram  of  the  regions 
of  the  abdomen. 
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The  usual  method  of  dividing  the  abdomen  into  nine  regions  is 
purely  arbitrary,  and  is  probably  continued  because  it  has  been  so  long 
in  use  ;  but  the  fact  of  there  being  as  many  as  thirty  different  methods 
of  subdivision  shows  that  as  yet  a  really  satisfactory  method  has  not 
been  arrived  at. 

I  venture  to  suggest  the  use  of  two  lines  from  the  lowest  points  of 
the  right  and  left  anterior  superior  spines  of  the  ilium  to  the  opposite 
costal  margins  at  the  most  prominent  part  of  the  ninth  costal  cartilage 
respectively,  the  lines  crossing  near  the  umbilicus,  thus  dividing  the  sur- 
face of  the  abdomen  into  a  right  and  a  left,  an  upper  and  a  lower  region ; 
the  immediate  neighborhood  of  the  umbilicus,  in  a  circle  of  2  inches 
around  it,  being  known  as  the  umbilical  region  (Fig.  162). 

Possibly  this  method  of  mapping  out  the  abdomen  has  been  sug- 
gested previously ;  if  so,  I  am  unaware  of  it  It  is  the  one  to  which  I 
shall  refer  in  my  subsequent  remarks. 

The  umbilical  region  contains — 

1.  The  termination  and  division  of  the  aorta  and  part  of  the  vena 

cava; 

2.  Coils  of  the  small  intestine ; 

3.  The  stomach  when  dilated  ; 

4.  The  transverse  colon  when  full ; 

5.  The  remains  of  the  umbilical  vein ; 

6.  The  remains  of  the  urachus  and  of  the  omphalomesenteric  duct, 

both,  at  times,  patent ; 

7.  The  termination  of  the  duodenum  ; 

8.  The  great  omentum. 

The  superior  abdominal  region  contains — 

1 .  The  liver ; 

2.  The  stomach,  including  the  pylorus ; 

3.  The  gall-bladder  and  bile-ducts ; 

4.  The  spleen ; 

5.  The  duodenum ; 

6.  The  transverse  colon  ; 

7.  The  aorta  and  vena  cava  ; 

8.  The  solar  plexus  and  semilunar  ganglia ; 
g.  The  celiac  axis  ; 

10.  The  pancreas ; 

11.  The  le.s.ser  omentum,  with  the  free  border  containing  the  vena 

port^e,  hepatic  artery,  and  common  bile-duct,  and  behind  it  the 
foramen  of  Winslow  ; 

1 2.  The  upper  part  of  the  great  omentum. 
The  inferior  region  contains — 

1.  Part  of  the  small  intestine,  chiefly  ileum ; 

2.  The  bladder  and  the  lower  end  of  the  ureters ; 

3.  The  pro.state ; 

4.  The  rectum ; 

5.  Part  of  the  sigmoid  flexure  of  the  colon ; 

6.  The  uterus  and  its  ai)]x;ndages ; 

7.  The  iliac  vessels ; 

8.  The  lymphatic  glands  ; 

g.  The  hypogastric  sympathetic  plexus  ; 
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10.  The  lower  part  of  the  great  omentum; 

1 1 .  The  inguinal  canals,  with  the  spermatic  cord  in  the  male  and  the 

round  ligaments  in  the  female ; 

1 2.  The  cecum  and  the  vermiform  appendix  ; 

13.  The  lower  part  of  the  psoas  muscles  and  their  sheaths  ; 

14.  The  lower  part  of  the  iliac  fossa:. 
The  right  abdominal  region  contains — 

1.  The  upper  part  of  the  cecum,  the  ascending  and  hepatic  flexure 

of  the  colon ; 

2.  A  part  of  the  small  intestine ; 

3.  The  right  border  of  the  great  omentum  ; 

4.  A  little  of  the  right  lobe  of  the  liver; 

5.  The  right  kidney  and  adrenal  and  the  commencement  of  the 

right  ureter ; 

6.  A  part  of  the  psoas  muscle  and  sheath ; 

7.  The  upper  part  of  the  right  iliac  fossa. 
The  left  abdominal  region  contains — 

1.  The  lower  and  outer  part  of  the  spleen  ; 

2.  Part  of  the  stomach,  if  dilated  ; 

3.  The  left  kidney  and  adrenal  and  the  commencement  of  the  left 

ureter ; 

4.  The  descending  colon  and  the  splenic  and  sigmoid  flexures ; 

5.  A  part  of  the  small  intestine ; 

6.  The  left  border  of  the  great  omentum  ; 

7.  Part  of  the  left  psoas  muscle  and  sheath  ; 

8.  The  upper  part  of  the  left  iliac  fossa. 

After  obtaining  all  the  information  that  can  be  elicited  from  the 
patient  and  friends, 

Inspection  must  always  constitute  our  first  diagnostic  effort ;  and  it 
is  important  that  the  patient  should  be  in  the  dorsal  decubitus,  lying 
comfortably  in  a  warm  room,  with  the  abdomen  exposed  to  view.  If 
the  abdominal  walls  are  kept  rigid  and  fixed  without  distention,  it  will 
raise  the  suspicion  of  local  peritonitis,  especially  if  there  are  pain  on 
movement  and  tenderness  on  pressure. 

If  there  is  distention  of  the  abdomen,  with  fixation  of  the  abdominal 
walls,  marked  tenderness,  drawing  up  of  the  knees,  a  pinched  expression, 
and  general  signs  of  serious  illness,  we  should  suspect  general  peritonitis. 

Where  severe  pain  exists,  relieved  by  pressure  and  associated  with 
restlessness  and  rolling  about,  especially  on  the  face,  coHc  should  be 
diagnosed ;  and  if  there  are  visible  contractions  of  the  intestines  through 
the  abdominal  walls,  some  form  of  obstruction  of  the  bowel  is  rendered 
probable. 

A  distended  abdomen  associated  with  obesity  or  flatulent  distention 
is  usually  not  much  out  of  proportion  to  the  girth  of  the  thorax  and  to 
that  of  the  extremities ;  but  a  distended  abdomen  dependent  on  abdom- 
inal tumor  or  dropsical  effusion  will  usually  be  out  of  proportion  to  the 
size  of  the  chest,  so  that  it  is  almost  equally  inniortant  to  notice  pro- 
portion as  well  as  size. 

The  rounded  distention  of  the  front  of  the  abdomen,  especially  if  the 
prominence  is  a  little  more  marked  on  one  side  than  on  the  other,  is  as 
distinctive  of  ovarian  tumor  as  the  central,  even  rotundity  is  of  preg- 
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nancy  or  of  uterine  myoma,  or  the  barrel-shaped  abdomen  with  bulging 
flanks  is  of  ascites. 

Tumors  of  individual  organs  may  form  localized  swellings  visible  on 
inspection  ;  for  instance,  cancer  of  the  stomach  not  infrequently  causes 
a  bulging  of  the  superior  abdominal  region  (Fig.  163),  and  it  may  be 
seen  to  move  up  and  down  on  deep  respiration. 

A  tumor  of  the  gall-bladder  may  form  an  easily  perceived  swelling 
starting  in  the  superior  and  passing  down  into  the  right  abdominal,  or 
even  across  the  umbilical  into  the  inferior  abdominal  region  (Fig.  164). 


Fig,  163. — Bulging  some- 
times caused  by  canctjr  of 
the  stomach. 


Fig.  164.— Swelling  caused 
by  tumor  of  the  gall-blad- 
d.:r. 


Fig,    165. — Bulging    cauied 
by  enlarged  kidney. 


Fir.  166. — Tumor  caused  by       Flc.  167. — Swelling  caused  by        Kio.  168. — Tumor  caused  br 
a  liisti-nded  stomach.  ;i  distended  urinary  bladder.  a  pancreatic  cysL 


An  enlarged  kidney  may  form  a  bulging  in  the  right  or  left  abdom- 
inal region  (Fig.  165). 

A  distended  .stomach  may  form  a  tumor  occupying  all  five  abdo- 
minal regions  (Fig.  166). 

A  distended  urinary  bladder  will  easily  be  perceived  as  a  central 
swelling  in  the  inferior  abdominal   region  (Fig.  167). 

A  pancreatic  cyst  forms  a  very  distinct  fixed  tumor  in  the  superior 
abdominal  region  (Fig.  168). 
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Intestinal,  cecal,  and  other  tumors  also  frequently  indicate  their 
presence  on  ins]x*ction. 

The  umbilicus  should  be  observed,  as  it  sometimes  gives  valuable 
information.  It  will  be  found  to  be  flattened  out  in  ovarian  or  uterine 
tumor,  and  to  bulge  or  to  contain  fluid  in  ascites  or  in  tubercular 
peritonitis. 

The  veins  on  the  surface  of  the  abdomen  arc  enlarged  and  often 
varicose  where  there  is  venous  obstruction  in  the  liver,  as  in  cirrhosis 
and  in  some  cases  of  malignant  tumor ;  they  are  also  enlarged  in  some 
cases  of  fibroid  tumor  of  the  uterus  with  pressure  on  the  iliac  veins. 

In  ovarian  tumor  an  enlargement  of  the  surface-veins  may  afibrd 
evTdence  of  adhesions  as  well  as  of  pressure. 

The  appearance  of  the  skin  must  be  noticed — whether  edematous 
generally,  as  when  the  abdominal  ailment  is  associated  with  general 
anasarca,  or  locally  over  a  swelling  when  inflammatorj',  as  in  .abscess 
associated  with  appendicitis.  Local  edema  over  a  tumor  ts  frequently 
of  great  diagnostic  importance  as  distinguishing  between  growth  and 
inflammation. 

Thinning  of  the  skin  and  of  the  parictes  generally  affords  evidence 
of  distention,  and  is  usually  well  marked  in  large  ovarian  tumors. 

The  presence  of  linea;  albicantes  associated  with  irregular  pigmenta- 
tion affords  evidence  of  previous  abdominal  distention, as  a  rule  depend- 
ent on  former  pregnancy,  and  may  be  very  valuable  in  certain  cases  in 
which  a  reliable  history  cannot  be  obtained. 

The  fixation  of  the  skin  to  any  subjacent  enlargement  may  be  due 
to  invasion  by  growth  or  to  inflanmialory  adhesion.  In  the  former  case 
there  usually  will  be  enlarged  vessels  without  edema  and  without  local 
increase  of  temperature ;  in  tlic  latter  case  there  is  generally  redness 
of  the  skin  with  increased  temperature  and  local  edema. 

Falpatioti  immediately  follows  inspection,  and  of  all  methods 
adopted  for  diagnosis,  it  is  the  one  that  we  can  lea.st  afford  to  omit. 

With  the  patient  sujwne  in  bed  or  on  a  couch,  the  head  slightly  ele- 
vated on  a  cushion  and  the  knees  drawn  up,  the  muscles  of  the  abdo- 
men are  rela.Ycd  as  much  as  possible ;  they  can  usually  be  kept  relaxed 
by  talking  to  the  patient,  so  as  to  divert  his  attention.  The  flat,  warm 
hand  placed  on  the  abdomen  at  once  perceives  any  irregularity  or 
abnormality ;  the  edge  of  the  liver  can  nearly  always  be  felt,  and  the 
character  of  the  margin — whether  rounded  as  in  fatty  liver,  hobn.iiled 
as  in  cirrhosis,  or  bossy  and  irregular  as  in  some  forms  of  malignant 
disease.  An  enlarged  gall-bladder,  or  kidney,  or  spleen  ;  the  presence 
or  absence  of  any  swelling  of  the  pj-lorus;  the  distention  or  otherwise 
of  the  bladder;  an  accumulation  of  scybalous  masses  in  the  colon; 
enlarged  glands;  any  solid  tumor,  or.  in  the  case  of  a  large  tumor,  any 
'irregularity  on  the  surface — all  may  be  felt  in  a  ver>'  brief  space  of  time. 
It  will  be  found  l»t:tter.  as  a  rule,  to  slide  the  hand  over  the  abdomen, 
and  not  to  raise  it  from  the  surface ;  in  fact,  as  a  rule,  the  hand  is  not 
moved  from  its  first  position,  but  the  parietcs  arc  made  to  slide  over 
tlic  internal  organs,  thus  avoiding  fresh  defensive  contraction  of  the 
muscles  each  time  the  hand  is  replaced  on  the  abdomen. 

It  may  sometimes  be  advisable  to  massage  the  abdomen  gently  for 
a  time,  to  elicit  the  presence  of  a  tumor  due  to  contraction  of  a  hollow 


294 


tNTERNATiO^AL    TEXTBOOK  OF  SURGERY. 


wscus.  For  instance,  in  hypertrophy  of  the  pylorus  a  distinct  tumof 
may  be  present  at  one  time,  owing  to  contraction  of  the  muscular  coat. 
and  absent  at  anotlier;  and  in  intussusception  the  sausagc-shapcd  tumor 
may  be  distinct  when  spasm  is  present,  and  imperceptible  when  the 
muscular  coat  of  the  bowel  Is  relaxed. 

In  diagnosing  between  functional  dilatation  of  the  stomach  and  ibai 
due  to  obstructed  pylorus  the  vermicular  contraction  oX  the  mui^cular 
wall  of  the  stomach  elicited  by  manipulation  is  of  the  utmost  impor- 
tance, as  arc  also  the  hardening  and  distention  of  the  caput  coli  in  caaa 
of  stricture  of  the  large  intcsUne.  In  making  a  dia^osis  bctM' 
myoma  uteri  and  pregnancy  the  rh>'thmical  contraction  of  the  uteri 
wall  in  pregnancy,  easily  felt  by  the  hand  on  the  abdomen,  may 
tutc  an   tnipcrtant  diagnostic  point. 

Palpation  is  easiest  In  those  patients  whose  abdominal  walls  are  t 
and  relaxed  ;  it  is  more  difficult  in   cases  of  ver)-  fat  or  muscular  | 
ctes.      Where,  as  occasionally   happens,  [lalpation   is   impossible 
account  of  rigidity  of  the    muscles  or  obcaity,  an  anesthetic   may- 
advisable. 

Bimanual  manipulation  with  one  hand  on  the  loin  and  the  other  on 
the  surface  of  the  abdomen  enables  the  size  of  the  kidney  or  tlie  gall- 
bladder to  be  estimated  and  the  character  of  any  swelling  in  the  toirt> 
to  be  ascertained.  If  needful,  this  bimanual  palpation  may  b^  supple 
mentcd  by  inserting  a  finger  in  the  vagina  or  rectum  xvhile  the 
hand  remains  on  the  surface  of  the  abdomen. 

Special    resistance   over   any    region    may   point   to    disease. 
instance,  tenderness  and  rigidity  of  the  mviscles  below  the   right  costal 
margin  point  to  local  peritonitis  over  the  gall-bladder,  a  frequent  con- 
comitant of  gall-.stoncs  ;  a  tender  and  rigid  epigastrium,  to  ulcer  of 
stomach ;  and  rigidity  of  the  muscles  over  the  cecum,  to  appendii 
or  to  ulceration  in  the  cecum,  ileum,  or  ascending  colon. 

When  a  tumor  is  discovered,  palpation  will  usually  bring  out 
characters  as   to    smoothness,  irregularity,  softness,   or    hardness. 
nodular  feel  associated  with  free  fluid  in  the  peritoneum  usually  indi- 
cates malignant  disease. 

I'ulsation  may  be  elicited  :  if  expansile,  dependent  on  aneurysm  or 
rapidly  growing  sarcoma ;  if  non-expansile,  due  to  a  solid  tumor  rest- 
ing on  tile  aorta  and  being  lifted  up  by  it  at  each  cardiac  systole  In 
thin  subjects  the  pulsation  of  the  aorta  may  he  easily  felt,  and  may  give 
rise  to  the  susjjicion  of  a  pulsating  tumor;  but  in  such  cases  it  is  usu- 
ally easy  to  feel  the  whole  length  of  the  vessel,  and  thus  to  diagnose 
the  condition. 

Between  aneurysm  and  rapidly  growing  sarcoma  it  is  sometimes 
almost  impossible  to  make  a  diagnosis  ;  but  in  tlie  fonner  the  pulsabon  is 
usually  more  distinct,  more  expansile,  and  accompanied  by  a  more  marked 
bruit  on  stethtjscopic  examination.  Moreover,  a  tumor  may. and  frequently 
docs,  arise  at  one  or  other  side  of  the  abdomen  away  from  the  aortik 
and  vessels  usually  affected  by  aneur>'sm ;  nevertheless,  some  of  tlie 
most  careful  obscn'ers  have  made  mistakes  in  diagnosis  in  these  cases. 

Palpation  will  enable  one  to  say  whether  the  lump  is  solid  or  fluid, 
free  or  fixed,  circumscribed  or  diffuse,  smooth  or  nodular.  A  fluid 
tumor  may  be  so  firm  to  the  touch  as  to  feel  solid,  and  it  may  be 
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sibic  to  elicit  fluctuation.  This  js  well  shown  in  the  case  ot  a  distended 
gall-bladder  and  in  hydatid  cysts ;  but  in  such  cases  a  thrill  can  at 
times  be  obtained  by  gently  flicking  the  swelling  with  the  finger-nail 
while  the  hand  is  placed  on  the  other  side  of  thf  tumor.  This  method 
|is  of  great  ser\'ii;e  in  demonstrating  the  presence  of  fluid  in  the  peri- 
toneum, when  it  is  in  too  small  a  quantity  to  show  the  ordinary  per- 
cussion-sign. 

A  fluid  tumor  will  usually  yicEd  to  the  fingers  on  pressure  and 
immediately  resume  its  spherical  form  ;  whereas  a  solid  tumor  does  not 
yield  to  pressure  and  is  usually  more  irregular  in  shape,  seldom  being 
truly  spherical,  except  in  the  case  of  some  simple  tumors,  such  as 
pedunculatefl  myomata  of  the  uterus.  There  is,  however,  an  exception 
to  this  rule  in  the  case  of  fecal  tumors,  which  are  irregular  in  shape, 
yield  to  pressure,  and  retain  the  impress  of  the  finger. 

Malignant  tumors  are  usually  irregularly  nodular  and  hard ;  and 
though  circumscribed  and  movable  at  first,  they  tend  to  become  diffuse 
and  fixed. 

Fixation  of  a  tumor  may  be  dependent  on  inflammation ;  but  in 
such  cases  the  course  is  more  rapid,  and  there  are  usually  marked  ten- 
derness and  sometimes  local  edema  with  other  general  signs  of  inflam- 
mation. 

While  palpating  the  abdomen,  it  is  important  to  distinguish  between 
surface-temleniess  which  may  be  reflected,  and  deep  pain  directly  due 
to  the  disease  which  is  being  sought  for.  For  instance,  the  reflected 
pain  of  appendicitis  is  usually  above  the  umbilicus,  whereas  the  deep 
pain  at  the  seat  of  disease  is  at  McBume>''s  point ;  again,  the  reflected 
pain  of  ovaritis  may  be  beneath  the  costal  margin,  or  along  the  crural 
branch  of  the  genitocrural  nerve  where  superficial  tenderness  can  be 
elicited,  whereas  the  deep  pain  ts  In  the  ovary  itself,  easily  discovered 
on  bimanual  examination. 

After  palpating  the  abtlomen  with  the  patient  in  the  dorsal  posi- 
tion, a  change  of  posture  will  often  be  useful,  h'or  instance,  with  the 
patient  on  the  side  a  movable  tumor  w\\\  change  its  place  and  be  more 
readily  grasped.  This  is  well  shown  in  movable  kidney  or  distended 
gall-bladder;  as  also  in  the  early  stages  of  pyloric  or  intestinal  cancer 
before  infiltration  has  occurred. 

The  genupectoral  position  is  occa.*!ionally  useful,  as  with  the  patient 
in  that  position,  and  the  flat  hands  placed  from  behind  over  the  front  of 
the  abdomen,  an  enlarged  gall-bladder  can  be  felt  to  fall  into  the  hollow 
of  the  hand ;  and  the  margin  and  even  the  upper  surface  of  the  liver 
can  in  many  cases  be  thoroughly  examined.  A  floating  kidney  may  in 
tliis  way  be  easily  palpated,  and  the  hollow  in  the  loin  which  it  has 
left  is  most  clearly  demonstratetl. 

Free  fluid  in  the  peritoneal  cavity  or  in  a  closed  cyst  docs  not  give 
rise  to  a  splashing  sound  on  succussion  ;  but  where  fluid  is  mixed  with 
air.  as  in  a  dilated  stomach  or  in  a  dilated  bowel,  a  splashing  sound  can 
usually  be  elicited. 

Vairinal  examination  tn  tumors  originating  in  the  pelvis  is  of  the 
first  importance.  It  may  be  carried  out  with  the  [)adent  on  the  left  side 
with  the  knees  drawn  up;  or.  better  still,  with  the  patient  in  the  dorsal 
position  with  the  thighs  flexed,  when  with  the  right  index  finger  or 
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hand  on  the  ! 
pelvic  contents  mav 


index  and  middle  fingers  in  the  vagina,  and  t 
of  the  lower  part  of  the  abdomen,  the  whole 
be  mapped  out  with  great  accuracy. 

The  uterus  can  usually  be  measured  without  the  aid  of  a  sound;tfae 
direction  ol  the  fundus,  the  condition  of  the  ovaries  and  tubes,  the  state 
of  the  ureters,  the  condition  of  the  bladder  and  urethra  and  of  the 
rectum  can  be  ascertained. 

In  case  of  abdominal  tumor,  its  connection  with  or  freedom  from  the 
uterus  can  usually  be  elicited  and  the  character  of  the  grovv-th  can  often 
be  ascertained  by  palpation  of  its  lower  part  in  the  pouch  of  Douglas. 
If  hard  nodules  arc  found  in  the  peritoneal  pouch,  combined  with  fix- 
ation of  the  uterus  and  associated  with  rapid  deterioration  of  health, 
malignant  disease  may  usually  be  diagnosed,  especially  if  tlicrc  are  signs 
of  ascites.  By  vagina!  examination  the  siijns  of  pregnancy  may  he 
elicited,  and  in  doubtful  abdominal  tumors  this  mtthod  of  exaniinatioo 
should  never  be  omitted.  The  ureters  can  readily  be  felt,  especially  if 
diseased ;  and  in  tuberculosis  of  the  kidney*  as  well  as  in  inflammaton' 
affections  a  vaginal  examination  will  frequently  throw  additional  light  «i 
an  obscure  case. 

Cancer  of  the  base  of  the  bladder  can  be  felt  by  tlie  finger  in  the 
vagina,  and  tumor  of  the  fundus  can  be  discovered  by  bimanual  ex 
ination,  which  at  the  same  time  will  demonstrate  the  extent  of  infiltra-' 
tion  from  the  size,  shape,  and  mobility  of  the  new  growth.  In  ascites 
of  obscure  origin  a  vaginal  examination  should  never  be  neglected,  as 
the  presence  of  tubercular  or  of  malignant  masses  in  Douglas's  poucb. 
or  of  small  ovarian  or  uterine  tumors,  may  be  discovered  and  prove  the 
key  to  the  situation. 

Rectal  examination  is  of  no  less  importance  than  vaginal ;  in  fad, 
it  is  almost  universally  applicable;  whereas  examination  "  per  vaginam 
in  case  of  unruptured  hymen  and  in  children  is  impracticable  and  usu 
ally  undesirable,  even  if  possible.  It  may  be  adopted  with  the  patient 
in  the  dorsal  decubitus,  or  in  the  left  lateral  {wsition  ;  and  while  1  pRi'cr 
the  dorsal  position  for  vaginal,  I  think  the  lateral  position  is  the  better 
for  rectal  examination,  as  when  the  knees  of  the  patient  are  fully  flexed 
toward  the  abdomen,  tlic  abdominal  muscles  relax  and  render  bimanual 
examination  easy.  The  index  finger  should  be  well  greased  quite  to  the 
base,  and  the  patient  directed  to  strain  down  while  it  is  being  introd 
thus  relaxing  the  sphincter  and  rendering  the  introduction  of  the 
easy  and  painless. 

In  the  female  the  cer\'ix  uteri  can  bt*  plainly  felt,  as  well  as  the  whole 
of  the  back  of  the  uterus,  the  lower  end  of  the  ureters,  the  ovaries. and 
Fallopian  tubes;  the  condition  of  Douglas's  pouch  and  its  contents.il 
any,  can  be  made  out ;  the  contour  of  the  pelvis,  the  shape  of  the 
and  sacrum,  the  pelvic  glands,  any  effusion  in  the  broad  ligaments,  and 
the  condition  of  the  bowel  itself  can  all  be  examined  in  less  time  than 
the  description  can  be  given. 

The  diagnosis  between  rnflammalorj'  or  hemorrhagic  effusion  in  the 
left  broad  ligament  and  similar  swellings  in  the  F'aUopian  lubes  can  be 
differentiated  more  easily  by  a  rectal 
way.     On  account  of  the  anatomical 
folds  on  the  left  side,  any  effusion   in 
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round  the  rectum  at  a  point  within  reach  of  the  finger,  producing  a 
feeling  of  stricture  which  is  entirely  outside  the  rectal  wait,  and  which, 
so  far  as  tny  experience  goes,  usually  disappears  gradually  when  the 
cause  is  removed. 

ir  any  pelvic  tumor  is  present,  its  attachments  in  the  pelvis,  its  con- 
sistency, and  other  characters  can  be  made  out. 

In  cancer  of  the  uterus,  the  pelvic  glands  if  enlarged,  and  invasion 
of  the  broad  ligaments  if  present,  can  be  felt. 

Though  the  vagina  intervenes,  a  bimanual  examination  made  "  per  rec- 
tum "  will  enable  any  tumor  or  thickening  of  the  bladder  to  be  made  out. 

An  appendix  when  hanging  over  the  pelvic  brim  can  readily  be  felt 
"per  rectum,"  aiid  I  have  occasionally  discovered  in  this  way  a  tumor 
of  the  small  intestine  which  had  sunk  by  its  weight  into  the  lowest  part 
of  the  peritoneal  cavit>'. 

Needless  to  say,  fecal  accumulation  in  the  lower  bowel  causing 
diarrhea  and  other  abdominal  symptoms  will  be  revealed  by  a  rectal 
examination,  which  in  fact  should  never  be  omitted  in  examining  any 
abtiominal  case. 

In  the  male,  the  state  of  the  membranous  urethra,  the  condition  of 
the  prostate,  the  implication  of  the  ureters,  enlargement  of  the  vesicul^e 
seminales,  the  condition  of  the  lowest  peritoneal  pouch,  the  state  of  the 
rectal  walls,  and  the  presence  of  any  pelvic  tumor  may  all  be  made 
out 

I  am  accustomed  to  estimate  the  size  of  the  middle  lobe  of  the  pros- 
tate by  the  right  index  fmj^er  in  the  rectum  and  the  left  hand  above  the 
pubes;  and  this  method  is  equally  useful  in  estimating  the  nattirc  and 
size  of  tumors  of  the  bladder  or  prostate.  In  tumor  of  the  bladder,  if 
the  swelling  is  soft,  it  will  probably  be  a  villous  growth ;  if  hard  and 
nodular,  probably  a  malignant  tumor. 

In  children  it  is  especially  easy  not  only  to  diagnose  stone  in  the 
bladder,  but  to  tell  its  size  by  this  .simple  method. 

In  a  kidney  affection  a  rectal  examination  of  the  ureters  will  fre- 
quently enable  an  estimate  of  its  unilateral  or  bilateral  character  to  be 
made ;  and  in  children  it  is  possible  to  feel  and  diagnose  a  horseshoe 
kidney  on  examination  "per  rectum." 

Vesiculitis  is  a  much  more  common  cause  of  peU*ic  peritonitis  in  the 
male  than  is  ordinarily  recognized,  and  this  can  only  be  estimated  prop- 
erly by  a  rectal  examination. 

Intestinal  matting,  tubercular  peritonitis  with  scattered  nodules, 
effusion  in  the  peritoneum,  too  httle  to  show  in  the  abdomen,  and 
intussusception,  may  all  be  frequently  made  out  in  this  way. 

Not  only  may  the  pelvis  be  thoroughly  explored,  but  in  young 
children,  with  the  aid  of  an  ancstlictic.  nearly  the  whole  abdominal 
cavity  may  be  examined  by  means  of  a  finger  in  the  rectum  and  a  hand 
on  the  surface  of  the  abdomen. 

It  has  been  suggested  that  examination  of  the  interior  of  the  pelvis 
and  even  of  the  abdomen  may  be  made  by  the  insertion  of  the  whole 
hand  into  the  rectum ;  but  as  the  proce<lure  is  not  free  from  the  risk  of 
rupturing  the  gut,  and  as  the  hand  is  firmly  grasped  when  inserted  and 
incapable  of  exerting  its  t;ictile  function,  the  method  is  one  whicli  can 
be  seldom,  if  ever,  of  real  use. 
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Percassion  of  the  abdomen,  which  may  either  follow  or 
palpation,  is  a  fine  art  which  is  capable  of  yielding  most  valuable  infer 

mation.  U  Is  not  necessary  to  describe  il 
niinutcly  here,  as  it  can  only  be  learned  bj- 
practice  at  the  bedside. 

Superficial    percussion,    in     which 
Identic  taps  on  the  abdomen   are  inffii 
will  reveal  dulness,  owing  to  slight  th 
ings.   thin   layers  of   enuscd    fluids,  s 
tumors  overlying  distended  bowel,  and 
margins  of  organs  with  gut  beneath,  wIkti 
deep  percussion  would  reveal  resunance. 

On  the  other  hand,  deep  percussion  w3l 
reveal  dulness  in  the  case  of  tumors,  effu- 
sions, and  enlarged  oi^ns  overlaid  b>*  intes- 
tines, where  superficial  percussion  would 
show  resonance.  Deep  percussion  is  nc 
sarjf  where  the  muscles  overlying  the 
are  thick,  as  in  the  loins  and  in  fat  abdomen*. 
I'he  accompanying  diagrams  illustrate  tfac 
percussion -signs  usually  found  in  ascites  and  in  ovarian  and  utchoe 
tumors  (Figs.  169-171). 


Fig.    169. — Dillon tn    jllusirating 
the  percuuhon-sljini  in  ascites. 


ntes-^ 

onljH 


•^^ 


PSC.  170. — Diajrain  illustrating  the  pervns* 
sion-aisiu)  In  ovuriui  tumor. 


nc.  171.— Diagram  itlusiraltng  the 
tion-sigos  tn  utorine  tunnr 


Needless  to  say,  however,  percussion-signs  alone  would  be  utterly 
unreliable,  as  they  vary  with  circumstances  and  need  supporting  to- 
other evidence,  such  as  palpation  and  inspection.  For  instance,  asdtes 
due  to  tubercular  peritonitis  may  present  a  localixed  effusion  alm<rtt 
exactly  resembling  an  ovarian  cyst ;  or  if  the  effusion  is  in  the  middle 
line,  it  may  resemble  a  uterine  tumor :  or  if  the  intestines  art  adliermt 
to  the  abdominal  wall  or  matted  together  at  one  .side  the  eflfusion  nuy 
be  unilateral.  Again,  general  asdtes  may  lead  to  dulness  over  the  front 
of  the  abdomen  if  the  intestines  arc  tied  down  by  a  shortened  mcscntety 
or  by  a  tumor  in  the  mesentery. 
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Dulness  in  the  flanks  may  be  dependent  on  distention  of  the  colon 
U'ith  fluid,  and  the  similaritv*  to  ascites  may  be  increased  by  chan^^c  of 
posture  increasing  the  dulncss  in  the  dependent  and  crcatinj^  resonance 
in  the  elevated  area  ;  again,  resonance  in  the  flanks  may  be  created  by 
distention  of  the  colon  with  gas,  though  there  is  free  fluid  in  the  perito- 
neal cavity,  Kxtravasation  of  fluid  in  the  peritoneal  cavity  in  some 
peritoneal  catastrophes,  such  as  |ierf(inition  of  a  gastric  ulcer,  may  lie 
so  slight  as  to  fail  in  yielding  percuss  ion -signs,  though  a  gentle  thrill 
may  be  obtiJned  in  cither  flank  by  flickint^  the  parietcs  with  the  finjier. 
Again,  in  another  common  accident,  rupture  of  an  extra-uterine  gesta- 
tion, a  sign  not  to  my  knowledge  hitherto  described  may  be  rcgulariy 
found  after  a  few  hours,  This  sign  consists  in  dulncss  in  both  flanks, 
whicii,  on  turning  the  patient  to  one  side  or  the  otlier,  is  found  to  per- 
sist, but  which,  after  a  few  minutes,  leaves  the  elevated  flank  and 
increases  on  tlie  dependent  side ;  the  explanation  is  that  the  blood, 
being  thick  and  partly  clotted,  makes  its  way  across  to  the  dependent 
side  only  very  slowly. 

Where  a  tumor  is  manifest  to  inspection  or  rendered  evident  by  pal- 
pation, percussion  is  useful  in  eliciting  the  presence  of  a  hollow  viscus 
crossing  it,  as  in  the  case  of  the  ci>lnn  crussing  a  tumor  of  the  kiilney, 
or  the  stomach  lying  in  front  nf  a  tumor  of  the  pancreas. 

It  must,  however,  be  borne  in  mind  that  a  palpable  and  visible  tumor 
may  be  resonant,  as  in  the  case  of  a  volvulus  of  the  intestine,  or  of  an 
ovarian  cyst  in  which  decomposition  has  given  rise  to  the  formation  of 
gas.  Abnormal  resonance  in  an  area  that  should  be  dull  is  of  great 
significance  at  times  ;  for  instance,  in  rupture  of  a  hollow  viscus,  whether 
from  accident  or  disease,  free  gas  in  the  [XTiloneal  cavity  abolishes  livcr- 
dulness  by  allowing  the  liver  to  fall  away  from  the  parietes  and  permit- 
ting gas  to  pass  between  it  and  the  diaphragm. 

In  a  case  of  ruptured  extra-uterine  gestation  related  to  mc  by  my 
colleague,  Mr.  Jessop,the  livcr-dulness  disappeared,  rendering  the  diag- 
nosis between  that  catastrophe  and  the  [wrrfonition  nf  a  gastric  ulcer 
questionable,  the  diagnosis  being  further  obscured  by  the  fact  that  before 
the  rupture  occurred  there  was  pain  after  taking  food.  The  explanation 
of  the  disappearance  of  liver-dulncss  in  this  case  was  probably  both 
dependent  on  diminution  of  the  liver  from  the  great  loss  of  blood,  and 
distention  of  the  abdomen  by  the  blood  in  the  peritoneal  cavity  pushing 
the  colon  upward  and  pressing  the  contracted  liver  under  cover  of  the 
diaphragm. 

In  external  hernia  percussion  often  enables  a  diagnosis  to  be  made 
between  enterocele  and  epiplocele. 

Atisctiltation  is  much  less  important  than  in  the  diagnosis  of  chest 
conditions;  but  in  the  case  of  doubtful  pregnane)'  it  is  of  great  value  in 
eliciting  the  sound  of  the  fetal  heart  and  of  the  placental  bruit  The 
phonendoscope  and  the  binaund  stethoscope  add  materially  to  the 
resources  of  the  surgeon  in  this  method  of  diagnosis.  Tor  tlie  mapping 
out  of  organs  and  for  the  elucidation  of  the  site  of  an  intestinal  obstruc- 
tion, auscultation  is  given  a  first  place  in  diagnosis  by  some  observers; 
but  the  other  means  at  our  disposal  are  tn  my  opinion  more  eflficient 
and  more  reliable. 

In  chronic   obstruction   the  seat    may  sometimes  be  determined 
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by    noting   the   point    where   a   gurgling   is    loudest    aind     most   pn- 

sis  tent. 

In  abdominal  aneurysm  auscultation  often  gives  valuable  assistance 
when  combined  with  palpation  ;  though  alone  it  could  not  be  relied  ott, 
as  similar  systolic  murmurs  are  rrct|ucntly  observed  in  sarcomatous  or 
even  in  fibrous  or  other  solid  tuniors  resting  on  the  aorta. 

Friction  sounds  in  jieritonitis,  splashing  sounds  in  gastric  dilatatiot, 
and  gurgling  or  metallic  sounds  in  subphrenic  abscess  cuntaining  ga& 
are  aids  in  diagnosis  furnished  by  auscultation. 

In  the  diagnosing  of  stricture  of  the  esophagus,  the  gurgling  sound 
produced  on  fluid  reaching  the  stomach  is  usually  delayed  several 
seconds  in  the  presence  of  stricture.  Esophageal  auscultation  is  didtcii 
by  placing  a  finger  river  the  "]>omuin  Adanii "  and  a  stethoscope 
between  I  lie  scapul.^.  and  telling  the  p.ilicnt  to  swallow.  The  timc» 
noted  between  the  lifting  of  the  larj'nx  and  the  gurgle  caused  by 
passage  of  fluid. 

Pain. — Though  pain  may  be  absent  in  some  few   examples,  it 
present  at  some  stage  of  the  disease  in  the  greater  number  of  aJxIor 
aflections,  and  its  character  and  course  frequently  afVurd  the  most 
able  means  at  the  (iisposal  of  the  surgeon  for  inlcqjreting  and  diagn( 
ailments  which  present  few  phy.sical  signs. 

The   histor>'  of  tlie  onset  iS  pain   may  show  the  local    origin 
more  general  trouble ;  for  instance,  in  the  diffused  pain  of  general 
tonjtis.  it  is  of  the  utmost  importance  to  know  where  the  pain  was 
felt  and  if  a  like  pain  was  ever  experienced  before. 

If  the  pain  begins  over  the  cecum  or  at  the  umbilicus,  it  is  no! 
unlikely  that  the  trouble  has  started  in  the  appendix  vemiiformis;  and 
if  there  is  well-marked  tenderness  at  some  point  between  the  rgftt 
anterior  superior  .spine  and  the  umbilicus,  the  diagnosis  will  be  rent 
much  more  probable;  but  if  with  these  signs  there  is  a  histoi>' 
several  similar  attacks  in  which  the  pain  was  limited  to  the  cecal 
and  subsided  after  rest  and  treatment,  the  diagnosis  of  recurrent 
dicitis  ending  in  general  peritonitis  will  tx'  rendered  almost  certain. 

If.  however,  the  liistor\'  of  the  onset  of  pain  is  rcferreii  lo  the  right 
side  of  the  upper  abdominal  region  beneath  the  right  costal  margin. 
and  the  patient  describes  having  had  previous  attacks  of  pain  in  thai 
situation  passing  backward  to  the  right  infrascapular  region,  and  espec- 
ially if  some  oi  these  seizures  have  been  followed  by  jaundice  more  or 
less  severe,  the  diagnosis  of  peritonitis  starting  in  the  gall-bladder  »i!l 
be  rendered  clear,  and  the  cause  may  be  dependent  on  a  gall-stone  that 
has  ulcerated  its  way  from  the  gall-bladder  or  -ducts  into  the  peritoneal 
cavity,  or  p<jssibly  on  a  phlegmonous  or  gangrenous  cholecystitis. 

In  general  peritonitis  sLirting  from  perforated  gastric  ulcer,  the  pain, 
though  ultimately  diffused,  will  have  been  first  felt  over  the  upper 
abdominal  region,  and  the  histoiA-  will  point  to  pain  after  food  and  prob- 
ably to  dyspepsia  of  long  standing ;  though  in  one  case  of  perforated 
gastric  ulcer  on  which  I  operated  successfully,  there  was  an  entire 
absence  of  gastralgia  for  sonic  months  before  the  perforation. 

Where  the  origin  of  the  peritonitis  is  in  the  pelvis,  the  onset 
usually  be  referred  to  the  lower  abdominal  region,  right  or  left  ac< 
to  the  side  aflccted.     If  starting  in  the  ovaries,  the  pain  will  be 
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to  the  front  and  inner  side  of  the  thigh  as  well  as  to  the  corresponding 
side  of  the  lower  abdoniinul  region  ;  if  starting  in  the  uUtus,  the  pain 
will  be  referred  to  ihe  middle  of  the  lower  abtiominal  region  and  to  the 
lower  lumliar  aiul  u]i[K;r  sacral  region  ;  if  Ixiginning  in  the  vesicula; 
scminales,  perineal  as  well  aa  lower  sacral  and  abdominal  pain  will  be 
complainetl  of. 

In  localized  peritonitis  the  pain  is  usually  referred  to  itie  region 
affected,  and  remains  there,  nidiating,  however,  in  CLTlaiii  well-dcfmed 
directions  according  to  the  or^an  involved.  For  instance,  gall-liladdcr 
pain  radiates  from  the  right  cnstil  margin  toward  tlie  umbilicus  and 
backward  toward  the  right  infrascapular  region  ;  stomach  pain  usually 
radiates  from  the  upjx^r  abdominal  backward  to  the  left  infrascapular 
region;  but  in  a  number  of  cases  of  pyloric  disease  with  adhesions  to 
the  liver  and  gall-bladder.  I  have  noted  right  infracostal  and  infrascapu- 
lar pain,  just  as  in  some  cases  of  cholelithiasis  with  pyloric  adliesions, 
but  without  other  stoniach  disease,  left  infrascapular  pain  has  been  a 
distinct  feature. 

Right  or  left  kidney  pain  passes  from  the  loin  and  right  or  left 
abdominal  region  along  the  course  of  the  corrcsjionding  gcnitocrural 
nerve.  In  one  case  I  found  left  shoulder-tip  pain  associated  with 
malignant  disease  of  the  corresponding  kidney,  this  being  probably 
due  to  the  presence  of  twigs  of  the  left  phrenic  nerve  in  the  corre- 
sponding semilunar  ganglion,  which  sends  branches  along  the  left 
renal  artery. 

In  disea.s>e  of  the  liver  the  characteristic  right  shoulder-tip  pain  is 
well  known,  but  with  it  there  will  usually  be  well-marked  pain  or  ten- 
dcmcss  over  the  liver  il-self. 

The  pain  of  ovaritis  and  salpingitis  usually  follows  the  course  of  the 
corresponding  genitocrura!  nerve ;  but  there  arc  also  pain  and  tender- 
ness over  the  riglit  or  left  side  of  the  inferior  abdominaJ  and  sometimes 
in  the  infraniammaiy  region. 

!n  intestinal  disease  the  pain  is  often  referred  to  the  back  as  well  as 
to  the  abdomen,  and  the  position  of  the  dorsal  pain  is  usually  higher 
the  nearer  to  the  stomach  the  disease  is  .situated,  the  range  being  from 
tlK  sacral  region  in  rectal  disease  to  the  lower  dorsal  regions  in  affec- 
tions of  the  small  intestine.  The  explanation  of  this  lies  in  the  connec- 
tion between  the  symixithetic  nerves  thai  pass  along  the  blowJ-vessels 
of  the  affected  [jart  ant!  the  corrcs]«inding  spinal  nerves. 

One  example  will  .sufHce  to  explain  thi.s:  In  apixrndicitis,  although 
the  disca.se  is  in  the  cecal  region,  the  first  pain  complained  of  is  nearly 
always  at  or  just  above  the  umbilicus.  'I'he  reason  for  this  is  that  the 
apix^ndi.x  receives  its  blood-supply  from  the  superior  mesenteric  arter>*, 
and  the  nerves  that  accompany  the  branches  of  this  vessel  communicate 
with  the  spinal  nerves  at  a  higher  levi-l  than  those  which  supply  the 
descending  colon  and  the  .sigmoid  flexure.  The  reflected  pain  comes 
along  the  tenth  and  eleventh  dorsal  ncr\'cs  to  the  umbilical  region. 

The  character  of  the  pain  is  equally  important  with  the  .site;  colicky 
pain  is  usually  relieved,  whereas  inflammatory  |>ain  is  intensified,  by 
pressure;  and  while  the  fonner  pain  is  usually  intermittent,  thu  latter  is 
continuous.  Lucali/.ed  colicky  jwin  of  irregular  onset,  often  at  long 
intervals,  is  usually  due  to  gall-stones,  to  calculus  of  the  kidney,  or  to 
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appendicitis,  tlie  painfu 
toms  referable  to  the 


Pre.  172. — DiAsram  showlnc 
SMI  of  pdtin  in  cholclithiaaiit.  in 
ippondicili^,  nnil  in  renal  diuNVH^. 


attacks  being  associated  in  each  case  witli  sy 
liver,  the  kidney,  or  the  bowels,  thus  in  v.r\- 
marked  cases  rendering  tlic  di^i^no&is  ca.--) , 
but  in  the  slighter  cases  the  course  of  the 
pain  may  be  the  only  means  of  cnabhog  1 
diagnosis  to  be  arrived  at. 

The  accompiinying  diagram  (Fig.  ijj) 
shows  the  tentler  s|K)t  characteristic  of  csidi 
disease;  but  besides  the  tender  spot.  li» 
course  of  tlic  pain  toward  the  right  infta- 
scapular  region  in  cholch'thiasis.  toftard 
the  umbilicus  in  appendicitis,  and  al< 
tlic  gcnitocrural  nerve  in  renal  disease, 
of  great  diagnostic  importance.  The  di 
tion  of  tlie  pjiin  is  shown  by  the  arro 
in   Fig.   172. 

Neuralgic  or  neurotic  pains  are  irregulii 
and  indefinite,  often  lasting  for  long  periotl* 
and  then  disappearing  without  appaitnt 
cause;  they  are  frequently  fxiriodical,  as  in 
the  case  of  other  neuriilgia:,  and  (hey  fluctuate  with  the  state  of  ibc 
general  healtli.  \Vc  .should  not  forget,  however,  that  many  so-called 
visceral  neuroses  are  nieruly  a  ch«ik  for  ignorance,  and  tliat  the  pain  is 
caused  by  something  too  subtle  for  our  diagno.sis.  Thus,  visceral  adhe- 
sions arc  a  fertile  source  of  discomfort  and  disability.  1  have  been  for- 
tunate in  being  able  to  relieve  or  cure  many  cases  of  most  distressing 
abdominal  affections,  said  to  be  neurotic,  by  detaching  adhesions  of  ibe 
pylorus  to  the  liver  or  gall-bladder,  of  the  ovaries  and  tubes  to  ibc 
rectum  or  other  |>art  of  the  intestinal  canal,  of  the  sigmoid  Hcxure  to 
glands  at  the  }x:Ivic  brim,  and  of  .small  i7itf-stine  to  wld  cascaled  or  cal- 
careous glands  at  the  back  of  the  abdomen.  Again,  stricture  or  ktnic 
of  the  pylorus  or  of  the  intestine,  not  sufficient  to  cause  obstructi'm. 
but  marked  enough  to  produce  distress,  should  not  be  forgnitcn  m 
diagnosing  the  cause  of  obscure  abdominal  pain.  Formerly  man)* 
cases  of  gall-stones  or  renal  calculi  which  protluced  pain  without  other 
physioil  .sign  were  described  as  neuro.ses,  as  were  slight  cases  of  recur- 
rent appendicitis  and  cases  of  salpingitis  or  of  ovarids,  alt  of  which  art 
now  ca-sily  recognized  and  capable  of  cure. 

It  is  worth  bearing  in  mind  that,  though  intermittent  pain  occur- 
ring at  the  same  hour  daily  or  nightly  is  usually  neuralgic,  tt  maj*  be 
dependent  nn  organic  disease;  for  instance,  in  an  obscure  case  of  roalk;- 
nant  disease  at  the  back  of  the  abdomen,  the  Jntcrmitlency  of  the  pain 
was  so  marked  as  to  mislead  for  a  time ;  and  even  after  the  diagnosn 
had  been  made  and  up  to  the  end  of  the  case  this  intermittent  character 
of  the  pain  persisted. 

Meastirements  of  the  abdomen  afford  some  little  help  in  dia^osis; 
but  they  arc  chiefly  of  assistance  in  rc^rording  cases  and   in  estim.-''^ 
the  progress  of  disease.     The  tape-measure  is  the  most    u.scful,  .1-  1 
adapts  itself  easily  to  the  surface. 

\Vc  estimate  the  var>'ing  degrees  of  abdominal  distention  b\'  taknv 
the  circumference  of  the  abdomen  at  the  umbilicus  and  at  3  inches 
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above  and  below.  We  campare  the  relative  distention  of  the  two  sides 
by  measuring  from  the  spine  to  the  umbilicus,  and  from  the  umbilicus  to 
the  anterior  superior  iliac  spine  on  cither  side. 

In  an  ovarian  tumor  the  amount  of  distention  of  the  two  sides  usu- 
ally varies  in  an  early  stage;  but  later  this  irregularity  may  disappear 
as  the  abdomen  becomes  more  distended, 

In  myoma  uteri  and  in  pregnancy  the  two  sides  arc  usually  sym- 
metrical. 

In  tumor  springing  from  the  pelvis  the  circumference  is  usually 
greater  below  the  umbilicus;  in  ascites  it  may  be  equal  above  and 
below. 

The  surgeon,  however,  should  not  rely  too  much  on  measurements 
in  making  his  diagnosis,  .is  other  and  litrltcr  means  are  at  his  disposal. 

The  pulse,  temperature,  and  respiration  should  all  be  taken 
into  consideration  in  deciding  on  any  abdominal  ca.sc,  since  they  give 
valuable  information  as  regards  the  general  condition  ;  and,  if  operation 
is  contemplated,  as  to  the  fitness  or  otherivisc  of  the  patient  to  bear  it. 

In  the  course  of  convalescence  after  operation,  it  is  of  importance 
to  watch  carefully  the  pulse,  riTspiration,  and  tcmjxTature.  A  sudden 
increase  in  the  number  of  respirations  may  point  to  chest-trouble  devel- 
oping, or  it  may  be  dependent  on  distention  due  to  flatus  collecting  in 
the  .stomach  and  bowels. 

An  increase  of  temperature  may  indicate  inflammation,  and  an 
increase  of  pulse-rate  may  indicate  exhaut^tion  or  peritonitis. 

I  am  accustomed  to  rely  on  the  pulse  much  more  than  on  the  tem- 
perature in  the  prognosis  of  abdominal  cases  after  operation  ;  a  quick 
pulse  with  a  normal  or  subnormal  tenijKraturc  being  of  more  serious 
significance  than  a  quick  pulse  with  an  elevation  of  temperature.  An 
increase  of  temperature  alone  is  of  little  moment,  if  the  pulse  is  not 
increased  out  of  proportion. 

In  appendicitis  the  condition  of  the  pulse  affords  important  diagnos- 
tic assistance.  If  it  is  slow  nr  only  slightly  accelerated,  with  very  few 
exceptions  the  discitsc  is  limited  and  resolution  may  occur;  but  if  the 
pulse  becomes  quickened  early  in  the  case,  or  in  fact  at  any  stage,  the 
question  of  oijeration  will  have  to  he  considered. 

The  very  rapid  pulse  of  peritonitis,  the  dicrotic  compressible  pulse 
of  t>*phoid,  the  sudden  failure  of  pulse  in  collapse  from  hemorrhage, 
•are  well  known  and  always  demand  attention. 

The  shallow,  rapid,  costal  breathing  from  pain  at  the  commencement 
of  peritonitis,  and  from  distention  in  the  later  stages,  arc  very  notice- 
able, just  as  are  the  sighing  respiration  in  internal  hemorrhage  and  the 
jerky,  catching  breathing  in  diaphragmatic  peritonitis  or  subphrenic 
abscess. 

An  ele\*ation  of  temperature  is  usually  an  indication  for  increased 
vigilance.  If  post-o|>cnitivc.  it  need  cause  no  anxiety  should  a  moder- 
ate rise  occur  within  the  first  forty -eight  hours,  as  it  may  be  simply 
traumatic  fc^-er,  cither  nervous  or  de[x:Tident  on  absorption  of  aseptic 
wound-exudation;  but  if  the  temperature  keeps  up  beyond  the  second 
day,  it  is  usually  an  indication  of  some  local  infiammatory  disturbance. 

.An  elevation  of  temperature,  after  it  has  been  normal  for  sevcTaJ 
day!t,  may  occur  from  stitch-abscess;  hence  in  such  a  case  the  wound 
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should  be  carefully  examined  ;  or  it  may  be  that  a  collection  of  infUm- 
matory  tluid  may  be  forming  within  the  abdomen  and  require  c\'acuatiL)c 
and  drainage.  If  the  rise  is  sudden  and  accompanied  by  a  rigor,  aad 
nothing  is  found  locally  to  account  for  il,tlie  chest  should  be  examined 
as  there  may  be  pneumonia  or  pleurisy. 

In  the  diagnosis  of  abdominal  diseases  generally,  fever  b  a  voy 
variable  symptom ;  but  on  the  vvliolc  it  may  be  taken  to  indicate  some 
inflammatory  affection ;  and,  if  tliere  are  rigors,  the  formation  of  poii, 
though  pus  may  form  in  the  abdomen  without  rigors  and  e\'en  without 
fever. 

Intermittent  fever  in  the  pre.sence  of  jaundice  points  to  infediK 
cholangitis  and  usually  to  gall-stones ;  this  will  aid  in  the  diagiusi» 
between  gall-stones  and  malignant  disease. 
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In  enlargement  of  the  liver,  rigors  with  irregular  temperature  may 
point  to  some  infective  condition,  such  as  suppurative  cholangitis,  pyle- 
phlebitis, or  hepatic  abscess ;  in  the  first  two  named  conditions  the  fc^-rr 
is  irregular — in  fact,  pyemic  in  type,  whereas  in  hepatic  abscess  the 
chart  will  probably  show  a  more  even  line.  In  Hver-absccss  the  tem- 
perature is  often  misleading,  the  fever  being  sometimes  ver>'  UltJe 
marked,  at  others  hectic  in  character,  and  at  others  resembling  ague 

In  order  to  compare  the  pulse,  temperature,  and  respiration,  and  tn 
estimate  their  proper  relationship  to  one  another.  I  always  employ  Oie 
chart  shown  in  Fig.  1 73,  which  I  have  found  of  great  assistance. 

Inflation  by  means  of  hydrogen  or  carbonic  acid  gas  as  an  aid  to 
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diagnosis  was  suggested  by  Zicmssen  in  1883,  and  later  by  Minkowski ; 
but  it  was  broiignt  nmre  prominrntly  to  tlic  front  by  Senn.wlio  showed 
how  it  might  be  employed  for  the  purpose  of  [li;ignosing  perforation  of 
the  viscera,  especially  in  bullet  wounds  of  the  abrinnicr. 

Though  ingenious  and  at  times  useful,  this  method  of  inflation  in 
abdominal  injuries  has  never  found  much  favor,  since  it  has  been  dis- 
covered that  on  distending  the  hollow  viscera  their  contents  are  apt  to 
be  forced  into  the  peritoneal  cavity,  thus  rendering  the  operation  tluit 
has  to  follow  less  likely  to  succeed  from  the  increased  danj^er  of  sci>- 
tidty.  Moreover,  llie  distention  of  tlie  intestines  adds  to  the  di/ficulty 
of  operating,  since  it  is  much  more  easy  to  manipulate  and  repair  the 
hollow  viscera  when  collapsed. 

As  a  routine  method  of  diagnosis  iiiflation  is  little  practised,  since  it 
is  seldom  absolutely  necess;ir)' ;  but  occasiomdly  it  may  be  of  great 
service  in  clearing  up  a  difficult  diiignosis.  Fur  instance,  dilatation  of 
the  stomach  may  be  readily  demonstrated  either  by  causing  the  jialient 
to  s\i*alIow  a  solution  of  sodium  carbonate  and  afterward  one  of  tartaric 
add,  thus  liberating  free  carbonic  acid  in  the  gastric  cavity,  or  by  inject- 
ing carbonic  acid  or  hydrogen  through  a  stomach -tube.  Should  there 
be  any  diflficultj*  in  diagnosing  between  the  splash  of  a  dilated  colon 
and  that  of  it  dilated  stomach,  this  method  would  completely  resolve 
the  doubt. 

Sometimes  it  may  be  difficult  to  diagnose  between  a  tumor  of  the 
right  kidney  and  one  of  the  gall-bladder;  but  distention  of  the  colon,  as 
a  rule,  settles  the  doubt  by  pushing  the  kidney  back  to  the  loin  and  the 
gall-bladder  up  toward  the  ribs. 

In  one  case  ot  this  kind,  however,  which  came  under  my  care, 
Ziemssen's  test  actually  obscured  the  diagnosis,  as  the  tumor  was 
pushetl  upward  on  distending  the  colon,  thus  leading  me  to  think  I  had 
to  deal  with  the  gall-bladder,  when  on  abdominal  section  I  found  the 
disease  to  be  a  sarcoma  of  tlic  right  suprarenal  body,  which,  passing 
over  the  upper  border  of  the  hepatic  flexure  of  the  colon,  was  pushed 
upward  on  inflation. 

In  tumor  of  the  pancreas  a  difficulty  may  arise  in  the  diagnosis 
between  it  and  a  growth  of  the  stomach ;  but  inflation  of  the  stomach 
at  once  shows  the  relationship  of  the  two.  Many  other  examples 
might  be  dted  to  show  how  inflation  or  even  distention  with  fluid  may 
be  useful  in  the  diagnosis  of  intestinal  and  other  tumors ;  but  it  can 
only  be  in  very  excc"plionaI  cases  that  tlie  method  will  be  called  for,  and 
in  the  greater  number  of  cases  its  employment  is  superfluous. 

Anesthesia  in  aiding  palpation  is  at  times  most  valuable — in  fact, 
in  certain  j>elvic  and  other  cases  a  diagnosis  is  impossible  without  its 
aid.  In  painful  pelvic  conditions,  especially  in  stout  women,  a  bimanual 
examination  is  frequcnth' impracticable  without  the  aid  of  an  anesthetic; 
whereas  when  the  patient  is  fully  relaxed,  the  whole  of  the  [>elvic  con- 
tents can  be  examined  with  one  hand  on  the  abdomen  and  a  finger  of 
the  other  liand  in  the  vagina  or  rectum.  Small  ovarian  or  uterine 
tumors,  adhesions  of  the  api»endages.  flexion  of  the  uterus,  growths  of 
the  upper  |wrt  of  the  rectum  or  sigmoid  flexure,  and  other  abnormal 
conditions  can  then  be  accurately  made  out. 

In  the  case  of  phantom  tumors  the  administration  of  an  anesthetic 
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at  once  clears  up  the  case.  In  a  well-marked  example  of  this 
was  able  to  demonstrate  to  a  class  of  students  the  disappearance 
phantom  tumor  directly  the  patient  became  unconscious,  and  its  rc3j>- 
pcarance  the  moment  consciousness  returned ;  and  yet  the  woman  her- 
self could  not  be  convinced  that  the  tumor  was  a  spurious  one,  and  she 
could  give  us  no  explanation  of  how  it  was  pmdiiccd.  The  existcncr 
of  a  hysterical  tympanites  or  of  a  dilated  colon  may  be  dctcrtnined 
the  use  of  an  anesthetic. 

In  the  case  of  a  doubtful  tumor  of  the  pylorus  or  ^ll-bls 
especially  if  associated  witli  marked  tenderness  or  local    |x:ritonitis,-l 
rigid  riglit  rectus  renders  successful  palpation  almost  or  |x;rhaps  quifc 
impracticable,  whereas  a  few  moments'  relaxation  by  means  of  an  anc^ 
thctic  enables  an  exact  examination  to  be  made. 

Where  it  is  necessao''  to  make  a  careful  pelvic  cxannination  iw] 
vii^'n.  the  use  of  an  anesthetic  removes  much  of  the  difficult}'  of 
situation,  especially  as  a  complete  bimanual  examination  can  be 
l^  means  of  the  finger  in  the  rectum,  instead  of  in  the  vagina.  The 
same  ajiplies  in  children,  in  whom,  under  an  anesthetic,  nearl)-  the  whole 
of  the  abdomen  may  be  explored  by  the  finger  in  the  rectum  and  the 
otlier  hand  on  the  abdcmien.  In  this  way  a  horseshoe  kidney  maybe 
made  out,  retroperitoneal  glands  can  be  felt  if  enlarged,  tubercular 
nodules  in  the  peritoneum  or  in  the  pelvis  can  be  discovered,  and  mmy 
other  ailments  otherwise  difficult  of  iliagnoHis  may  be  accuratciv  defined 

Instrumental  Aids  to  Diagnosis. — The  uterine  Sound. — Hik 
nnich-abused  itistrnnient  has  certain  uses  in  diagnosis  ;  but  the  bimaniuj 
method  of  examination  renders  its  employment  fi>r  nieasurinu  the  sut 
of  the  uterus  or  ascertaining  the  fxjsition  of  the  fundus  seldom  neco- 
saiy. 

In  certain  cases  of  appendage -disease  in  which  the  abdomen  i$ 
tender  to  permit  of  an  effectual  bimanual  examination,  and  in  the 
of  other  small  tumors  in   Douglas's  pouch,  the  question  as  to  ■wh< 
the  swelling  is  dependent  on  a  retroflexed  uterus  i>r  on  something  else, 
can  immediately  he  set  at  rest  by  |Kissing  the  stiund. 

In  some  cases  of  abdominal  tumor  the  .«;ound  is  of  use  in  ascertain- 
ing the  relation  of  the  uterus  to  the  tumor,  and  of  estimating  the  ^k 
of  the  cavitj'  of  the  womb.  If  the  cavity  is  not  enlarged,  the  prohi- 
bility  is  that  the  timior  is  ovarian,  or  at  all  events  not  uterine  ;  wncrra* 
if  the  eaviiy  is  markeilly  elnngated,  the  chances  arc  in  favor  of  the 
tumiir  lieing  uterine. 

The  condition  of  the  interior  of  the  uterus  may  often  be  told  by  the 
sensation  convej'cd  to  the  touch,  a-s  in  the  roughened,  hard,  craggy  ferf 
of  cancer,  llie  effect  of  touching  the  parft  with  a  sound  may  in  ilsdf 
be  diagnostic,  as  in  the  free  bleeding  following  on  sounding  the  uterus 
in  tlie  case  of  a  soft  malignant  growth,  or  even  in  some  cases  of  fungous 
endometritis. 

It  should,  however,  he  l«>me  in  mind  that,  though  occasionally  use- 
ful, the  uterine  sound  i.s  only  ti>  be  enijiloyed  where  absolutely  neces- 
sary', and  then  it  should  be  thoroughly  asepticized  before  being  used. 
and  on  no  account  should  force  be  employed ;  moreover,  if  a  period  ha* 
been  missed,  or  there  is  any  question  of  pregnane}',  its  employment  m, 
of  course,  out  of  the  (juestion. 
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The  explorins-syringe  ts  rarely  used  by  those  most  experienced  in 
abdominal  work ;  in  the  first  place,  because  its  employment  is  seldom 
n€::ccssary  in  diagnosis ;  in  the  next  place,  because,  even  rf  it  enables  a 
more  exact  diagnosis  to  be  made,  tt  usually  docs  not  modify  treatment ; 
and.  lastly,  because  its  use  is  not  unattended  by  danger. 

There  have  been  recorded  by  various  writers  quite  a  number  of  cases 
in  \vhich  death  luis  followed  the  use  of  the  exploring-necdlc ;  and  it  is 
easy  to  sec  why  this  should  be  so  in  the  case  of  tense  cysts,  as  the 
pun  dure -aperture  may  continue  to  leak  into  the  peritoneal  cavity  long 
after  the  needle  has  been  withdrawn. 

Among  my  early  ex[x:rienccs  I  obtained  several  lessons  from  the 
employment  of  an  exploring- syringe.  In  one  case  I  explored  a  dis- 
tended gall-bladder  immediately  before  [Xirforroing  abdominal  section, 
ami  within  five  minutes  I  had  the  opportunity  of  seeing  the  small  needle- 
puncture  pouring  out  a  stream  of  mucopus  directly  into  the  peritoTieal 
cavity.  I  was  fortunately  able  to  clear  it  all  away,  and  so  to  prevent  ill- 
eflfects ;  but  had  1  not  been  immediately  operating,  in  all  pn>l)abilily 
septic  and  possibly  fatal  peritonitis  would  have  supervcnwl.  In  anoUier 
case  of  dermoid  ovarian  cyst  explored  under  similar  circumstances,  on 
opening  the  abdomen  I  found  the  intestines  covered  witli  liquid  fat  and 
short  hairs,  ^vhich  I  had  the  greatest  difficulty  in  wiping  and  washing 
away:  and  although  no  ill-cfiTects  followed,  it  was  certainly  because  <jf 
operation  immediately  following  the  puncture.  I  could  relate  other 
examples;  but  these  will  suflice  to  show  that  where  further  light  is 
needed,  it  is,  as  a  rule,  much  safer  to  obtain  it  by  exploration  through  a 
.imall  incision  than  by  means  of  even  the  small  needle  of  an  cxploring- 
syringe.  Even  in  a  case  of  ascites,  although  a  clean  ex  pi  o  ring-syringe 
will  do  no  harm,  a  small  incision  will  answer  infinitely  better,  in  that  at 
the  same  time  the  cause  can  be  discovered,  the  fluid  let  out,  and,  if 
thipught  needful,  drain^i^e  ran  be  adopted. 

Moreover,  another  danger  firtlicexplorlng-syringe — sepsis — must  not 
be  overlooked,  as  it  has  not  infrequently  followed  its  use;  and  when  it 
is  borne  in  mind  that  the  instrument  is  rarely  employed  by  experienced 
surgeons,  but  usually  bj'  those  less  experienced  in  surjjical  procedure, 
the  occasional  occurrence  of  septic  complication  following  on  explora- 
tion is  not  to  be  wondered  at.  If  employed,  the  needle  should  be 
boiled  and  the  skin  thoroughly  asepticized  before  the  operation  is  per- 
form eti. 

The  aspirator,  with  proper  precaution  a.«t  to  boiling  the  needle  and 
asepticizing  the  skin,  is  much  safer  than  the  simple  exploring- syringe. 
since  in  the  case  of  a  tense  cyst  the  contents  can  be  evacuated  and  the 
tendency  to  leakage  reduced  to  a  minimum.  Occasionally,  alsi>.  the 
aspiration  of  a  tense  cyst  may  tide  a  patient  over  a  critical  |jerinil  and 
enable  a  better  time,  or  [wrhajis  a  better  place,  to  l>e  selected  for  tlic 
major  ojx-nition  that  has  to  follow. 

What  information  docs  such  an  exploration  afTTord  ?  It  usually  dif- 
ferentiates a  solid  tumor  from  one  with  fluid  contents,  unless  the  con- 
tents of  a  cyst  be  tiio  thick  to  flow  through  a  hollow  needle,  as  indeed 
is  fre<|uenlly  the  aise  in  multilocular  ovarian  tumors  that  convey  no 
•icnse  of  fluctuation  to  jiatpation ;  in  such  a  case  little  or  no  help  \vill 
have  been  derived  from  tlie  procedure. 
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Should  there  be  a  doubt  between  pregnancy  and  fibrocystic  tumiif 
of  the  uterus  or  other  tumor  of  pcKic  origin,  it  is  easy  to  differentatc 
amniotic  from  any  [>athoiogical  fluid.  I  once  saw  an  operating  sur^eno 
of  experience  saved  from  a  serious  mistake  in  a  case  of  hydrammo?  In- 
the  use  of  an  exploring-syringe  just  before  operation,  wliich,  needles 
to  say,  was  not  proceeded  with. 

The  mucous  fluid  from  a  distended  gall-bladder,  tht*  mucopus  from 
an  empyema  of  the  gall-bladder,  the  clear  watery  fluid  from  a  hydatid 
cyst,  the  usually  grumous  fluid  from  a  pancreatic  cj'st,  the  straw-coJond 
fluid  of  ascites,  the  colloid  fluid  from  an  ovarian  cyst,  the  clear  fluid  of 
a  parovarian  cyst,  and  the  urinarj-  fluid  from  a  renal  cyst  are  all  char- 
acteristic, should  it  be  thought  necessary  in  any  such  cases  to  make  2 
prchminary  cxploratoiy  puncture. 

In  the  CISC  of  subphrenic  abscess  and  in  abscess  of  the  liver  the 
exploring-syringe  or  aspirator  affords  useful  aid  both  in  diagnosing  the 
presence  of  pus  and  in  enabling  the  surgeon  to  decide  on  the  site  of 
operation.  On  the  other  hand,  it  has  been  distinctly  proved  thai  in 
perit\'phlitis  or  appendicitis  an  exploratorj'  puncture  is  neither  ncctj- 
sary  nor  desirable,  and  lliat  its  employment  is  attended   with  danger 

The  "  rectal  balls  "  are  occasionally  useful  in  locating;  a  .stricture 
of  the  upper  part  of  the  rectum  or  lower  end  of  the  sigmoid,  or  e%Tn 
in  giving  exact  information  as  to  the  caliber  of  the  stricturt; .  but  il 
should  be  borne  in  mind  that  the  inability  to  pass  a  rectal  ball  ts  no 
proof  of  stricture,  as  it  may  be  caught  in  one  of  Houston's  folds.  IC 
however,  a  full-sized  rectal  ball  passes  into  the  sigmoid  flexure,  it  proves 
the  absence  of  stricture,  and  thus  may  give  valuable  information  in  cases 
of  intestinal  obstruction. 

A  preliminary-  slight  distention  of  the  lower  bowel  with  olive  oil  «tII 
at  times  flatten  out  the  folds  and  facilitate  the  passage  of  the  balls.  It 
must  never  be  foi^otten  that  on  no  account  must  force  be  used,  sina. 
just  as  in  the  employment  of  the  long  tube,  perforation  of  the  bowri- 
wall  has  occurred,  so  in  the  use  of  the  rectal  balls.  csi>ecially  the 
.smaller  sJ7x's,  serious   injury  may  be  inflicted  by  forcible    manipuhibiii 

Esophageal  bougies  are  employed  In  cases  of  dysphagia  not  niili 
for  treatment,  but  for  diagnostic  pur|>oses,  when  the  question  of  gas- 
trostomy arises,  to  ascertain  the  site  of  obstruction  and  its  nature.  I 
prefer  instruments  made  after  tlie  pattern  of  "  boug;ics  a  boiUc" 
employed  in  urethral  cases  :  the>"  arc  not  generally  known,  but  in  my 
opinion  they  present  great  advantage  both  in  the  ease  and  safety  with 
which  they  can  be  utilized,  and  the  facility  with  which  they  can  be 
employed  to  dilate  a  stricture  Messrs.  Rauschc  of  I^ecds  made  my 
first  set  some  years  ago,  and  they  have  since  copied  them  for  other 
surgeons. 

In  case  of  starvation  from  stricture  of  the  esophagus  the  qucsDca 
of  gastrostomy  has  to  be  considered ;  but  it  must  first  be  shown  thai 
the  disease  is  incapable  of  being  overcome  by  other  means.  Cases  of 
simple  stricture  are  very  rare,  and  such  may  usually  be  eflficicnlly 
treated  by  dilatation.  Cancerous  strictures,  on  the  other  hand,  cannot 
be  safely  dilated,  and  will  require  other  treatment.  If  there  is  a  hislon' 
of  steady  loss  of  flesh  and  gradually  increasing  dysphagia  in  a  middle- 
aged  or  elderly  patient,  malignant  stricture  will  be  suspected ;  and  if 
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on  passing  a  bougie  it  is  arrested  just  before  entering  the  stomach,  the 
diagnosis  is  rendcrctl  very  probable ;  but  if  there  is  slight  bleeding 
caused  by  the  bougie  when  gently  u^d.  little  doubt  will  be  left- 
Spasm  is  more  frequent  in  the  pharynx,  though  it  may  occur  in  any 
part  of  the  esophagus.  It  usually  occurs  in  younger  subjects  than  are 
afflicted  by  mah'gnant  stricture,  ajid  nearly  always  in  women.  It  is, 
moreover,  frequently  associated  with  other  nervous  symptoms,  varies 
in  intensity,  and  usually  yields  to  the  {Kissage  of  bou^'ies  without  dif- 
fictdty.  If,  however,  a  bougie  cannot  Ix*  passed  in  a  case  where  spasm 
is  suspected,  an  anestlictic  will  at  once  settle  the  doubt,  as  under  its 
influence  a  full-sized  bougie  readily  reaches  the  stomach  when  the 
stricture  is  due  to  spasm   alone. 

Blectric  illnmination  lias  not  done  much  as  yet  for  diagnosis  in 
abdominal  diseases,  except  in  the  case  of  the  bladder  and  kidneys, 
where  the  endoscope  has  proved  uf  inestimable  service  in  tlie  diagnosis 
of  tumors  and  of  other  diseased  states  of  the  urinary  apparatus.  In 
estimating  the  work  done  by  a  diseased  kidney  and  settling  positively 
the  discharge  of  pus  from  one  or  the  other  kidney,  the  examination  of 
the  ureteral  orifices  in  the  bladder  has  proved  useful. 

In  stomach  surgery  the  gastric  endosco[K;  has  as  yet  not  proved 
itself  of  any  material  service, 

The  Rdntgen  rays  liave  been  employed  on  numerous  occasions 
as  an  aid  to  diagnosis  in  abdominal  disease,  and  in  some  cases  with 
decided  advantage.  In  gall-bladder  surgery  tliey  arc  useless,  as  cho- 
Icsterin  transmits  the  rays  as  readily  as  do  tlie  soft  tissues;  though 
doubtless  those  c;dculi  containing  some  lime  in  their  composition  would 
make  an  impression  on  the  sereen, 

On  several  occasions  after  cholecysteiiter ostomy  by  means  of  the 
Murj)hy  button,  the  button  has  not  come  away,  and  its  position  has 
been  shown  by  the  Rontgcn  rays.  Skiagraphy  has  also  been  of  use  in 
some  of  the  cases  of  intestinal  or  stomach  surgery  in  which  a  large 
Murphy  button  has  been  employed,  and,  not  having  passed,  has  pro- 
duced obstruction,  as  by  means  of  the  A-rays  the  metallic  button  can 
be  easily  demonstrated. 

In  2  cases  of  swallowed  coins  I  was  able  to  demonstrate  their 
presence  in  tlie  esophagus,  and  aftenvard  to  remove  them.  Coins  and 
other  metallic  bodies  can  be  shown  in  the  stomach,  whence,  if  producing 
discomfort  or  illness,  they  can  be  removed  by  gastrotomy. 

In  renal  surgcr>'  the  Rontgen  rays  have  been  disappointing,  as. 
owing  to  the  thickness  of  the  tissues  in  the  loins,  renal  calculi  can 
seldom  be  demonstrated.  I  have  tried  them  in  several  cases  without 
eRect ;  and  in  I  case  their  failure  was  very  manifest,  as  after  a  fairly 
good  skiagraph  had  been  taken,  showing  no  sign  of  .stone.  I  removed 
one  the  size  of  a  filbert  from  the  photographed  kidney,  In  some  few 
cases  in  thin  subjects  the  photographs  have  revealed  calculi. 

The  suggestion  of  Mr.  Hurr>'  Fenwick.  to  use  the  screen  and  the 
Rontgen  rays  when  the  kidney  is  brought  out  of  the  lumbar  wound,  is 
worth  bearing  in  mind  in  those  rare  cases  in  whicJi,  under  the  circum- 
stances, the  finger  or  the  sound  cannot  detect  a  stone.  Where  there  is 
I       a  question  between  pregnancy  and   some  other  pelvic  or  abdominal 
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case  clear,  the  A'-rays  would  be  capable  of  showing  the  fetal 

and  in  those  rarer  cases  nf  lithopcdinn,  the  diagnosis  of  which  is  ottes 

difficult,  skiagraphy  might  prove  decitlcdiy  useful. 

Exploratory  Incision. — In  only  a  very  small  percentage  of  cases 
ih  .simpL-  exploratory  incision  as  a  means  of  diagnosis  necessary  or  evoi 
justifiable ;  and  there  can  be  no  doubt  that  in  some  cases  it  has  served 
as  a  cloak  for  carelessness  or  incompetence. 

A  careful  physical  examination,  and  time  and  care  in  studxini;  the 
history  of  the  case,  will  usually  enable  either  an  exact  diagnosis  to  be 
made  or  an  approxiniatt;  one  to  be  arrived  at ;  and  in  the  odd  caar  the 
experienced  surgeon  can  usually  say  that  the  case  is  one  likely  only  to 
be  relieved  by  surreal  treatment,  though  possibly  the  exact  patholn^cal 
condition  may  be  a  matter  of  some  doubt.  Where  there  is  doubt,  and 
delay  will  not  be  injurious,  a  second  or  even  a  third  examination  should 
be  made,  as  it  is  well  known  tltat  at  a  second  \'isit  new  tacts  may  be 
brouglit  to  light,  the  |>aticnt's  memory-  is  stirred  up,  and  small  dan. 
really  important,  but  thought  by  the  patient  or  friends  too  trivial  to 
mention  at  the  first  visit,  may  form  the  key  to  tlie  situation.  Moreover, 
the  mind  of  the  surgeon  may  on  the  next  \isit  focus  his  attention 
dtflerent  points  or  group  his  data  differently,  and  so  perhaps  arrive  at 
truer  conclusion. 

In  case  of  doubt,  the  surgeon,  if  he  has  not  already  had  the  ad\-an- 
tage  of  the  opinion  of  a  medical  colleague,  should  avail  liimself  of  tljc 
opinion  of  a  physician  who  will  be  able  to  look  at  the  case  from  a  noo- 
operative  point  of  view.  It  must  not  be  forgotten,  however,  that  the 
surgeon  must  bear  the  responsibiEtt}'  that  awaits  the  decision,  and  be 
should  be  careful,  '^  a  positive  diagno.sis  cannot  be  arrived  at  and  oper- 
ation is  decided  on,  to  be  able  to  answer  two  questions  in  the  affirma- 
tive: 

First,  Car  T  perform  an  exploratory  operation  without  adding  seriotti 
risk  to  the  life  of  the  patient,  already  threatened  by  tlie  dise:iisc  ? 

Second,  Is  it  possible  that  good  will  result  from  the  exploration 

For  instance,  in  certain  cases  of  intestinal  obstruction  an  exact 
nosis  of  the  cause  is  frequently  impossible ;  but  if  other  means  of 
ment  have  failed,  it  would  be  almost  criminal  for  the  surgeon  in  sudi 
cases  to  s^tand  idly  by  and  decline  to  make  an  exploratory-  incisioav 
simply  because  no  diagnosis  had  been  arrived  at.  Rather  he  should 
open  the  abdomen  in  order  to  make  a  more  accurate  diagnosis,  and,  if 
practicable,  to  remove  the  cause  of  the  obstruction  ;  or,  failing  tliat.  I»c 
can  bring  a  distended  loop  of  bowel  to  the  surface  and  drain  it,  Iraxing 
the  cause  to  be  dealt  with  when  the  patient  has  recovered  from  the 
acute  condition. 

At  times  the  surgeon  may  be  called  on  to  explore  the  abdomen  foff 
an  abdominal  tumor  the  nature  of  which  is  doubtful — possibly  a 
tumor  under  cover  of  the  intestines.      Under  such  circumstances,  wl 
the  tumor  is  exposed,  the  great  gift  (usually  a  matter  of  common  sens 
combined  with  experience)  of  "  knowing  when  to  stop  "  comes  in ;  for' 
while  an  exploratory  incision  made  with  due  precautions  will  involve  nc 
risk  to  the  patient,  any  interference  with  the  tumor — if.  say,  a  rctrr^ieri- 
toneal  sarcoma  or  a  malignant  tumor  of  the  ovarj'  or  of  the  gut  or  of 
the  gall-bladder  with  adhesions  to  surrounding  parts — may  inflict  such 
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injury  on  the  growth  or  start  such  an  uncontrollable  hemorrhage  that 
the  surgeon  is  compelled  to  convert  his  harmless  exploratory  procedure 
into  one  of  the  most  serious  operations,  which,  if  It  does  not  cause  death 
on  the  tabic  or  shortly  after,  can  lead  to  no  ultimate  good.  This  is 
shcL-r  meddlcsomciiL'ss,  and  for  the  credit  of  surgcrj',  if  from  no  higher 
motive,  should  be  avoided. 

The  curative  effects  of  abdominal  section  /*r  st-  when  undertaken  as 
a  simple  exploratory  procedure  cannot  be  dwelt  on  In  this  chapter;  but 
the  fact  should  be  borne  in  mind  that  in  some  well-authetitic;ited  cases, 
after  a  simple  exploratory'  incision,  in  which  a  solid  fixed  tumor  has  been 
found  and  thought  to  bt-  malignimt  and  ira-movable,  complete  and  per- 
manent recover)'  has  taken  phice  iind  the  tumor  has  entirely  disappeared. 
In  some  of  these  cases,  doubtless  the  tumor  has  been  inflammatory, 
and  in  others  tubercular;  but  in  quite  a  number  the  growth  \vas  appar- 
ently been  malignant.  No  satisfactory  explanation  of  these  cases  has 
as  yet  been  given,  but  they  are  worth  bearing  in  mind  when  exploratory 
operation  is  advf>cated. 

Bxamination  of  IMscliargfes.  —  Vomited  Matters  and  the 
Contents  of  the  Stomach. — With  regard  to  vomit,  the  lir^t  thing 
to  consider  is  the  quantity  vomited  at  one  time.  Nunses  should  be 
trained  to  estimate  this  carefully  and  also  to  pre-ser\'e  specimens  on 
all  occa.sion8. 

In  dilated  stomach  vomiting  occurs  not  more  often  than  once  or 
twice  a  day.  and  sometimes  only  every  second  or  third  day,  and  the 
quantit>'  at  one  time  is  correspondingly  lai^e. 

In  ulcer  of  the  stomach  a  considerable  portion  of  the  last  meal  is 
brought  up  within  an  hour  or  two  of  its  ingestion,  and  the  pain  it  has 
caused  {a  thereby  relieved. 

In  intestinal  obstruction  and  in  peritonitis  the  quantity  brought  up  is 
very  variable,  and  oiten  there  is  retching.  The  act  is  a  violent  one,  and 
is  not  necessarily  related  to  the  taking  of  food. 

The  smell  should  be  considered:  a  yeasty  smell  is  characteristic  of 
dilated  stomach ;  an  habitual  fetid  odor,  of  cancer  of  the  body  of  the 
stomach;  a  feculent  odor,  of  intestinal  obstruction.  In  this  last  condi- 
tion masses  of  feces  are  .sometimes  vomited,  this  being  a  very  grave 
sign.  A  few  cases  of  spontaneous  recovery  even  from  this  are,  how- 
ever, on  record. 

Vomit  is  usually  acid  in  reaction  ;  but  it  may  be  alkaline  in  some 
cases  of  chronic  dyspepsia  and  when  there  is  much  blood  present. 

Bile  is  frequently  present  in  vomit,  and  usually  colors  it  dark  green. 
It  generally  indicates  that  the  act  of  vomiting  has  been  performed 
violently  or  on  an  empty  stomach.  If  any  test  beyond  the  character- 
istic appearance  be  required.  Gmelin's  test  with  fuming  nitric  acid  is 
employed. 

The  most  important  abnormal  constituent  of  vomit  is  blood.  In 
large  quantities  its  nature  is  obvious,  and  the  event  is  usually  character- 
istic of  simple  ulcer ;  but  in  cirrhosis  of  the  liver  profu.««;  hematemesis 
may  occur,  owing  to  rupture  of  dilated  veins.  In  smaller  quantities 
the  vomit  has  a  characteristic  dark  appearance  resembling  "cofiec- 
grounds." 

When  the  existence  of  blood  in  vomit  is  doubtful  the  most  reliable 
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guide  is  the  hemin-test.  Some  of  the  material  is  filtered  and  the  fil' 
evaporated  to  drj'ncss.  Powder  the  residue  and  place  a  little  on  a  jj 
slide.  Add  a  drop  of  glacial  acetic  acid  and  heat  gently.  Cover  with  x 
cover-glass  and  cxaniinu  under  a  lijgh  power  for  small  dark-brown  dis- 
tills of  hcmin.  A  crystal  of  coinition  sjilt  is  not  nc-cessarj'  here,  u 
there  are  chloriils  present. 

In  cancer  of  the  stomach  blond  is  frequenlU' present  in  the  vomfl. 
often  in  small,  sometimes  in  considerable,  but  rarely  in   lar^c  quanbt}- 

It  must  not  be  forgotten  that  hcmatemcsis  is  a  symptom  of  cirrbcm 
of  the  liver  and  of  advanced  valvular  disease  of  the  heart. 

In  the  so-called  "black  vomit "  of  acute  peritonitis  black  fluid  a 
pnitred  iiut  in  large  quantity,  which  on  examination  is  found  to  consst 
of  altered  blood  aiul  bite;  it  is  a  most  unfavorable  sign,  and  such  cases 
usually  end  fatally. 

Pus  is  sometimes,  but  rarely,  vomited.  In  considering  both  pus  and 
blood  in  a  fluid  said  to  be  vomited,  it  must  be  remembered  that  when 
large  quantiUes  of  fluid  are  expelled  from  the  lungs  (r.  ^,,  on  the  nipt- 
urtT  of  an  empyema  into  the  lung  or  in  severe  hemoptysis)  the  scnsatiua 
to  the  [wticnl  is  often  as  if  voniiling  had  occurn-d.  The  presence  of 
foiul  and  the  absence  of  frothincss  will  help  to  distinguish  true  vomil. 
while  vomited  blood  is  generally  much  darker  than  blood  from  the  lur^i 
But  the  only  reliable  way  is  to  inquire  carefully  into  the  facts  of  the 
occurrence. 

Pus  in  the  vomit  may  arise  from  an  empyema  of  the  {i^ll-bladdcr  or 
a  pancreatic  abscess  or  some  other  abscess  bursting  into  the  stomach  « 
esophagus. 

Examination   by  the  microscope   is  of  secondary    intportance. 
dilatation  of  the  stomach  the  .tardna  ventriculi  is  frequently  to  be  seeft/ 
together  with  yeast-cells. 

In  reference  to  the  diagnosis  of  malignant  disease  of  the  stomach, 
the  relative  abundance  or  absence  of  free  hydrochloric  acid  has  been 
pointed  out  as  of  importance  by  Ewald.  The  jiatient  takes  a  'tesl- 
breakfast,"  consisting  of  a  cup  of  weak  tea  and  a  little  dr>*  toast.  .'\n 
hour  later  the  stomach-tube  is  passed  and  the  contents  of  the  stomach 
drawn  off  These  are  tested  for  free  hydrochloric  acid  by  Gunsberg's 
test.  The  reagent  consi.sts  of  2  parts  of  phloroglucin  and  1  pan 
of  vanillin  in  30  parts  of  absolute  alcohol.  Some  of  the  filteml 
contents  of  the  stomach  are  evaporated  to  drj-ness  in  a  porcelain  dish. 
A  drop  of  the  reagent  is  added ;  a  delicate  red-rose  tint  shows  the 
presence  of  free  hydrochloric  acid. 

The  absence  or  deficiency  of  free  hydrochloric  add  occurs  in  several 
morbid  .states  ;  but  its  presence  is  a  strong  point  against  a  diagnosis  of 
malignant  disease  of  the  .stomach. 

Examination  of  the  Feces. — The  normal  color  of  the  feces  is  due 
to  the  bile.  In  obstruction  of  the  hepatic  or  common  bile-duct  the 
feces  are  white.  Thus,  the  color  of  the  feces  aflcr  operations  on  the 
gall-bladder  and  bile-ducts  indicates  the  [wtcncj'  or  otherwise  of  these 
ducts.  It  has  been  observed,  however,  after  operations  in  cases  of  long- 
standing jaundice,  that  the  stools  have  remained  white,  although  the 
ducts  were  free.  This  has  proved  to  be  due  to  an  almost  cc 
absence  of  bile-pigment  from  the  biliary  secretion. 
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In  some  cases  of  pancreatic  disease  the  motions  are  almost  white, 
although  containing  some  bile. 

Persistent  jaundice  with  vcr>'  light-colored  stools,  if  associated  with 
a  tumor  of  the  gall-bladder,  frequently  indicates  cancer  of  the  head  of 
the  pancreas. 

If  red  blood  is  present  in  the  motions,  it  has  come  from  the  colon  or 
rectum,  and  in  the  latter  case  is  usually  from  piles. 

A  dark  or  black  color  of  the  ft-ccs,  "  tarry  motions,"  indicates  con- 
siderable hemorrhage  higher  up  in  the  alimentary  canal,  and  is  usually 
a  sign  of  ulceration  or  grou-th. 

As  iron  and  bismuth  color  tlie  stools  dark,  their  ingestion  must  be 
excluded  before  making  a  diagnosis ;  but  the  tarry  appearance  is  usually 
quite  cliaracteri.slic  of  altered  blood. 

The  feces  are  sometimes  altered  in  shape,  When  there  is  stricture 
below  the  level  of  the  sigmoid  the  feces  are  often  pil>e-  or  ribbon -5hajx:d. 
This  appearance  may.  however,  be  produced  by  spasmodic  contraction 
of  the  external  sphincter  ani  during  defecation,  as  in  some  cases  of 
fissure  of  the  anus. 

When  gall-stones  or  mucous  casts  are  to  be  looked  for,  the  feces 
must  be  carefully  washed  through  a  muslin  sieve. 

Mucous  casts  of  the  bowel  indicate  colitis,  as  also  do  flakes  of  lymph 
and  small  quantities  of  pus  and  red  blood. 

In  membranous  colitis  the  attacks  of  pain  at  times  resemble  gall- 
stone seizures;  hence  in  the  less-marked  cases  of  cholchthiasis  it  is 
important  to  negative  colitis  before  concluding  a  diagnosis.  Blood  and 
mucus  are  also  present  in  intussusception.  Pus  in  any  quantity  is  usu- 
ally obvious.  When  there  is  any  doubt  the  microscope  will  settle  it. 
Its  presence  indicates  rupture  of  an  abscess  into  the  alimentary  canal  at 
any  part  of  its  course  below  the  stomach.  It  may  also  come  from  a 
fistula  or  cancerous  ulcer  of  the  lower  bowel. 

The  pre.sence  of  large  quantities  of  fat  manifest  to  the  naked  eye 
forms  part  of  Addison's  classical  description  of  pancreatic  disease.  This 
is  a  very  rare  condition,  and  is  by  no  means  always  present  in  disease 
of  the  pancreas,  though  an  abundance  of  small  particles  of  fat  on  close 
inspection  and  of  fat-globules  under  the  microscojjc  is  usually  found. 
Such  small  particles  of  fat  may  be  distinguished  from  mucus  or  lymph 
by  their  solubility  in  ether. 

The  clay-colored  stools  of  obstructive  jaundice  also  contain  much 
fat,  and  it  occurs  in  not  a  few  other  conditions. 

Examlniition  of  the  Urine. — It  is  useful,  as  far  as  possible,  to  have  a 
record  of  the  quantily  pa.ssed  in  the  twenty-four  hours. 

An  attack  of  polyuria  lasting  a  few  hours,  occurring  as  a  unique 
event  or  at  considerable  intcn'als  of  time,  may  indicate  a  hydronephro- 
sis, and  in  such  cases  the  kidneys  should  be  examined  to  ascertain  the 
presence  of  cnlai^cnient  or  excessive  mobility*.  In  rare  cases  such  an 
event  has  been  due  to  rupture  of  an  ovarian  or  parovarian  cj-st  with  a 
consequent  rapid  absorption  and  excretion  of  fluid.  In  intestinal  obstnic- 
tion  the  quantity  of  urine  passed  is  diminished.  This  is  more  marked 
the  higher  up  the  alimentary  canal  the  obstruction  takes  place;  and 
when  that  is  near  the  stomach  little  or  no  urine  is  passed. 

The  color  of  the  urine  is  important.     In  obstructive  jaundice  bile 
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appears  in  the  urine  before  it  stains  the  sldn ;  while  on  the  relief  o{  the 
obstruction  it  disappears  frcm  tlie  urine  long  before  the  staining  of  the 

skin  fiidcs. 

When  highly  jaundiced  the  urine  is  dark  brown,  green,  or  black  k 
slight  casts  there  is  merely  a  greenish  sheen,  seen  much  better  by 
reflected  than  by  transmitted  hght. 

Bile  may  be  present,  although  not  visible  to  the  naked  eye.  and  some 
of  its  aspects  may  be  imitated  by  drugs,  though  the  difference  in  reflected 
and  transmitted  light  is  fairly  characleristic.  It  is  well,  thercforv.  in  anjr 
such  c^isc  to  confirm  the  diagnosis  by  the  usual  tests  for  bile-pigmenl 
and  bile-sails. 

Blood  in  tlic  urine  renders  it  pink  or  bright  red.  if  present  a&  hemoglo- 
bin. Often  it  is  present  as  sume  derivative,  generally  methemogiQfaat 
or  hematin,  and  then  the  urine  has  a  smoky-brown  or  black  color, 
according  to  the  quantity  present. 

As  some  of  these  apix;arances  may  be  iniitatetl  hy  drugs  and  in 
other  ways,  it  is  often   necessary-  to  confirm  by  a(>|>r<.>priate   tests. 

The  old-fashioned  guaiac  and  ozonic  ether  test,  though  condemnod 
by  refined  chemists,  is  generally  adequate  for  these  examinations  ^  thr 
influence  of  drugs,  especially  potassium  iodid,  is  excluded.  A  dropof 
tincture  of  guaiacum  is  mixed  with  a  small  quantity  of  ozonic  ctbcf,» 
few  drops  of  tlic  urine  are  added  and  the  fluids  are  mixed.  A  bloc 
color  indicates  the  presence  of  blood.  When  small  in  quantity  the 
reaction  may  be  delayed  for  five  or  ten  minutes. 

If  there  is  any  doubt,  the  corpuscles  should  be  sought  for  under  the 
microscope.  Hut  the  most  delicate  test,  and  the  one  to  be  relied  on  if 
the  corpuscles  are  absent  or  cannot  be  found,  is  the  demonstration  b>' 
the  spectroscope,  either  of  the  double  oxyhemoglobin -bands  between 
D  and  E.  or  of  a  single  Ijand  on  the  red  side  of  D,  due  to  metbemo- 
globin  nr  alkaline  hematin. 

When  hematuria  occurs  in  an  abdominal  ca.se  the  most  important 
conditions  to  differentiate  are  renal  calculus,  tubercular  and  malignant 
di.seasc  of  the  kidneys  and  bladder,  and  papilloma  of  the  bladder 

Vesical  disease  is  excluded  by  absence  of  marked  frcquenc>'  of 
micturition,  pain  after  the  act,  and  by  an  acid  or  undccompoKd 
urine;  while,  if  neeessarj-,  actual  examination  with  the  cysloscopc  nuy 
be  employed. 

In  renal  calculus  the  attacks  of  hematuria,  associated  at  times  with 
.small  quantitie.s  of  pus  and  albumin  in  the  urine,  occur  at  inter\'aU, 
often  after  great  exertion,  and  are  associated  with  renal  pain  and  often 
with  pyrexia.  During  the  intervals  there  Ls  a  complete  or  |>arttal  sub- 
sidence of  symptoms  and  the  urine  beoimes  nearly  or  quite  norm. 

Both  tubercular  and  malignant  iliseases  of  the  kidney  are  associal 
with  renal  tumor.  In  tul)ercular  disease  there  arc  sooner  or  later 
intermittent  pyrexia  and  night-sweats.  The  hematuria  is  probably  a 
so  profuse  ta  in  malignant  disea.sc :  and  if  it  is  profuse,  there  arc  con- 
sidcrabEe  intervals  of  moderate  hematuria.  There  is  usually  pus,  often 
in  considerable  quantity,  in  the  sediment ;  while  in  malignant  disease 
the  pus  is  in  much  smaller  ratio  to  the  blood.  Finally,  tubercle  bacilli 
are  found  in  the  sediment,  The  search  for  these  must  be  can-ful 
and  systematic.     Several  cover-glasses  should  be  prepared  from  cacb 
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^^jeciuien  of  sciJimciU,  and  if  not  found  at  once,  tiie  sediment  passed  on 
several  dirtcrent  ilays  should  be  examined.  It  Is  undeniable  that  those 
who  are  in  the  habit  of  frequently  making  such  examinations  are  more 
successful  than  those  with  whom  it  is  an  occasional  task.  The  sediment 
is  collected  in  vessels  with  a  shelving  bottom,  or  a  centrifuge  may  be 
employed.  The  cover-glasses  having  been  prepared  in  the  usual  way 
are  tiien  stained  by  the  Frankel-Gabbctt  or  Zielil-Nielsen  differential 
mctlioil. 

Other  micro-organisms  are  frequently  found  in  the  urine,  usually 
associated  with  cystitis,  but  sometimes  with  pyelitis  ;  in  the  former  case 
the  urine  is  usually  alkaline,  in  the  latter  often  acid. 

Hyttria  has  been  incidentally  considered  above ;  besides  the  cause 
there  refernrd  to,  tlie  rupture  of  purulent  collections  into  the  urinary 
passages  must  be  consideretl.  In  this  case,  if  the  character  of  the 
urine  has  been  known  before,  or  may  safely  be  presumed  to  have  been 
normal,  we  have  a  more  or  less  sudden  access  of  pus  in  the  urine  with- 
out any  accompanying  urinary  symptoms ;  if  cystitis  can  be  excluded, 
the  diagno.sis  will  probably  be  easily  made  and  the  source  discovered. 
A  pelvic  abscess,  a  suppurating  dennoid  ovarian  c>-st,  an  ab.scess  of  the 
prostate,  a  colleetion  of  pus  from  diseased  Ixmc  or  glands  may  burst 
into  the  bladder  or  ureter,  and  an  empyema  of  the  gall-bladder  lias 
been  known  to  burst  into  the  pelvis  of  tlie  right  kidney. 

A  secondary  c>*stitis  is  liable  to  ensue,  sometimes  rapidly  ;  and  then 
the  diagnosis  will  have  to  be  made  on  other  grounds  than  the  cxamina- 
tion  of  the  urine. 

Albuminuria  is  chiefly  of  medical  interest.  In  abdominal  tumors  it 
sometimes  occurs  from  passive  congestion  of  the  kidneys,  (lue  to  press- 
ure.    This  is,  however,  certainly  rare. 

When  albuminuria  occurs  in  association  with  pus  or  blood  in  the 
urine,  it  must  not  be  at  once  inferred  that  it  is  altogether  due  to  the 
presence  of  cither  or  both.  There  may  be  a  considerable  deposit  of 
pus  and  very  little  albumin  in  solution  ;  and  in  the  same  circumstances 
it  seldom  exceeds  0.5  i>er  thousand  as  estimated  in  an  Kshbach's  tulic. 
In  all  such  cases  Hright's  disease  should  be  excluded  by  an  e.\aniination 
of  the  general  symptoms,  and  the  urine  should  be  examined  for  tube- 
casts  and  renal  epithelium. 

The  most  important  relation  of  glycosuria  to  the  diseases  wc  are 
considering  is  its  connection  with  pancreatic  disease.  This  is  a  fact 
which  cannot  be  said  to  be  thoroughly  explained  yet ;  it  is  not  necessary 
to  discuss  the  pathology  of  it  here,  but  it  may  be  pointed  nut  as  of 
practical  moment  that  glycosuria  in  association  witli  alidominal  disease 
should  lead  to  a  special  consideration  of  the  pancreas. 

Peptonuria  is  of  importance  on  account  of  its  association  with  malig- 
nant disease  of  the  digestive  tract  and  with  chronic  suppuration.  If  a 
urine  fails  to  give  a  precipitate  with  heat  and  nitric  acid  in  tlie  cold,  but 
giver?  one  with  picric  acid  or  potassiomercuric  iodid,  the  precipitate  may 
be  due  to  peptones,  and  this  will  \\c  decided  by  the  biuret  reaction. 

One  other  abnormal  constituent  of  the  urine — abnormal  at  lejist  in 
quantity — is  of  importance  with  regard  to  abdominal  disease.  This  is 
inditnn.  When  this  is  in  abundance  in  the  urine.  It  indicates  an  excess 
of  putrefactive  changes  in  the  intestines,  and  may  thus  be  taken  as  a 
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measure  of  the  toxicity  of  the  intestinal  contents.  It  is  found  in  intes- 
tinal obstruction,  enteric  fever,  etc. 

A  very  interesting  case  illustrating  the  diagnt^tic  value  of  indican 
in  the  urine  has  recently  been  communicated  by  Fearce  Gould  to  the 
Clinical  Society  of  London.'  Indican  continued  to  be  abundantly  pres- 
ent in  the  urine  after  an  intestinal  obstruction  had  been  completely 
relieved.  The  patient  died  with  symptoms  of  profound  toxemia  some 
days  later. 

The  test  for  indican  (indoxyl-sulphuric  add,  the  potassium  salt  of 
which  occurs  in  the  urine)  depends  on  the  formation  therefFom  of  indigo, 
by  oxidation. 

Ten  ex.  of  urine  are  added  to  an  equal  quantity  of  stror^  hydro- 
chloric acid ;  2  or  3  c.c.  of  chloroform  are  added,  and  then  a  stm^ 
solution  of  chlorid  of  lime,  drop  by  drop,  the  mixture  being  well  shaken 
after  each  addition.  If  indican  is  present,  the  chloroform  dissolves  the 
indigo  formed  from  it  and  collects  on  the  top  as  a  blue  layer  of  fluid 
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CHAPTER    X. 
PERTTONmS. 

Peritonitis,  for  all  practical  and  clinical  purposes,  may  be  defined 
as  an  inflammation  of  the  pcritanciim  caused  by  the  presence  of  bacteria 
and  their  products.  Occasionally  one  meets  with  a  condition  which 
pathologically  resembles  an  acute  peritonitis,  hut  in  which  the  patho- 
genic germs  may  not  be  found  These  so-called  cases  of  chemical 
peritonitis  occur  in  strangulated  hernia;  and  after  aseptic  celiotomies, 
where  the  loops  of  the,  intestines  are  bathed  with  a  bloody  scrum  and 
have  lost  the  smooth  glisten  of  the  normal  ix-ritonenm.  Such  a  patient 
may  simulate  very  closely  the  picture  of  an  acute  infection;  but  when 
the  absorption  of  septic  material  is  stopped  by  simple  drainage,  the 
rajMd  change  in  condition  shows  the  absence  of  any  progressive  lesion. 
In  such  a  case  it  is  probable  either  that  there  has  been  a  previous  infec- 
tion by  pathogenic  bacteria  which  have  been  removed  by  rapid  absorp- 
tion through  the  lymph-channels,  or  that  there  has  taken  place  a  suffi- 
ciently toxic  exudation  from  the  lumen  of  the  intesUne  to  give  rise 
to  the  local  and  general  symptoms  of  a  peritonitis,  though  the  actual 
passage  of  the  bacteria  has  not  taken  place. 

A  gtiod  eistnple  of  such  s  pmccHs  can  he  seen  in  a  mild  cnw  of  appmrtidtiB.  Oa 
eotering  ihe  abdomen,  the  appendix  nnd  th«  nirrotindinf;  loop;  of  ([ul  will  be  found  to  be 
cangrstcd  dim]  covered  wiili  a  vjtnuhLe  amount  of  ribriiioiis  lytnph,  hut  no  pus  :  |>crhaps  a 
little  bliiiody  VTum.  Culturrt  from  «urh  nn  (^xu(lAtc  show  ihnl  it  is  uflrn  Meriltr.  and  the 
■■ptanatiou  »ecin»  to  be  tliat  the  chemical  prudui;!!^!:!^  uf  the  aclivc  gcmi.'ii  in  the  lumen  of 
thu  snail  sef^ent  of  Eiii  have  trnnsnded  thmii|{h  the  wnil  and  started  the  wonderful  reparn- 
tiTc  po««r  of  Ihe  peritoneal  jturfiice.  Similar  lesion)  in  the  pcriloncnm  can  be  seen  wbi!rc 
cbemical  changes  have  biken  place  :  for  example,  in  th*  inierior  of  an  orarUn  cyM  from 
twiatingof  itj  pedicle.  Rctuntty.  WielaiiU  hn>  »iicccedcd  in  ptoducinfi  a  true  local  perilo- 
lUtifi,  with  the  fomiaUon  of  hbrin  and  pus,  by  inrmdudng  into  the  abdominal  cnviiy  small 
Sterile  fuh-t>ladden  cmitAliuiig  McrilJKcd  culture*  of  the  pyogenic  cocci.  The  membrane 
prevented  the  too  ntfAd  carrying  ofF  of  llie  loxic  products  uf  ihc  bacieiini  iin-iabi)li:»m,  iw  is 
the  ca*e  when  the  loitns  are  rimply  inject^cd,  and  permitlrd  a  gradual  absorption,  *o  as  lo 
imtlaie  the  ualuntL  conditions  as  much  as  posiible.  A  himilar  rc^%uli  had  been  obtained  by 
Pniddcn  **veral  year*  before,  while  *tudying  the  action  en  the  ti^iwes  of  dead  iubert;le 
tMcilli.  The  (uberclet  thus  obtained  could  not  be  di>iiu|;uished  from  iho^e  produced  by 
living  bacteria,  klio wing  that  the  budlr^nf  thr«e  dead  bacilli  cootnined  enough  of  the  specific 
poisoo  (o  cause  the  familiar  changes  in  the  ceLU  of  the  peiiloncum  and  itn  underlying  coii> 
oectiTc  tiasuM.  Another  valuable  hint  conLiine<l  in  thei^e  rc<.ulis  is  that  the  eilecl-s,  both 
Hmeral  and  local,  of  the  bacteria  pToducing  tlie  periloU'cnl  iiiflantmation,  are  largely  due  lo 
the  me(a>boIic  products  of  the  germs,  and  not  to  their  mere  m«:hanical  action  and  (^wth. 

The  diflcrcncc,  however,  between  a  chemical  and  a  true  bacterial 
peritonitis  is  that  tlie  former  is  never  progressive — there  is  a  tcnd- 
ency  to  resorption  of  the  exuded  products  and  a  gradual  return  to  a 
normal  condidun.  The  trtic  bacterial  peritonitis,  on  the  other  hand, 
shows  no  tendency  to  s}iontaneous  cure  until  the  conditions  are  exactly 
simitar  to  those  existing  in  the  chemical  form.  In  other  words,  nature's 
method  of  healing  a  localized  bacterial  infection  is,  first,  to  cause  the 
death  of  the  bacteria  present,  and  then  to  carr>-  on  the  absorption  or 
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encapsulation  of  the  inflammatory  exudate.  This  can  be  done  in  pu»- 
collections.  contiininp  a  few  cubic  centimeters,  but  is  not  possible  whni 
the  amount  is  mucli  greater.  It  is  best  seen  in  small  appcndicaln 
abscesses  and  in  pyosalpinx,  the  pus  obtained  from  the  latter  being 
sterile  in  a  large  pri>pojtinn  of  cases  examined. 

Etiology.— Ill  interpreting  the  results  of  bactcriolu^ca.1  in\'rstiga- 
tion  on  the  varying  flora  of  the  exudate  in  acute  peritonitis,  it  is  xieasr 
sarj'  to  recall  the  manner  of  infection  of  the  jxiritoneal  cavity,  whidi 
differs  in  a  considerable  degree  from  that  of  other  tissues  of  the  bodj- 
The  |K."ritoneiini  may  be  invadetl  in  four  ways: 

I.  From  the  general  circulation,  the  so^alled  hcmatugciious  poi- 

lonitis. 
II.  By  bacterial  invasion  from  neighboring  organs  without  pcifon- 
tion,  or  infection  by  continuity. 

III.  I'ojlowing  perforation  of  any  of  the  hollow  viscera. 

IV.  Infection  from  penetrating  wounds  or  abdominal  operatioas 

fK-'rforating  the  viscera. 

The  first  is  a  rare  cause  of  acute  peritonitis,  and  is  usually  the  resi 
of  an  infection  by  the  pneumococcus  or  the  tu!>ercle  Ijacillus.  In  a; 
the  disease  is  of  little  interest  surgically,  because  the  le.sions  air  us 
secondary  to  a  severe  infection  in  some  other  organ  of  the  body,  suc^ 
as  tlic  lung,  and  are  therefore  wholly  txyond  sui^cal  treatment.  The 
second  type,  however,  is  a  ver>'  inii>orUint  one,  including  as  it  docs  the 
group  of  puei-jx^ral  infections  and  a  certain  number  of  cases  of  appcnd- 
citi.s.  The  puerperal  invasion  is  a  direct  growth  of  the  species  causint: 
the  disease,  along  the  extremely  abundant  lymphatics  of  the  uterus  ^nd 
adnexas.  and  thence  to  the  peritoneal  cavity  through  the  lymph-spaon 
of  the  peritoneum.  In  the  appendix  the  case  is  soniewliat  different 
Here  the  oqjan  may  be  surrounded  by  an  abscess  yielding  on  culture 
nothing  but  the  colon-baeiUus.  while  in  .sections  of  the  organ  properly 
stiined  the  whole  t!iit:kne-vs  of  ilie  wall  will  show  an  abundance 
streptococci,  The  colon- Ira cj Hi  of  the  abscess  have  been  able  to 
through  the  diseased  tissues  of  the  appendix  and  form  an  inlraL 
neal  abscess,  and  have  outgrown  the  less  vigorous  streptocoecus.  Mi 
the  same  form  of  invasion  is  seen  in  strangulated  hernia,  whcir  the 
fluid  contents  of  the  Jieniial  sac  are  found  to  contain  bacteria  in  a  cer- 
tain number  of  cases,  even  though  the  intestinal  wall  is  not  gan|;^f'enoai. 
In  infections  of  this  type  it  is  prol>able  a  priori  that  the  number 
si>ecies  found  will  be  rather  limitetl,  and  such  is  the  case.  In  pucrpe 
infection  the  streptococcus  is  the  almost  constant  factor ;  in  apjKmdic 
and  strangulated  hernia,  the  streptococcus  and  colon-bacillus. 

Perforative  peritonitis,  on  the  otlier  hand,  is  a  true  pt>ly infection.  Often 
as  many  as  ten  diftercnt  species  may  be  found,  though  it  is  very  doubt- 
ful whether  they  all  contribute  equally  to  the  peritoneal  inHammatMO. 
the  active  agent  being  in  this  ca.se  also  the  streptococcus,  with  a  sec- 
ondary infection  by  the  colon-bacillus.  The  reasons  for  the  recent 
change  of  opinion  concerning  the  active  part  taken  by  the  latter  in  the 
pathogenesis  of  peritonitis  arc  numerous.  In  the  first  place,  the  growth 
of  the  colon -bacillus  is  so  rapid  on  all  of  the  media  in  common  use  that 
other  species,  and  especiiilly  tlic  rather  feeble  streptococcus,  arc  sc 
overgrown  in  plate-cultures  and  their  recognition  rendered  impo^sf 


oai. 


PERITONITIS. 


319 


when  by  staining  the  tissues  or  in  cover-glass  smears  from  the  perito- 
neal exudate  the  streptococcus  js  found  to  be  abundant  Another  fact, 
though  not  absolutely  con\Tncing,  yet  is  of  some  importance,  is  the 
relatively  slight  pathogenic  property  of  the  colon-bacillus  when  injected 
into  animals  comjjared  to  that  exertett  by  the  streptococcus  under  simi- 
lar conditions.  Animal  and  human  susceptibility  to  a  given  micro- 
organism arc  not  at  all  times  parallel ;  but,  as  a  rule,  virulence  to  animals 
can  be  accepted  as  some  indication  of  its  relation  to  man. 

The  me-rc  dl««>T«T7  of  ihe  culoii-bacillus  in  the  periiontal  fluid  11  few  hours  bH'orc  or 
kflei  tlie  deatb  of  the  palicnt  cnnnot  lir  aM>uinccl  a*  an  ab»filii.t«  <'vi<lcnce  nf  iti  causative 
conneciioD  with  ihrt^isenM,  for  it  has  been  frti^ueiitly  ahown—noUbly  by  Siiiiarclli  in  the 
case  of  yellow  fe*er,  aatl  by  Hiuser  iu  other  condition* — that  the  bixljr  \>.  tifien  invaded 
imIIu^d■mtely  after  death  by  the  colnri-luirillu-s  und  ■>>  certain  cuseii  a  «>nfti(t'crable  tiim-  beltrc 
the  faUl  iiinc-  A  report  by  Cbairio  und  Vcillon  of  the  result*  nbtAiniCil  in  a  fatal  ca>ic  of 
peritoDitii  appcating  as  a  letmina!  infciction  in  ttrrhotis  uf  the  liver  \f>  of  inieiest  in  this  con- 
ncctioD.  Od<  hour  after  the  death  of  the  poticnt  a  ■inwtl  qiianiiiy  of  the  jicriUiniral  exuiluK; 
was  wilhdnwa  by  means  of  a  sterile  synnge  antl  waa  fouiiid  lu  coulsiii  a  pure  coUure  of  the 

fiTwuroococcu*.  Tweniy-«is  hour*  after  death  an  autopsy  was  nuidr,  ami  vulliiies  ubluiiicd 
roin  the  abundant  purulenl  exudate  showed  only  the  pre*ence  of  vast  numbers  of  the  colon- 
baciltus.  Such  a  caK  would  have  ordinarily  passed  (or  a  colon -infection,  and  is  a  fair  exam- 
ple of  the  difficulty  encoutilered  in  the  isolation  of  n  feebly  growing  pathogenic  gcrra  in  the 
presence  of  ■  more  vigorouit  upruphyte. 

The  peritonitis  produced  by  infection  during  an  operation  or  by 
material  carried  into  the  abdomen  by  a  stab-wound  or  pistolshot-wound 
usually  shows  either  the  stn.'ptocnccus  or  st;ipIiylococcus  as  the  active 
agent,  the  streptococcus  being  found  most  often.  The  infection  in  these 
cases  is  often  of  a  most  virulent  tyjx;.  producing  a  nipidly  spreading 
peritonitis,  soon  becoming  general.  The  modern  high-speed  bullet  is 
usually  aseptic  because  of  the  heat  produced  by  its  high  speed,  and 
hence  the  source  of  the  infecting  germs  must  be  the  clotliing  or  .skin  of 
the  injured  person.  In  stab-wounds,  on  the  other  hajid,  the  knife  is 
usually  dirty,  and  the  injury  produced  is  a  more  superficial  one.  and 
therefore  more  liable  to  infection.  To  produce  a  bacterial  peritonitis 
several  factors  are  necessary.  The  injection  of  a  moderate  quantity  of 
a  cloudy  culture  of  bacteria  into  the  peritoneal  cavity  produces  no 
peritonitis ;  neither  does  the  injection  of  the  bacteria  and  their  toxins ; 
both  are  rapidly  absorbed  by  the  healthy  peritoneum.  Sterile  particles 
of  feces  ami  sterile  contents  of  the  small  intestine  are  equally  innocuous. 
There  must  be  some  injury  to  the  cells  of  the  lining  endothelium  in 
order  that  the  bacteria  may  find  a  place  to  grow  and  set  up  the  tissue- 
changes  we  call  peritonitis.  Such  an  in]ur>'  may  be  produced  by 
drj'ing  of  the  peritoneal  surface,  by  rough  operative  traumatism,  by 
irrigation  with  solution  of  mercuric  chlorid.  by  chemical  substances 
cxudcxi  from  an  unruptured  abscess  in  the  abdomen,  by  unsterilized 
particles  of  feces.  Then  antl  only  then  can  there  be  produced  a  pro- 
gressive peritoneal  inflammation  liy  the  actit>n  of  the  Iwctcria.  Particles 
of  feces  are  especially  dmgerous,  because  they  not  only  act  as  foreign 
bodies  and  irritate  the  delicate  endothelium,  but  al.so  contain  in  them- 
selves the  bacteria  necessary*  to  use  this  injured  area  as  a  place  for 
growih.  They  thus  protect  their  contained  germs  from  rapid  absorp- 
tion until  they  have  a  chance  to  grow.  But  the  process  is  not  in  any 
way  dependent  on  the  chemical  compounds  in  the  feces ;  it  is  entirely 
mecham'cal  -  blotting-paper  infected  with  a  broth-culture  of  the  germ 
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would  do  as  well.  When  an  abscess  ruptures  into  the  peritoneal  caviif, 
it  carries  in  tlic  discharged  pus  the  necessary  elements  for  a  spreading 
inftrction — the  bacteria  and  their  toxins  in  large  quantity,  hidden  in  soU 
particles  of  fihrin  and  necrotic  tissue  which  act  as  a  protection  until  ai 
inilammatioii  can  be  started  in  the  as  yet  uninjured  [x;ritoneufn.  h 
those  cases  in  which  there  has  been  sufficient  trauma  during  the  courw 
of  an  operation,  the  simple  presence  of  bacteria  will  start  an  active  proc- 
ess in  the  weakened  peritoneal  coat,  and  there  is  no  need  of  foreign  pr- 
ticles  to  protect  the  gemis  from  absorption.  The  classification  of  acvic 
peritonitis  should  be  baseil  on  the  bacterial  infection,  because  an  the 
nature  of  the  infecting  organism  depend  the  symptoms,  course,  and  prog- 
nosis of  the  disease ;  but  at  present  such  a  di\^ision  is  quite  impossible. 
and  pathological  dssue-changes  arc  the  basis  of  our  classification. 

I^thology. — The  j>atho!ogical  changes  which  take  place  in  an  aaite 
inflaminalion  of  the  peritoneal  cavity  arc  ver>'  variable,  depending  on  the 
virulence  of  the  infection,  the  length  of  time  which  has  elapsed  since  the 
beginning  of  the  disease,  and  the  original  site  of  the  process. 

The  changes  which  occur  at  first  are  a  slight  congestion  of  the  sui- 
face,  often  combined  with  small  hemorrhages.  This  is  always  mtwr 
marked  over  the  visceral  than  the  parietal  layer,  and  also  at  the  place 
where  the  inflammation  originated.  This  stage  corresponds  to  a  swell- 
ing and  proliferation  of  the  endothelial  cells  and  a  beginning  edema  of  ibc 
connective  tissue  iK-ncalh  ihcm.  Cases  dying  within  twelve  to  sixteen 
hours  often  show  nothing  more  than  this.  If  the  process  continues.  the« 
takes  place  an  exudate  of  fibrin  and  serum  in  varj-ing  amounts.  Thr 
serum  is  rarely  in  any  great  quantitj*.  and  soon  becomes  turbid  ud 
finally  thick  pus  from  the  emigration  of  the  leukocytes  and  the  absorp- 
tion of  the  excess  of  fluid  by  the  peritoneum.  The  Rbrin  in  the  orir 
stages  forms  only  a  thin  layer  over  the  serous  surface  ;  later  it  may 
increase  in  quantity  and  thickly  coat  the  surface  of  the  viscera.  The  p» 
may  remain  entirely  free  in  the  cavity,  merely  gravitating  to  the  lowest 
points,  such  as  the  pelvis  or  the  spaces  to  the  outer  .side  of  the  asoad- 
ing  and  descending  colon,  or  it  may  become  encapsulated  by  the  fonn»- 
tion  of  adhesions  between  the  loops  of  the  intestines  by  the  exudaliaa 
of  large  quantities  of  fibrin.  Anatomically  these  cases  can  be  divided 
into  {a)  pc'ritonciil  sepsis.  (i6)  acute  general  jjeritonitis,  (*■)  progrcssj^v 
fibrinopurulent  jK^ritonitis,  (^/)  localized  [xrritonitis. 

Clinically  any  sharper  divisiion  than  localized  and  general  is  rarefy 
possible.  If  the  patient  does  not  die  from  the  localized  process,  tbent 
cure  is  sometimes  possible  by  the  abscess  perforating  cither  the  abdotni- 
nal  wall  or  into  the  intestine,  and  thus  draining  itself;  but  this  is  rare 
Dense  adhesions  then  form  about  the  site  of  the  abscess  and  betvees 
the  viscera,  and  the  process  becomes  a  chronic  one,  and  finally  ceases  tt> 
be  progressive, 

Tlie  changes  in  the  peritoneum  in  tubercular  peritonitis  are  of  a  some- 
what different  type.  The  simplest  form  {a)  is  that  in  which  there  are 
miliary  tubercles  scattered  over  the  surface  of  the  peritoneum  ;  this  Smtb 
is  usually  seen  in  connection  with  a  general  miliary  tuberculosis  of  the 
rest  of  the  body  ('/),  a  comparatively  small  amount  of  tuberdc-tissuc 
and  a  relatively  large  accumulation  of  serum  (r),  a  form  in  which  the 
loops  of  the  intestine  arc  matted  together  in  a  mass  by  the  formation 
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of  enormous  quantities  of  fibrinous  exudate  (rf),  the  final  stage,  in  which 
besides  the  adhesions  there  are  lar^c  saccul;itcd  accumulations  of  pus 
and  cheesy  debris.  Cure  after  upeivitiun  takes  place  by  the  eiicapsula- 
tjon  of  the  cheesy  masses  and  the  gradual  clianye  of  Uie  tubercle-tissue 
into  simple  librnus  tissue,  in  which  no  sijrt^s  of  a  tubercular  oripin  can 
be  discovered.  This  process  has  been  observed  in  a  moderate  number 
of  cases  in  which  a  laparotomy  or  autopsy  has  Liken  place  some  time 
after  some  previous  o|XTation  for  the  relief  of  the  tubercular  peritonitis. 
In  these  cases  the  [x:ritoneuni  has  been  fnuiid  to  have  regained  its 
glistening  surface,  the  adhesiinis  have  disap|>eared.  and  all  that  remains 
of  the  tubercles  arc  fibrous  thickenings  of  the  peritoneal  surface. 

The  paths  of  orijiin  of  the  peritoneal  infection  by  the  tubercle  bacillus 
are  somewhat  obscure.  In  cases  of  mihar>'  tuberculosis  the  peritoneum 
is  frequently  found  to  be  the  seat  of  abundant  small  miliary-  tubercles. 
but  this  process  is  usually  lost  siyht  of  because  of  the  symptoms  pro- 
duced by  the  infection  of  the  uther  nrj^ans  of  the  body. 

The  infection  may  arise  frum  the  intestinal  tract  by  the  bacteria 
parsing  through  the  intestinal  wall  from  a  tubercular  ulcer  as  a  source, 
and  starting  an  inflammation  on  the  .serous  surface.  This  process  is 
quite  common  in  cases  of  phthisis,  but  rarely  leads  to  any  uidespread 
peritonitis,  beinj;  usually  confined  to  the  area  of  the  intestinal  wall  occu- 
pied by  the  ulcer.  By  far  the  most  important  channel  is  probably  the 
retroiieritoneal  lymphatics  irifccted  prnl,);ibly  through  tubercular  fuod. 
milk,  etc..  or  [»os.sibly  ihrinigh  traiisfereiiee  of  the  Iwcilli  from  the 
bronchial  lymph-nodes,  the  pleura,  and  the  lung  to  the  peritoneum  and 
retroperitoneal  nodes.  Finally  a  considerable  proportion  of  the  cases 
seen  in  women  are  undoubtedly  primar>'  in  the  genito-urinary  tract,  and 
spn-at]  thence  to  the  peritoneum, 

Symptoms. — The  classic  picture  of  general  peritonitis  offers  but 
a  slight  ijitercst  to  the  surgeon.  The  drawn-up  knees,  the  swollen 
abdomen,  and  the  shrunken  face  are  hut  indications  that  the  time  for 
operative  interference  is  past.  The  whole  aim  of  the  ^u^geo^  should 
be,  therefore,  to  make  his  diagnosis,  and  to  attack  the  disease  before 
the  system  has  been  poisoned  beyond  hope  nf  remedy.  To  do  this 
retjuires  more  than  the  mere  observation  and  weighing  of  the  ordinary 
symptoms.  It  requires  the  ability  to  judge  of  the  patient's  e.vprcssion, 
to  recognize  tJie  gravity  of  the  situation  irrespective  *yi  the  exact  tem- 
perature and  number  of  pulse-beats.  Tlie  early  crises  var)'  much  in  the 
9C\'erity  of  their  symptoms,  depending  on  tlie  suddenness  of  tlie  intcc- 
tion.  its  bacterial  nature,  and  whether  the  process  Is  local  or  general. 
When  there  has  been  a  jK-rforation  of  one  of  the  hollow  viscera  and  a 
lat^  quantity  of  infectious  material  fias  Ixcn  distributed  about  the 
peritoneal  cavity,  the  rapid  absorption  of  the  toxins  and  bacteria  causes 
a  profound  shock  to  the  system,  anri  may  even  cause  the  death  of  the 
patient  within  a  few  hours.  Should  this  not  occur,  then  the  patient 
goes  on   either  to  a  general   peritonitis  or  to  a  localized  abscess  with 

»  encapsulation  of  the  material  which  has  escaped  from  the  perforation. 
The  symptoms  in  the  first  case  will  be  extreme  and  svidden  pain,  at 
times  general,  at  others   localized  at  the  jKiint  of  the  perforation  or 

Cto  the  epigastrium.  The  prostration  will  be  marked,  the  pulse 
he  skin  cold  and  clammj'.  Tenderness  on  deep  pressure  may 
: 
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be  marked  over  the  site  of  Uic  rupture  or  may  be  entirely 
There  is  only  rarely  a  general  tenderness  over  tlie  abdomen ,  ii» 
i^  rather  a  later  symptom  dq^ndcnt  un  the  beginning  of  tbc  aclix 
inflammation,  and  often  docs  not  occur  until  eight  to  twelve  bc<un 
after  the  perforation.  No  possible  decision  can  be  made  at  this  tm» 
on  the  probability  of  the  localization  of  the  infection,  and  delay  coK 
adds  to  the  certainty  that  the  patient's  chances  will  become  less  tlr 
longer  the  period  which  elapses  between  the  perforation  and  tls 
operation  for  its  closure.  Cases  in  which  there  is  2  rupture  c/  1 
localized  abscess  often  show  a  remarkable  improvement  of  the  pabcnt* 
subjective  condition,  due  to  the  relief  of  pressure  on  tbc  ncnr- 
fibers  of  the  abscess-wall ;  but  the  rapid  quickening  of  the  pulse  tai 
an  ominous  rising  temperature  point  inevitably  to  the  fact  that  ffl 
increase  in  the  general  septic  condition  is  taking  place.  In  other  ca» 
there  may  be  absolutely  no  warning  at  the  moment  of  the  perforalwiB 
and  the  beginning  of  the  process  of  generalization,  and  this  roosEt  oAa 
occurs  in  connection  with  gangrenous  inHammation  of  the  ^>pei)cii. 
It  is  here  quite  natural  to  suppose  that  the  ncr>e-fibers  of  the  oija 
are  invplved  in  the  nccrolic  condition  of  the  rest  of  the  tissues,  and  tint 
the  process  of  beginning  le-akage  stiould  bring  but  little  shock  todit 
surrounding  peritoneum,  already  inflamed  by  chemical  exudation  fron 
the  appendix.  In  these  early  cases  of  peritonitis,  unlcis  there  is  adur 
history  of  previous  trouble,  the  diagnosis  often  has  to  be  made  on  % 
ver>'  slight  basis.  The  temperature  niaj-  be  low.  not  over  lOO**  F-\«y 
often,  with  a  pulse  of  80  to  100.  and  only  slight  tenderness  and  dkfitev- 
tion  of  the  abdomen ;  yet  the  patient  has  an  indescribable  anximK. 
pinched  look  about  the  face  that  will  enable  a  good  observer  to  maks 
a  probable  diagnosis.  In  advanced  conditions  the  di.scase  is  compan- 
tively  easy  to  diagnose.  The  most  valuable  symptoms  are  llic  pul« 
and  the  condition  of  the  abdomen.  The  pulse  in  many  of  the  wdl- 
advanced  cases  is  peculiar,  but  easily  recognized  after  a  little  cxpcrioKr 
It  is  increased  in  frequency  to  1 10  to  130.  and  is  a  little  hard  and  snappy 
The  ^domcn  is  tender,  with  the  point  of  greatest  sensibility  at  & 
place  where  the  disease  began,  though  in  exceptional  cases  the  xaeA 
tender  spot  is  on  the  side  of  the  abdomen  away  from  the  point  rf 
origin.  The  abdominal  muscles  are  rigid  in  the  reflex  attempt  to  pro- 
tect the  painful  \*iscera  beneath,  and  there  is  a  marked  distention,  thx 
to  the  paralysis  of  the  muscular  coats  nf  the  intestine  by  the  pcwoc. 
and  possibly  several  other  factors,  the  infiltration  of  Uk:  wall  of  tbc  gut 
by  the  inflammatory  products  and  also  the  irritation  of  the  inhf 
nerves.  Chilly  feelings  are  a  common  symptom  :  but  actual  chilU 
rare  except  in  the  puerperal  form,  when  a  severe  chill  frequently 
the  beginning  of  the  dUease.  In  the  latter  type  of  infection 
is  frequently  present,  instead  of  the  usual  obstinate  constipotioa. 
Vomiting  is  an  important  and  early  symptom,  often  beginning  bcfoct 
pain  or  tenderness,  and  thus  indicating  its  origin  from  the  irritation  nf 
the  peritonea!  nerves.  Later  it  iissumes  the  characteristic  (orm  seen 
also  in  cases  of  intestinal  obstruction  from  any  cause — the  quite  constsnl 
rq:;urgitation  of  the  contents  of  the  stomach  into  the  mouth  without 
any  effort  on  the  part  of  the  patient.  Finally  the  fluid  becomes  tiK 
true  stcrcoraceous  vomit,  and  is  a  symptom  oS  the  final  stages  of  tfe 
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disease.  Such  cases  can  rarely  be  saved  by  any  means,  operative  or 
otherwise. 

The  symptoms  of  the  tubercular  form  of  peritonitis  are  exceedingly 
variable.  The  dLseasc  may  exist  for  a  considerable  time  without  giving 
symptoms  of  any  sort,  and  only  be  discovered  accidentally  in  the  course 
of  an  operation  for  some  other  condition.  This  has  been  recently  shown 
in  connection  with  operation  for  the  radical  cure  of  hernia,  in  which  the 
sac  is  not  infrequently  found  to  bo-  the  site  of  a  tubcrcnlous  process,  a 
part  of  the  general  involvement  of  the  whole  peritoneum.  Other  cases 
show  no  local  symptoms,  but  only  a  gradual  loss  uf  health,  with  an 
evening  rise  of  temperature  and  rapid  heart -action.  (Jrthc  disease  may 
behave  like  an  acute  peritonitis  or  intestin;U  obstruction,  with  high  tem- 
peratures, vomiting,  rapid  distention,  and  tendeniess.  The  common 
forms  usually  show,  besides  the  loss  of  flesh  and  strength,  some  local 
evidence  of  the  tubercular  process.  The  abdomen  is  swollen  and  hard  ; 
through  its  walls  can  be  felt  a  variety  of  irregular  masses  composed  of 
the  new  tissue.  One  of  these  masses  which  is  suggestive  of  this  disease 
is  a  long  sausage-shaped  tumor  formed  from  tbe  rolled-up  and  thiclccned 
omentum  and  lying  across  the  upper  (wrtion  of  the  abdomen.  Occa- 
sionally fluctuation  can  be  made  out  in  one  of  the  collections  of  pus  or 
in  the  serous  effusion. 

Prognosis. — The  prognosis  of  acute  general  peritonitis  is  dependent 
on  (a)  the  pathogenic  germ,  {J})  the  amount  and  source  of  the  infec- 
tious material,  (<)  the  complicating  disea.sc,  and  {(/)  the  time  which 
elapses  before  interference.  Peritonitis  caused  by  the  gonococcus, 
pneumococcus,  or  staphylococcus  is  less  dangerous  to  life  than  that  in 
which  the  streptococcus  is  present.  The  amount  of  infection  is  impor- 
tant for  the  reason  that  small  amounts  of  pus  and  other  septic  material 
can  be  absorbed  before  they  have  time  to  set  up  an  active  inflanunation, 
and  a  small  quantity  of  fluid  from  the  stomach  is  less  likely  to  cause  a 
violent  peritonitis  than  an  equal  amount  poured  out  from  the  colon. 
lictwccn  infections  arising  fn>m  the  colon  and  those  from  the  small 
intestine  there  is  a  considerable  difference  in  prognosi.s.  Although  the 
bacterial  content  of  the  colon  is  far  greater,  both  as  regards  the  number 
of  species  and  their  number  to  a  given  bulk,  yet  the  fluidity  of  the  con- 
tents of  the  small  intestine  permits  the  escajie  of  a  greatirr  quantity  of 
infectious  material,  and  by  reason  of  this  and  of  the  greater  jieristaltic 
activity  its  distribution  over  the  intestinal  coils  renders  the  small  intes- 
tine area  one  of  great  seriousness  in  perforation.  The  disease  which 
may  accompany  the  escape  oi  infection  renders  the  application  of 
operative  relief  far  more  dangerous  than  in  a  simple  uncomplicated  case. 
For  example,  the  mortality  in  peritonitis  complicating  pneumnnia  is  at 
least  80  per  cent  of  llie  cases  operated  upon,  while  that  of  ulcer  of  the 
stomach  has  recently  fallen  to  53  per  cent  The  chances  of  a  case 
treated  so  early  that  no  actual  tissue-changes  have  taken  place  in  the 
peritoneum  must  be  infinitely  greater  than  those  in  which  the  abdomen 
is  filled  with  pus  and  fibrin  and  the  patient's  whole  nervous  system  is 
poisoned  by  absorption. 

The  absolute  mortality  of  general  [writonitis  is  a  matter  verj-  diflRcult 
to  dctennine.  Treated  medically  it  is  certainly  over  90  per  cent. ;  but 
here  the  doubt  must  always  remain,  in  case  of  recovery,  whether  the 
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patient  really  had  n  gcncml  process  or  not.     The  same  questioo  vm 

in  the  discussion  of  surgical  results ;  but  here  a  greater  amount  « 
certainty  is  gpuncd  from  the  possibility  of  inspecting  the  surface  of  ii« 
intestines  and  determining;  roughly  the  presence  or  absence  of  infba- 
mutor}*  changes.  Nevertheless,  it  is  probable  that  a  general  pcritoaait 
is  a  more  fatal  disease  than  the  present  statistics  indicate,  if  for  no  otho 
reason  than  that  a  successful  case  is  far  more  hkcly  to  be  pubtbbnJ 
than  a  f;iiKirc.  The  present  statistics  arc  basctl  on  over  2CO  cases  d 
general  peritonitis  which  have  been  operated  on  uithin  the  last  Cm 
years.  The  results  arc  that  the  mortality  has  been  only  about  6: 
per  cent,  which  is  a  Rfcat  advance  over  the  best  that  can  be  done  ty 
purely  medical  means.  Equally  brilliant  are  the  opcrath*c  rcsulB 
obtained  in  the  treatment  of  perforating  ulcer  of  the  stomach.  Tk 
figures  have  been  arranged  by  Mikulicz  in  a  very  striking  manner.  The 
number  of  cjiscs  operated  on  between  1885-1893  is  35,  and  nf  these 
only  1  was  saved.  In  sharp  contrast  to  this  is  the  record  between 
1894-1896  of  68  case.s,  witli  33  recoveries,  a  mortality  of  only  53  pei 
cent.  In  operations  .since  1896  the  mortality  of  those  cases  wbcb 
received  treatment  before  twelve  hours  had  elapsed  has  been  shout)  by 
Keen  to  have  been  less  than  17  per  cent.,  while  cases  from  the  same 
period,  but  allowed  to  go  twelve  to  twenty-four  hours,  show  a  moitabty 
of  43  per  cent.  A  certain  amount  of  improvement  in  operative  tcchnic 
during  the  last  ten  years  no  doubt  contributes  to  this  advance  ;  but  the 
most  important  point  is  the  fact  that,  with  the  recognition  of  the  fliscase 
as  a  surgical  condition,  the  patients  have  been  brought  to  operatke 
early,  the  majoritj'  within  twelve  hours  of  the  perforation.  Operator 
interference  has  been  carried  out  in  66  cases  of  perforation  of  an  uker 
of  the  bowel  in  the  course  of  typhoid  fever.  Of  these,  only  1 3  recovcrrd. 
or  a  mortalit)'  of  over  80  per  cent.  When  one  considers,  however,  that 
nearly  all  cases  die  if  not  ojieratcd  on,  and  remembers  the  conditiutN 
under  which  the  patient  must  submit  to  operation,  tlicse  results  must  he 
acknowledged  to  be  a  vcrj-  remarkable  triumph  of  modem  surgeiy.  Of 
all  forms  of  peritonitis,  thai  in  which  the  most  benefit  is  obtained  bj" 
surgical  means  is  the  tubercular  form,  although,  curiouslj-  enough,  the 
exact  process  by  which  the  patient  is  benefited  is  not  accunitcty  kno»Ti 
Alt  that  is  known  is  that  after  the  abdomen  of  such  a  patient  has  beea 
opened  there  takes  place  a  reparative  change  resulting  in  tlie  tcmponn- 
improvement  of  at  least  70  per  cent  for  a  short  time,  and  the  permaocrt 
cure  of  at  least  25  per  cent,  of  those  operated  upon. 

Treatment.— The  treatment  of  peritonitis  varies  greatly  bt^cau5c  of 
the  vast  ciiffeiences  in  the  types  and  .severity  of  the  disease.  A  smaU 
localized  collection  of  pus  in  the  abdominal  cavity  is  nothing  compSRd 
to  the  same  amount  of  infectious  material  when  not  walled  off  by  bir- 
riers  of  plastic  lymph.  The  location  of  the  noxious  substances  in  the 
peritoneum  is  also  of  the  greatest  importance;  the  pel\-ia,  iIm;  fossjt 
external  to  the  colon,  and  to  a  lesser  extent  the  region  anterior  to  the 
stomach  and  liver,  are  positions  of  the  greatest  relative  safety.  Exudates 
in  these  positions  often  become  safely  walled  off  in  a  few  hour?: ;  wink. 
on  the  other  hand,  an  infection  of  the  central  portion  of  the  abdomiial 
cavitj'  is  well  nigh  inevitably  fatal  without  prompt  surgical  intcrfercfttx. 
because  of  the  rapid  spreading  of  the  bacteria  by  the  peristaltic  rooxT- 
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mctiLs  of  the  <tmall  intestine.  With  the  treatment  of  localized  collectinns 
of  pus  in  the  abdominal  cavity  wc  shall  not  concern  ourselves,  for  the 
subject  is  discussed  under  the  titles  of  the  organs  from  which  such 
abscesses  arise;  but  we  shall  simply  describe  the  more  approved  methods 
of  combating  the  two  conditions,  spreading  and  j^cnernl  jx-ritonitis. 

The  indications,  which  are  simple  enough,  are  to  remove  the  exudate 
and  its  contained  bacteria  from  the  peritoneid  cavitj.*  with  as  little  shock 
to  the  patient  and  as  little  damage  to  the  dehcatc  peritoneum  as  is 
possible,  and,  when  tliis  has  been  carried  out,  to  prevent  re-accumulation 
of  the  exudate. 

Before  entering  upon  the  subject  of  openitive  treatment,  which  is 
called  for  in  a  large  majority  of  the  cases,  it  may  \ie  well  to  indicate  the 
scope  and  limits  uf  purely  medical  mcan.s.  If  the  diagno.sis  has  been 
made  early  and  the  condition  is  mild  or  localized,  divided  doses  of  calo- 
mel followed  by  a  brisk  saline  purge  may  serve  to  remove  some  of  the 
fermenting  contents  of  the  bowel  and  assist  in  the  removal  of  the  toxins 
from  the  |Kritoneal  cavity.  But  it  must  be  always  bonie  in  mind  tliat 
the  formation  of  adhesions  or  the  possibility  of  jierforation  is  an  abso- 
lute contraindication  to  the  use  of  any  laxative,  so  that  the  use  of  such 
treatment  h.is  come  to  be  limited  to  past-operative  cases.  Ixjcal  meas- 
ures— poultices,  stupes,  ice-coils,  and  the  like — serve  chiefly  to  make 
the  patient  more  comfortable,  and  probably  influence  very  little  the 
actual  course  of  the  disease. 

Should  operative  measures  be  decided  upon,  shock  is  to  be  avoided 
by  the  use  of  an  anesthetic,  and  ether  is  perhaps  the  best  for  its  stimu- 
lant effect  on  the  cardiac  muscle,  already  weakened  by  the  action  of  the 
absorbed  toxins.  To  aid  the  general  anesthesia  and  to  diminish  the 
amount  of  ether  necessary  to  prevent  any  movement  on  the  part  of  the 
patient,  for  that  is  all  that  is  required,  a  moderate  preliminar>*  do.sc  of 
morphin  hypmlermically  is  often  valuable.  Its  effects  arc  also  desira- 
ble after  the  «i|H^mtion  in  (juiering  the  [xitient  and  diminishing  peristalsis, 
and  it  in  no  way  interferes  witli  the  subsequent  treatment  by  means  of 
laxatives.  In  extreme  ca.ses  it  is  ailvisable  to  use  cocain  or  cocain  com- 
bined with  mnrphin  for  purposes  of  anesthesia,  simply  bccau.<;e  any 
general  anesthetic  would  inevitably  be  fatal ;  and  though  a  verj'  thor- 
ough cleansing  operation  is  almost  impossible  under  cocain,  yet  enough 
can  be  done  by  abundant  irrigation  and  subsequent  drainage  to  give  the 
patient  his  best  chance  for  life.  One  procedure  which  should  never  be 
omitted  before  any  operation  on  cases  in  which  there  has  been  fetal 
vomiting  or  even  a  tendency  to  paralysis  of  the  intestinal  peristalsis  and 
gaseous  distention,  is  a  thorough  washing  out  of  the  stomach  with  a 
stomach  tube.  This  apparently  simple  procedure  obviates  in  a  surpris- 
ing manner  many  of  the  dangers  of  a  genenil  anesthetic.  There  can 
be  no  infection  of  the  air-fjassages,  with  a  subsequent  scjjtic  pneumonia, 
because  the  patient  does  not  regurgitate,  as  lie  would  have  done,  the 
foul  contents  of  his  stomach  and  upjier  bowel,  passed  uj)ward  by  a 
reversal  of  peristalsis  and  a  weakening  of  the  natural  sphincteric  action. 
There  is  less  likelihood  also  of  persistent  vomiting  after  the  operation, 
and  the  patient  gains  a  period  of  relief  and  qiu'et. 

The  choice  of  an  incision  de|>ends  largely  upon  the  condition  one 
expects  to  fmd.     If  the  infection  follows  upon  the  rupture  of  some  one 
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of  the  hollow  viscera,  or  the  breaking  of  an  abscess  into  the  peritonoi 
cavity,  and  if  the  symptoms  do  not  point  to  a  general  in\'as)on  of  thr 
whole  |}entoneum,thcn  the  opening  should  be  made  uith  a  view  to  giw 
tlie  best  possible  exposure  of  the  field  to  which  the  trouble  may  bt 
confined.  On  the  other  hand,  if  the  patient's  condition  shows  that  liic 
infection  has  become  a  generalized  one.  the  incision  should  be  made  n 
the  median  line  long  enough  to  give  free  access  to  all  parts  of  thr 
abdominal  cavity.  After  this  step  there  are  two  methods  of  proccduir. 
careful  mopping  up  of  all  exudate  from'the  cavity  and  the  loops  of  gut. 
or  free  irrigation  with  hot  normal  salt  solution.  The  choice  depntiii 
largely  on  the  condition  found.  If  the  process  is  spreading,  but  doa 
not  involve  as  yet  the  whole  of  the  peritoneum,  it  is  manifciitiy  improper 
to  irrigate  and  thus  spread  the  infection  to  tissues  still  intact.  Tlr 
rarity  of  a  universal  peritonitis  is  seldom  appreciated.  What  usuaIIj: 
passes  for  this  condition  is  a  fairly  weli-localized  inflammation  without 
any  limiting  adlicsions. 

A  patient  sznn  by  (he  anlhor  well  illustnLt«4  iliii  point.  The  caM  catnr  to  «u1opqr  tter 
abuul  llircc  clays'  coun<  of  whnl  would  Dnltnacilj'  be  cansittncd  a  lyjricfti  (•cdcisI  penttmioik 
yet  on  opening  the  alxlDincn  all  ihe  inlcstinol  looi»  werr  free  from  AJpn*  of  tliu^*^  aBil  *2 
retained  Iht^ir  luMer  ;  but  id  the  gutirr  formMl  between  the  nMrniling  colon  dikI  the  Uiecx 
w«U  uf  llic  nbiluEninai  cavity  wa.s  ti  laree  colleclinn  nf  fntil  MtifltnriK  ptir.,  un<l  the  <->klu«  tti 
the  right  half  of  the  liver  were  coreretiwith  *  thick  coating  of  ftbrin.  'Hie  left  half  rf IV 
liver  WHS  itb*otutcly  free  Imin  any  itillnijjmaiiuii.  Si>  nliglit  n  linriic^r  nn  the  falcifom  \<^ 
inent  had  prevented  llie  .iprcud  of  the  infc<riion.  and  demonstrated  that  peritonitU  i*  a  Uw 
infection  bv  coniLnuily,  litst  local  and  capable  uf  being  arn:»led,  and  ihrn  KcnenJ  urf 
beytmd  cuntrot  cxeept  by  nio^t  milicnl  measures.  IrriEfilion  in  this  cas^r  would  have  finr^ 
spread  the  baclcria  prcKnl  over  the  whuk  of  ttie  cumpamtively  bcallby  [:kencoociuii  o^ 
resullnl  in  a  mpiil  absur|)()on  of  the  toxins  present  and  tn«  early  death  of  tb^  pditietiL 

In  such  conditions,  therefore,  it  is  wiser  carefully  to  sponge  out  aD 
the  visible  exudate  with  pads  of  sterile  gauze  which  have  bceii  wrung 
out  of  hot  normal  salt  solution.     A  certain  amount  of  traumatic 
is  necessarily  inflicicd  on  the  delicate  endothelial  lining  of  the 
ncum  ;  but  this  is  far  more  easily  cared  for  by  nature  than  the  adttt 
toxemia  which  would  have  inevitably  followed  irrigation.    This  ch 
process  should  never  extend  lx;yt>nd  the  visible  limits  of  the  disease; 
the  remainder  of  the  abdominal  cavity  is  to  be  protected  carefully  by 
large,  drj'.  sterilized  g;ui/.e  |>Hds  passed  lielween  the  intestines  and  llr 
abdominal  wall,  to  be  left  until  all  the  cleansing  process  is  over.     The 
removal  of  tltesr  pads  from  the  abdomen  is  much  facilitated  by  having 
a  long  tape  firmly  stitched  to  one  comer;  this  also  relieves  the  c^icfttor 
from  the  embarrassment  and  doubt  of  having  left  a  pad  in  the  abdomoL 
When  the  infection  is  undoubtedly  general,  the  patient's  life  should  rv% 
be  risked  by  any  prolonged  search  for  the  site  of  the  perforation,  but  aii^ 
ample  median  incision  is  to  be  made,  and  the  whole  peritoneal  cavity  tlKir-^| 
oughly  flushed  with  salt  solution  of  a  temperature  of  at  least  105"*  F,™ 
or  even  higher,  for  it  is  well  to  remember  that  the  temperature  of  the 
blood  in  these  cases  is  often  over  107"  K.,  and  to  obtain  any  .stimuli 
effect  from  the  heat  the  solution  should  be  several  degrees  higher, 
temperature  of  the  salt  solution  as  hot  ;ls  the  hand  can  comfortablj 
bear  represents  from  loj'"  to  1 10"  R,  and  is  correct     When  the  wat 
returns  clear  from  all  pcjrtitins  of  the  abdomen,  it  has  accomplished 
that  is  possible ;  but  none  of  the  dependent  portions  of  the  peritoi 
cavity  must  be  forgotten.     Especial  attention  should  be  paid  to 


PERiTomns. 


33r 


pelvis  and  the  spaces  outside  of  the  colon,  and  a  long  tube  carefully 
passed  down  to  each  of  these  places  to  obtain  the  full  cleansing  of  the 
stream.  All  easily  loosened  masses  of  fibrin  and  pus  should  be  gently 
sponged  off  the  surfaces  of  the  viscera,  and  as  much  as  possible  of  the 
fluid  still  in  the  abdomen  should  be  absorbed  by  gauze  pads.  It  is 
well  to  make  two  countcr-npcnirifjs.  one  in  either  flank,  through  which 
drainage  can  be  made,  and  any  accumulations  in  the  depressions  out- 
side the  colon  thus  removed.  The  choice  of  the  drain-material  is 
between  gauze  and  rubber  tubes.  Most  opL-rators  at  the  present  time 
incline  to  the  use  of  gauze ;  some  prefer  to  combine  the  two,  using 
gauze  wicks  about  the  tube,  but  retaining  the  bitter  because  of  the  ea.se 
by  which  the  discharges  can  be  removed  by  occasional  irrigation.^  with- 
out disturbing  tlie  dressings  to  any  extent.  In  any  case  the  material 
used  must  be  capable  of  carrj'ing  off  large  quantities  of  fluid  for  the 
first  fort>*-€ight  hours,  as  the  absorptive  power  of  the  peritoneum  is  so 
reduced  by  the  inflammation  and  the  traiinuitism  of  the  swinging  and 
irrigation  that  it  is  utterly  incajiablc  of  taking  c;ire  of  the  fluid  secreted. 

Recently  the  suggestion  has  been  made  tt>  remove  the  intestines 
from  the  abdominal  cavity  and  forcibly  scrub  them  with  gauze  pads 
wrung  out  of  hot  salt  solution.  During  the  process  a  continuous 
stream  of  the  same  fluid  is  to  be  kept  flowing  over  the  exposed  loops, 
to  prevent  chilling  and  wash  away  the  loosened  masses  of  fibrin  and 
pus.  Such  a  method  is  certainly  not  applicable  to  cases  with  a  great 
degree  of  septic  absorption,  in  which  the  diminished  .strength  of  the 
patient  often  does  not  survive  the  anesthetic.  Its  field  is  more  in  thase 
cases  of  fairly  well  localized  peritonitis  of  a  low  grade  of  virulence  and 
a  tendency  to  produce  large  quantities  of  fibrin  without  much  general 
poisoning  of  the  organism,  and  in  these  it  is  unnecessary,  and  there- 
fore to  be  condemned.  Another  method  which  has  as  yet  been  but 
little  used  is  a  continuous  bath.  This  plan  of  placing  the  [Kiticnt  in 
a  biith  of  sterilized  salt  solution  at  98"  F.,  after  opening  the  abdom- 
inal cavity,  is  indeed  a  rather  heroic  measure,  but  the  results  of  its  use 
in  cases  of  suppurating  joints  and  other  severe  infections  would  cer- 
tainly warrant  its  trial  in  desperate  conditions.  It  certainly  permits 
the  freest  exit  for  the  discharge  of  pus  lying  between  the  coils  of  the 
intestines,  and  with  the  least  (raumatism.  Kxperimentally  it  has  been 
found  that  the  peritoneum  of  animals  would  perfectly  well  endure  an 
exposure  of  two  hours  in  a  warm  normal  salt  bath  without  serious 
change  in  the  lining  endothelium.  In  man,  however,  no  very  remark- 
able results  have  been  reported,  probably  because  it  has  only  been 
tried  on  moribund  cases. 

The  suture  of  the  ind-sions  is  rarely  advisable ;  it  takes  time  and 
prttlongs  the  gi\^ng  of  the  anesthetic.  The  sides  of  the  wound  can  be 
easily  held  tngclher  by  the  dressings.  In  cases  in  which  the  distention 
of  the  intestines  is  so  great  that  difficulty  is  experienced  in  returning 
them  to  the  abdominal  ca^ty.  it  is  an  excellent  plan  to  puncture  several 
of  the  most  distended  loops  after  their  removal  from  the  proximity  of 
the  incision,  and  thus  permit  the  escape  of  their  gaseous  and  fluid  con- 
tents. A  quick  and  perfect  method  of  accomplishing  this  is  by  making 
a  quick  purse-string  suture  of  three  stitches  at  the  point  selected. 
between  which  a  good-sized  aspirator-needle  pierces  tlie  bowel,  relieving 
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gas  aiui  liquid  contents  without  contaimnatiun  of  the  neighboring  parti 
Heforc  closing  these  punctures  with  a  suture  the  most  happy  resulb 
have  been  obtained  by  the  injection  into  the  lumen  of  the  gut  of  scvo^ 
ounces  of  saturatcil  solution  of  Epsom  salt.  This  promotes  pcrist^s^ 
cannot  be  vomited,  and  thus  carries  off  the  poisonous  contents  of  the 
bowels.  An  enema  of  8  ounces  of  hot  blad<  coffee  with  an  ounce  of 
whiskey  should  follow  operation. 

The  after-treatment  must  be  sharply  stimulating ;  str>'chnin  h)'p>- 
dcrmically,  in  doses  of  ^  or  even  ^^  grain,  can  ofttn  Ik;  given 
two  hours  with  great  advantage;  a  little  morphin  may  ad 
ously  be  givai  if  required  for  pain  or  restlessness.  The  great  advan- 
tage of  tliu  morphin  Is  that  it  alluws  Ihc  patient  to  breathe  with  mere 
freedom,  liecause  of  tlie  fact  that  sucli  movement  no  longer  cau§o 
pain,  and  thus  permits  the  freer  moU\)n  of  llie  di.Hphragm.  which  i» 
known  physiologically  to  be  one  of  the  most  pott-nt  factors  in  the 
causation  of  the  flow  of  lymph,  and  licnce  of  the  absorjition  of  fluids 
from  the  peritoneal  ca\ity.  An  ice-coil  to  the  abdominal  wall  is  often 
exceedingly  grateful  to  the  patient,  and  no  doubt  relieves  to  a  ceitzin 
extent  the  congestion  and  inflanunatton  of  the  diseased   peritoneum. 

The  tieatment  of  tubtrcular ^i-rttomits  rests  upon  an  entirely  di&T- 
enl  basis  from  that  of  the  acute  infectinus  condition.  In  this  case  we 
have  a  slow,  rather  chronic,  pathological  process  which  may  be  locaJiird 
in  peritoneum  alone  and  u  hich  docs  not  send  into  tlic  circulation  a  Urce 
amount  of  toxic  material.  The  operative  technic  is  extremely  simple. 
The  mere  opening  of  the  abtlomcn  is  often  sufficient  to  produce  a  curt. 
Any  puckcls  of  pus  should  be  oixtied  by  a  vcr^-  gentle  freeing  of 
adhesions  and  the  contents  sponged  out ;  but  great  care  is  ncccssaiy 
in  all  the  manifuilations  of  the  diseased  gut.  In  advanced  cases  tli 
wall  (if  the  intestines  Is  so  invaded  by  the  disease  and  s<j  fragile  that,  if 
a  tear  should  be  made,  it  is  almost  impossible  to  suture  it.  the  stitcbcs 
almost  invariably  pulling  out  as  they  are  tied.  The  danger  is  not  m 
great  in  cases  in  which  the  tubercles  arc  still  discrete  and  there  arc  do 
general  adhesions;  but  even  in  these  the  omentum  will  often  be  found 
^herent  in  the  line  of  the  incision.  Intractvible  fecal  fistula:  have  often 
resulted  from  attentpb;  to  break  up  adhesions  between  omentum  and 
parietal  j>critoncum  and  intestine  infiltrated  by  tubercle,  by  an  accidental 
tear  into  the  bowel.  The  use  of  free  irrigation  of  various  fluids,  vi 
iodoform  powder  scattered  over  the  peritoneum,  or  of  camphor-naphlul 
as  recommended  by  Rendu,  has  not  in  any  way  incrca.scd  the  proptv- 
tion  o{  |H:nnanent  cures.  Apparently  the  jwritoneal  irritation  by  opera- 
tion  is  sufTu-ient  to  produce  a  cure.  The  advantages  of  I.iparotomy  and 
irrigation  under  cncain,  instead  of  a  general  anesthetic,  arc  very  grral 
in  these  tubercular  piticnts,  as  the  operative  manipulations  arc  few 
the  patient  cscajK-s  the  danger  of  hastening  any  lung  infection,  such 
is  so  often  seen  after  the  administration  of  ether  in  those  who  ha^r 
quiescent  phthisis. 
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AOTTE  INTESTINAL  OBSTRUCTICM^. 


The  conditions  brought  about  by  intestinal  obstruction  are  those 
commonly  known  as  ileus. 

The  principal  causes  of  ileus  are :  Internal  concealed  hernia,  intus- 
susception, volvulus,  bands,  omphalomesenteric  remains,  etc.,  obturation 
of  the  intestines,  and  infarction  of  the  mesenteric  vessels. 

Conditions  may  occur  under  which  a  consiricntblc  narrowing  of  the 
intestinal  canal  may  exist  for  a  long  time  without  serious  symptoms. 
Finally,  changes  take  place  which  bring  about  suddenly  a  complete 
obstruction  to  the  onward  flow  of  the  contents  of  the  canal.  Such 
an  obstruction  exerts  an  influence  not  only  upon  the  whole  length 
of  the  intestinal  tube  and  its  contents,  but  aUu  upon  the  poitit  at 
which  the  constriction  occurs.  Ijacally  there  is  a  powerful  disturbance 
of  the  circulation,  and  consequently  of  the  vitality  of  the  parts  con- 
fitrictcd ;  and  this  condition  existing  in  a  sensitive  organ  produces  more 
or  less  shock  to  the  system. 

At  the  same  time  an  accumulation  of  the  intestinal  contents  begins 
to  take  place  above  the  point  of  constriction.  There  is  more  or  less 
venous  congestion  in  the  immediate  neighborhood  of  the  obstruction, 
accompanied  by  a  venous  exudation  and  paralysis  of  the  intestinal 
wall. 

Under  ordinary  conditions  the  products  of  decomposition  are  com- 
paratively small  in  amount,  but  now  changes  occur  in  the  albuminoid 
substances  which  favor  their  development.  There  is  consequently  an 
abundant  accumulation  of  gas  which  the  paralyzed  bowel,  with  its 
enfeebled  circulation,  is  unable  to  absorb.  The  putrefaction  which  takes 
place  normally  in  the  large  intestine  is  now  found  in  the  small  intestine. 
When  the  distention  of  the  bowel  becomes  sufficiently  marked,  there  is 
an  effort  at  peristaltic  action  which  results  in  a  contraction  of  the  intes- 
tinal wall,  Owing  to  the  impossibility  of  the  contents  passing  down- 
ward, they  are  forced  upward ;  and  as  this  process  continues  the 
intestinal  contents  are  finally  emptied  into  the  stomach,  and  vomiting 
takes  place,  which  finally  becomes  stereo raceo us. 

If  the  obstruction  has  continued  for  any  considerable  length  of  time, 
a  hypertrophy  of  the  intestinal  wall  may  also  be  found.  In  the  chronic 
form  of  obstniction  this  thickening  may  produce  quite  an  appreciable 
cliange  in  the  apjx-arancc  of  the  wall  of  the  intestine.  (In  experiments 
on  dogs  this  change  has  been  obser\'cd  as  early  as  the  ninth  day.) 
When  the  walls  are  stretched  by  the  accumulation  of  the  intestinal 
canal,  the  pressure  exerted  by  the  firmer  portions,  such  as  scybala,  may 
cause  ulceration,  and  perforation  may  take  place. 

Below  the  point  of  obstruction  little  or  no  contents  are  found  in  the 
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intestinal  canal,  .ind  its  walls  arc  often  contracted.      A  certain 
of  feces  may,  however,  be  found  in  the  distal  portion  oi  the  canal  at  the 
time  of  olwtruction,  and  their  rcnioval  by  enemata  may  give  an  cironaau^ 
idea  as  to  the  pcrmcabilitj'  of  the  intestinal  tube.  ^ 

The  constriction  caused  by  a  band  may  produce  strangulation  of  a 
loop  of  intestine  ur  gangrene  of  sonic  of  the  structures  involved.  The 
will  pave  the  way  tn  a  perilonilis  which  may  become  general.  Tbc 
presence  of  adhc-sions,  hnwcvcr.  may  wall  off  the  sloughing  sur&ocs. 
and  when  extravasation  of  the  contents  of  the  bowel  follows  as  a  result 
of  perforation,  a  fecal  abscess  or  fistula  may  be  developed  as  one  of  the 
scquclaz  of  the  obstruction.  When  the  melcorismus  becomes  cxtcnsi\'c, 
pressure  is  exerted  upon  the  diaphragm  and  respiration  becomes  more 
shallow  and  frequent. 

General  Symptoms. — The  general  appearance  of  a  patient  in  i 
condition  is  quite  cliiiriictcristic.  The  "facies"  is  usually  well  marie 
The  face  is  pale  and  the  eyes  are  sunken.  There  is  more  or  ii 
cyanosis,  due  to  the  impeded  respiration  or,  earlier,  to  the  shock  attend- 
ing the  obstruction.  The  nose  is  pinched  and  the  skin  clammy.  The 
extremities  are  cold  and  the  body-tenipcrature  is  often  subnormaL 
Even  the  tone  of  the  voice  is  ultercd.  The  pulse  is  small,  weak,  and 
rapid.  The  cardin;il  symplums  of  obstruction  are  pain,  vomitiii^ 
tyrapjiny,  and  tumor.  These  may  varj'  greatly  according  to  the  nature 
and  aculeness  of  the  obstruction.  l*ain  is  not  always  present,  and  ii 
not  always  referred  to  the  scat  of  the  constriction.  It  is  due  largrly 
to  the  increased  peristaltic  action  caused  by  the  efforts  of  the  intestines 
to  break  through  the  obstructed  point.  Visible  outlines  of  coils  of 
intestine  are  seen,  often  arranged  in  horizontal  rows  one  above  another. 
Increased  peristaltic  action  is  indeed  a  characteristic  symptom  of 
obstruction. 

Vomiting  is  an  almost  constant  symptom.  The  vomitus  consists  fint 
of  the  contents  of  the  stomach  ;  later  either  oi  a  watery  or  greenish  fluid, 
and  finally  the  characteristic  odor  of  fecal  vomiting  is  observed.  This 
peculiar  odor  is  due  to  the  chemical  changes  taking  place  in  the  proxi- 
mal portion  of  the  canal.  Actual  vomiting  of  fecal  matter  is  exceed- 
ingly rare,  ajid  occurs  only  when  the  obstruction  is  low  down  in  tbc 
large  intestine. 

Tympany  varies  largely  according  to  the  seat  of  the  obstrtjctiofl : 
it  Is  more  extensive  the  lower  the  constriction.  When  obstruction 
occurs  high  up  in  the  small  intestine,  it  may  be  absent.  A  fulness  rf 
tlie  umbilical  region  often  points  to  a  distention  of  the  small  intestine 
by  gas.  a  depression  in  the  lines  indicating  the  collapse  of  the  cokn.^ 
The  presence  of  a  Ivimor  is  quite  characteristic  of  certain  forms  o^^| 
obstruction,  such  as  ititu.'^susception.  Local  meteorismus  may  give  ■ 
tumor-like  formation,  as  in  volvulus. 

After  the  lower  bowel  has  been  emptied  of  its  contents  there  is  per- 
sistent constipation.  In  certain  forms  of  obstruction  there  may  be 
stools  consisting  of  blood  or  mucus,  but  no  fecal  matter  is  found  in 
them. 

General  Treatment. — Much  may  be  done  to  relieve  the  patjenl 
from  the  distress  attending  obstruction  of  the  bowel  pending  a  dedsioa 
of  the  question  of  lai)arotomy.    The  lower  bowel  may  be  em 
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a  high  rectal  enema,  which  at  the  same  time  gives  valuable  information 
as  to  the  permeability  of  the  colon.  The  -strength  of  the  patient  must 
be  sustained  by  nutrient  enemata.  as  no  fooci  can  be  retained  by  the 
stomach.  The  introduction  of  normal  salt  solution  into  the  rectum 
will  often  allay  an  annoying  thirst. 

Cathartics,  needless  to  say,  arc  contra-indicated,  but  are  nevertheless 
often  given  as  the  result  of  a  faulty  diagnosis.  They  increase  the  pain 
and  vomiting,  and  tend  to  lower  the  vitality  of  the  patient.  IJquid  may 
be  given  by  the  mouth,  although  it  i.s  not  long  retiincd.  A  portion  of 
it  may  be  absorbed,  and  the  remainder  serves  to  wash  out  the  stomach. 
I-avage  is  strongly  recommended  by  many  sui^eons.  In  this  way  the 
proximal  bowel  can  be  cleaned  out.  and  the  fecal  vomiting  may  be 
arrested  for  considerable  periods  of  time.  The  continued  use  of  lavage 
and  enemata  may  keep  the  wlude  intestinal  canal  clean  and  prevent 
se|itic  absorption  from  the  mucous  surface.  The  strength  of  the  patient 
may  in  this  way  be  sustained,  so  that  he  is  better  able  to  meet  the 
ordeal  of  a  laparotomy. 

Opium  may  be  used  to  relieve  pain  and  give  repose.  It  does  not 
have  a  deleterious  action  in  any  of  the  morbid  conditions  associated 
with  obstruction,  but  it  may  mask  a  grave  condition  and  give  rise  to 
fatal  ilclay. 

Internal  Hernia. — Internal  hernia;  are  tho.sc  which  lie  entirely 
within  the  abtlcmiinal  and  thoracic  cavities,  or  those  which  form  beneath 
or  behind  the  peritoneum  without  making  their  way  outward.  They 
arc  all  exceedingly  rare  forms  of  intestinal  ob.stnjctions. 

r.  To  the  first  group  belong  those  known  as  retroperitoneal  hernia;. 
These  are  :  f^)  Hernia  into  the  fossa  diiodenojcjunahs  ;  {li)  Pericecal 
hernia ;  (r)  Intersigmoid  hernia. 

2.  Those  known  as  jiroperitoncal  hernia,  or  those  forms  of  inter- 
stitial hernia  which  lie  wholly  within  the  abdominal  cavity  ("internal 
interstitial  hernia"). 

3.  Hernia  into  the  foramen  of  Winslow. 

4.  Diaphragmatic  hernia. 

Hernia  Duodenojejunal  is. — This  form  of  hernia  was  called  mesen- 
teric hernia  by  Cooper  and  retro  pi;  ritonwil  hernia  by  Treitz.  by  whom 
it  was  first  correctly  described  in  1857.  Its  striking  jjeculiarity  consists 
in  the  almost  total  disapix-a ranee  of  the  small  intestines  behind  the  peri- 
toneum, so  that  when  that  cavity  is  opened  they  arc  not  to  be  seen 
(Fig-  '74)- 

The  pnini  of  origin  of  this  hernia  \%  the  foisa  duodeaojejuoalii,  which  U  fonned  beneath 
•  fcld  of  pcTiloRcnni  «l  ihe  point  of  junction  of  ihc  jfjunuin  and  the  duodenum.  This 
foMS  Csti  be  exposed  on  the  cadaver  Xvf  Chrriwing  utt  tllir  cnH'Ciittim  nnd  tnin.'>vor^c  coign  and 
prewjni;  the  mass  of  vtasW  intrslinr  la  Ihc  n);h(.  In  well  in.iiked  ca<«^  it  is  found  lyinic  lo 
the  Ifft  of  the  third  lumhar  vertebra,  with  iis  opening  looking  upward  and  inward.  The 
RUr^n  of  this  openiTig  is  foTnic<l  by  n  fold  of  peritoneum  near  the  point  where  the  duode- 
niUB  cmeifcs  from  \\%  retro^ritoneal  position  to  receive  a  ine*enl<;r]C  atiachmrnl.  In  (he 
lofwer  border  of  this  fold  lies  the  inferior  mesenteric  vein  and  also  the  colica  sinistra,  a 
branch  of  the  inferior  moentfrir  arteni-.  The  fowa  contnina  more  or  less  of  lh«  angle  of 
the  bowel,  and  Moulime*  the  whole  of  the  loop. 

As  the  hernia  develops,  more  and  more  of  the  jejunum  and  ileum 
pOM  into  the  fossa  and  raise  up  the  posterior  wall  of  the  peritoneum 
passing  behind  iL     As  the  sac  enlarges,  the  walls  of  the  transverse  and 
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descending  mesocolon  become  engaged  in  it.  In  case  the  posteiwr 
wall  of  the  peritoneum  is  unusually  adherent  to  its  natural  base,  the 
intestinLs  may  push  between  the  layers  of  mestxrolon.  which  will  then 
form  the  walls  of  the  sac. 

When  fully  formed,  only  the  stomach,  duodenum,  and  large  intcv 
tine  arc  seen  when  the  abdomen  is  opened,  a  lai^c  tumor  formed  bf 


Fic.  174.— flErnia  into  ibc  fossa  duodenojejuiulb  (tUter  CtM>p«r> 

concealed  coils  of  small  intestine  filling  the  square  cncloscil  by 
colon.  As  the  mouth  of  the  fossa  I<Kiks  to  the  right,  the  fundus  of  t!r 
fossa  enlarges  to  the  left,  and  the  tumor  is  therefore  obscr\-cd  chiefly  m 
the  left  half  of  the  abdominal  cavity.  It  may  extend  downward  as  fw 
as  the  promontory  of  the  sacrum.  It  is  in  rare  instances  observed  m 
the  right  side  of  the  abdomen.  The  youngest  case  mentioned  bj- 
Leichtenslern  was  that  of  a  child  two  months  old;  the  oldest,  si xty-fiwr 
years  It  is.  however,  more  frequent  in  adults,  and  is  ohsen-cd  chiefly 
in  males.  Manski  has  tabulated  66  cases,  most  of  which  were  acci- 
dentally found  at  post-mortem  examinations  of  individuals  who  had 
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died  of  other  diseases.  It  is  rare  thai  strangulation  of  the  bowel 
occurs. 

The  symptoms  of  retroperitoneal  hernia  are  those  of  constipation, 
colic,  and  dyspepsia,  with  tumor  in  the  left  half  of  the  abdominal 
cavity,  giving  the  impression  of  a  somewhat  movable  cyst,  which,  how- 
ever, is  not  dull  on  percussion.  Intestinal  sounds  can,  moreover,  be 
heard  on  auscultation.  The  pressure  upon  the  inferior  mesenteric  vein 
may  give  rise  to  hemorrhoids.  A  few  cases  of  acute  strangulation  have 
been  recorded,  with  death  in  from  two  to  eighteen  days. 

Treaimtnt. — In  case  a  diagnosis  has  been  made,  the  abdomen  should 
be  opened  and  the  neck  of  the  sac  and  its  anterior  wall  should  be 
freely  incised,  care  being  taken  to  secure  the  large  vessels  which  encircle 
the  neck  of  the  sac  at  this  point.  Internal  adhesions  arc  not  reported, 
although  Manski  describes  a  case  in  which  the  neck  of  the  sac  had 
become  obliterated  by  adhesions. 

In  a  case  of  apparent  acute  intestinal  obstruction  in  a  man,  fortj' 
years  old,  operated  upon  by  Clark,  this  form  of  hernia  was  found,  and 
was  reduced  by  withdrawing  the  whok-  of  the  small  intestine  from  an 
aperturt;  at  the  lower  part  of  the  hernia.  The  jxiticnt  gradually  sank 
after  the  operation. 

Pericecal  Hernia. — .According  to  Gray,  there  are  three  varieties  of 
the  [x'ricccal  fossa; :  the  superior  ileocecal,  the  inferior  ileocecal,  and  the 
subcecal.  The  latter  often  contains  the  appendix.  Manski  reports 
1 2  examples  of  this  variety  of  hernia :  8  were  male  adults;  i  a  child 
fifteen  months  old.  In  nearly  all  the  cases  there  were  symptoms  of 
intestinal  ob.stnjction.  The  amount  of  bowel  involved  in  the  hernia 
varied  from  that  of  a  .single  loop  to  the  greater  portion  of  the  small 
intestinc- 

Intersigmoid  Hernia. — -The  fossa  intersigmoidea  lies  in  the  mescn- 
ter)'  of  the  sigmoid  fle.vure.  It  is  rarely  seen  In  adults.  It  appears  to 
be  produced  by  the  presence  of  the  sigmoid  arterj'.  The  opening  into 
the  fossa  is  sometimes  in  the  form  of  a  fissure  and  sometimes  in  the 
form  of  a  valve.  This  form  of  hernia  is  exceedingly  rare.  Manski 
having  succeeded  in  collecting  but  3  cases.  One  of  them  is  dcscrilied 
by  Jomini.  A  patient  had  died  of  cancer  of  the  stomach,  in  which  the 
sac  contained  the  lower  portion  of  the  duodenum  and  the  whole  of  the 
small  intestine.  It  was  supposed  at  5rst  to  be  a  hcniia  of  the  fossa 
duodcnojejunalis. 

Properitonea)  Hernia. — The  various  forms  of  this  hernia  which  lie 
within  the  abdominal  cavity  are  due  to  certain  mechanical  condition.'^ 
existing  in  umbilical,  inguinal,  or  femoral  hernia,  whereby  diverticula 
arc  formed  spre.iding  along  the  inner  surface  of  the  abdominal  wall  in 
front  of  the  |H:ritoneuni  {sec  Chapter  XV.). 

Hernia  into  the  Foramen  of  WJnslow  {Hernia  Bursa  Omt'tifalis). 
— The  small  intestine  has  been  frequently  found  to  have  passed  through 
this  opening  into  the  lesser  cavity  of  the  peritoneum ;  the  colon  has 
also  been  fouml  in  the  hernia!  sac.  It  is  met  with  tn  adults,  and  in  men 
more  frequently  than  in  women.  Treitz  did  not  consider  this  form  a 
true  hernia,  as  there  is  no  hernial  sac. 

The  snnptoms  appear  to  be  tliose  of  intestinal  obstruction,  with  a 
tumor  in  the  epigastric  region.     The  attack  bcgin.s  with  sudden  abdom- 
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inal  pain.  In  the  case  operated  upon  by  Neve,  intussusceptioa  vas 
suspected.  There  is  a  change  in  the  size  and  shape  <:it  the  toinar 
according  to  the  amount  of  gas  the  imprisoned  intestines  contain 
from  time  to  time. 

In  n  »!«  np«tBtc(l  upon  by  Treves  allcmpls  al  rrtluclion  failed,  inil  at  Uir  aufcCMi 
was  nor  until  Ihc  hepatic  art«fy,  the  purtkl  vein,  and  the  bile  dui:!  had  l>c«n  dhrid«4  IM 
the  bcrnia  could  be  reduced. 

TrealmfHt. — Net*  perfontiH  a  Inparotftmy  in  a  mnle,  »cirrniwn  year*  of  •{«■.  A 
i-itich  inci'ki'ftn  wa«  mjide  along  (he  right  line*  i-einiluiiHn«.,  Abov«  [he  utnbilktu.  htf 
below  the  tuntur,  u  jxircion  of  the  irolon  aiid  •inull  iiitesiine  hail  )iavM-<l  ihn>ii|{h  the  fanMa 
of  Winslow.  They  could  nwt  be  reduced  by  Iractton.  Not  wishing  tii  dindc  the  ailBT. 
vein,  ftiid  di»cl,  Ihc  ujieralor  c1om»1  the  alMloineii.  An  enema  given  twn  nigbtt  laier.  aAtr 
prolonged  abdominal  paiti,  gavepval  relief.  Spontaneous  stool  two  t>our«  later.  DnsH^ 
un  the  »c*cntli  day.  wRen  it  was  seen  that  Uie  (umur  lutd  diuppearcd.  J'oiieni  iliii  lianil 
well  in  twenty -sis  day;*. 

Diaphragtnatic  Hernia  (Fig.  175).— This  temi  is  used  to  denote 
the  passiige  of  tlic  abdominal  viscera  through  an  opening  in  the  da- 
phragm  into  the  thoracic  cavity.  The  hernial  contents  may  be  covered 
by  the  peritoneum,  or  may  lie  free  in  the  thorax;  In  accordance  with 
this  anatomical  difference  the  hcmia:  are  classified  as  true  or  false.  The 
latter  arc  more  fa-qucnt  than  the  former.  The  opening  through  whidi 
the  hernia  passes  is  found  more  frequently  in  the  muscular  than  in  the 
tendinous  portion  of  the  diaphragm,  and  in  the  posterior  thnn  in  tbc 
anterior  portion  of  tlie  diaphragm.  Owing  to  the  position  of  the  Xtv^, 
by  far  the  greater  portion  of  these  licrni^  are  on  the  Icfk  side.  Thr 
openings  in  the  diaphragm  through  which  they  more  frequently  paj* 
arc  :  the  esophageal  foramen,  a  gap  between  the  sternal  and  costal 
portions  of  the  diaijhragm.  and  similar  gaps  Iietween  the  lumbar  and 
costal  portions  of  the  muscle.  Hernia  may  also  occur  thrtmgh  a  wmrtid 
in  any  jxntion  of  the  diaphragm.  The  size  and  contents  of  these  hcnw 
vary  from  a  small  bit  of  omentum  to  lialf  the  contents  of  the  abdomen. 
Of  tlie  abdominal  organs,  the  stomach  is  most  frequently  displaced ;  ihvn 
the  transverse  colon,  omentum,  small  intestine,  spleen,  liver,  pancicu. 
and  kidneys  in  the  order  named.  The  only  organs  which  arc  ncra 
present  arc  tiic  bladder,  the  rectum,  and  the  genitals. 

The  causes  of  this  form  of  hernia  are  either  a  congenital  defickncy 
[Fig.  100,  page  190),  a  weakening  of  the  diaphragm  at  some  point,  ;i 
dilatation  of  the  naturrd  openings,  or  trauma.  The  forms  of  trnumatitin 
are  penetrating  stab-  or  .-ihot-wounds  of  the  left  of  the  abdomen  and 
tliorax.  falls  from  a  height,  and  great  jarring  or  crushing.  This  hemii 
is  not  exceedingly  rare,  about  300  examples  having  already  been  col- 
lected. It  has  been  found  in  |jaticnts  of  all  ages,  although  persons  w-ilh 
tliis  affection  do  not  often  reach  an  adult  age.  It  is  more  common  in 
males  than  in  females.  Certain  occupations  pirdisposc  to  it ;  thus  it  is 
often  met  with  among  sailors,  .soldiers,  slaters,  and  carpenters. 

This  affection  frequently  remains  latent  for  years,  and  is  not  rtcog- 
nized  during  hfe.  It  is  most  fa-quunlly  di.*icovered  at  the  autopsies  of 
children  who  have  died  of  some  other  disease,  but  sometimes  also  is 
found  in  the  bodies  of  aged  persons.  ^| 

Symptoms. — In  other  ca.ses  more  or  less  distrcs.sing  symptoms  are ^^ 
caused  which  may  he  referred  to  disturbancts  of  the  thoracic  or  digcsti>« 
organs.  The  disea.<ie  for  which  it  is  most  likely  to  be  mi.stakcn  is  pncumo- 
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thorax.  In  a  typical  case,  in  which  axe  a  contraction  of  the  abdomen 
and  distention  of  the  left  half  of  the  chest,  which  is  tympanitic,  with 
little  or  no  respiratory*  movement,  the  heart  is  displaced  to  the  rifjht. 
Among  the  subjective  symptoms  are  pains  of  diflerent  kinds  in  the 


l\j". 


''     ^^ 
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FlO,  175. — Diaphngnutlic  Iiemfn  (after  Cooper), 

abdomen  and  thorax,  and  sudden    attacks  of  dyspnea,  often    without 
exertion. 

Death  is  often  caused  in  this  disease  by  acute  pulmonary  affections. 
Much  less  frequently  acute  strangulation  is  the  cause  of  death.  This 
may  occur  by  constriction  of  the  stomach  or  bowe!,  or  by  a  twisting 
of  the  displaced  colon  about  its  mesentery.  The  s)'mptoms  of  stran- 
gulation come  on  often  after  excesses  at  the  table,  or  \*iolcnt  efforts 
at  lifting,  nr  unusual  straining.  Tl»e  condition  is  one  the  possibility 
of  which  should  not  be  forgotten  in  considering  the  question  of  intes- 
tinal obstruction. 
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Treatment. — Dittpbraemalic  hernia  }us  been  operaled  utKiu  with  success  b;  Hoafaatt 

LciMinU,  lv>t{rmp«ki,  ukI  Mikulicz.  Abel  repnitft  •  nue  in  whicb  Ihc  diAgnotis  wfti  imHi, 
but  llie  upersliuii  wu,a  uiisuccutful  lu  pretervicig  Igfi;. 

O'Dwyrr  repon*-  n  cn»r  uf  CDnKcuimt  tliaphraii^iitit*  hrmis  in  a  child  tbrcr '  T"  h¥ 

yirari  old,  luppoiol  to  have  ciiipycuui  ol  ihc  Icfl  side.  An  upcuing  wms  nuulc  in  tbc  mA 
inu-rmsUl  spaLi-,  wbcn  a  liKip  nf  iiiic&liiir  cscajjcd.  It  was  Fciumcd  and  ibc  wound  cSowi 
The  n«xt  day  an  incision  was  nindc  in  the  tenth  tnlercoMal  space,  aod  •  hole  Id  ihcdii- 
pbnti^ii  14  inches  in  diameter  vms  disciivrrvd.  i'hrcc  inches  of  the  ninib  and  Icntk  tfc 
wrre  rcicclisl,  uid  the  bowel  reduced  trnd  the  wound  sutured.  There  did  not  apfwvi) 
be  suthcient  niom  in  the  abdoniinal  caTily  for  the  intestine,  whicb  forced  up  the  diapmcB 
and  AIIm)  one-half  of  the  pleural  cavity.     The  child  died  six  hours  later. 

Didtuii  repurU  a  huccessfu]  case  uf  opemtion  fur  stab  wound  of  the  diapfangn  kf 
rrKCtirtn  of  jMirtinn*  nf  the  nhi  and  Miture  of  the  diatkhmgm  with  catjfut.  Bomik  rcfio(B 
u  limibir  case  in  which  tliecc  whh  beinorrbagv,  and  whicb  proved  fatal,  tic  auggcm  iIm 
laparotomy  would  |>rul)iibly  have  been  a  preferable  metbud,  and  advisc-s  it  In  liA-«M 
hernia. 

Intussusception. — This  term  is  used  to  denote  a  condition  id 
which  one  portion  of  the  intestine  is  introduced  into  the  lumen  of  aa 
immediately  adjoining  portion.  The  walls  of  the  intussusception  are 
composed  of  three  layers  :  The  outer  layer  is  called  the  intussusafffms. 
Of  sheath;  the  two  inner  layers,  which  belong  to  the  invaginated  por- 
tion, are  called  the  iutttssustcptum.  The  innermost  cylinder  is  known  2s 
the  entering  layer,  and  the  middle  as  the  rctuming  layer.  Hetween  lite 
two  latter  lies  that  portion  of  the  mesentcr>'  which  has  been  drawn  iioo 
the  tumor.  This  portion  of  the  mesentery-  which  is  folded  up  into  1 
cone-shaped  mass,  pulls  upon  the  lower  border  of  the  intussusccptaca, 
and  throws  it  into  a  curve  the  concavity  of  which  is  directed  towanj 
the  mesenteric  portion  of  the  intestine.  The  inner  orifice  of  the  iiitu.*- 
susceptum,  which  originally  was  circular,  is  drawn  into  an  elongated  ^ 
by  the  traction  thus  exerted. 

The  above-described  condition  is  known  as  compUu  intttssusceptun. 
in  contradistinction  to  the  incomplete  variety,  which  is  characterized  by 
a  drawing  in  of  one  portion  of  the  intestinal  w^ll  only.  Tliis  is  pro- 
duced usually  by  a  tumor  which  drags  upon  the  wall  in  virtue  of  it* 
weight,  being  assisted  by  the  pressure  exerted  by  the  column  of  fccct 
The  incomplete  may  eventually  become  a  complete  intussuscepdon. 
When  the  tumor  is  not  lai^c  enough  to  act  by  its  weight,  it  is  probable 
that  a  spasmodic  action  of  the  bowel  is  the  cause  of  the  invagination. 
It  may  happen  that  the  intussusception  being  arrested  in  its  dc\Tlop- 
ment.the  whole  intussusception  may  become  invaginaled  into  the  bowd 
below,  and  a  doubled  or  fivc-Iayercd  invagination  is  thus  produced. 
This  form  occurs  in  the  transverse  colon  and  sigmoid  flexure.  Even  a 
third  fold  of  bowel  is  in  rare  instances  invaginated.  Occasionally  there 
may  be  several  intu.<;susceptions  in  the  same  individual.  In  nearly  all 
cases  the  intestine  is  invaginated  into  the  segment  below.  Rarely,  how- 
ever, the  invagination  takes  place  in  the  opposite  direction. 

Theories  as  to  the  mode  of  development  of  the  Inva^nation  difTer  eonsiderablj. 
authors  belit^-^-  ihfll  a  segment  of  ihc  bowel  havinf;  become  paralyiixl,  (his  ponion  U 
in  and  is  iuvaf^nutrd  into  the  nomial  intouine  lying  below  the  panlyxed  portioit.  Thti  t« 
knuwi;  ai  the  "pamlyiic  form."  Ihc  "  spasmodic  form"  is  sapposed  to  he  uruduvcdh^a 
tetanic  contraction  of  certain  tlbem  of  tbc  intestine,  (hu^  fonnlng  a  cone  which  iv  driirta  h^ 
peri^flllic  arlirm  frnm  aNwe  into  the  tniwel  bcluw.  ur  that  ibe  contracted  [Mirlittn  fiirtm  tbr 
sheath,  the  bowel  above  being  forcrtt  inin  it.  'l~hr  «|>hincter-like  action  of  ibe  bowd  at  ihr 
iletx^eral  uiwning  can.  under  coiidilioni  uf  irrltatiun,  produce  a  tenesmus  which  lararea  pnr 
lapse  of  the  bowel,  such  as  t»  •teen  rrcfjuently  in  the  cn^e  uf  the  rectum.  There  is  a  phyw> 
logiaU  OS  well  as  a  pathological  variety  of  the  imuuusccption.     The  agonal  mvagtnanoni 
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iwhlch  occnr  at  Ihe  time  of  deallt  are  short,  oflen  iiniTti|)lc,  and  have  no  Hir];iail  importance. 
Xbey  «»t  produced  bjr  the  rarrinu  moments  of  denth  of  different  poninn*  of  fhe  inicMine. 
VartetleS. — Iii*agiriali<rn  inty  Uke  place  in  any  (utrl  i(f  the  iatcMiual  canal  i  hut  there 
■  re  four  pnncipal  variclin :  ihe  enlrric,  the  cnlic,  cli«  ilcoo^ral,  and  the  ilmcr>1if .  Arrofd- 
ing  to  I.i:K:hleTi«leni.  the  ilcxecal  ate  by  fai  Ote  iuii»l  tunuuou  (44  pei  cent. )  :  (lie  crteric 
conies  next  in  order  of  freigtiency  (30  ]>cr  cent.  |  :  cliu^e  in  the  colon  nrxi  1 18  ]>rr  crnl. ) ; 
■od  ileocolic  U>I  (8  per  tent.  ).  Wiggin  found  the  frequency  of  the  ileocecal  variety  a»  high 
•S  89  per  cent,  in  lOj  cases,  llie  seat  of  the  invu){ination  vnrin  accurdin};  to  the  pcriorl  nf 
life.  Ileocecal  innKinntion*  occur  mott  frequently  in  children.  Sevemy  per  cenL  of  ca*es 
in  children  are  u(  ihis  voriely.  Colic  inlussuM^eption  is  alMt  more  freqiK^nt  in  chililbuiKl. 
On  the  other  hand,  invAginnlionii  of  ihe  ^xr\a\\  tnleoline  are  seen  inore  fri'<|uently  in  adulli. 
Tbey  ore  found  chid!y  in  tiie  lower  portion  of  ihc  ileum. 

The  tumor  develops  at  the  expense  of  the  sheath,  more  and  more  of 
which  is  constantly  turned  in.  so  that  the  internal  orifice  or  apex  of  the 
intussusception  is  always  at  the  same  ]x>int  of  the  bowel.  This  is  true 
of  all  varieties  except  the  ileocolic  (Fig.  176),  which  is  produced  by  an 


FW.    I?*-  —  Ikocolie    inlussuieepiiun 
(Wotren  Miueura). 


Krc,   177. — Heocecal   intussiHcoplIon,   uprtendix 
ihowing  hirlow  .-ipex  (Wjitcn  Muieum). 


invagination  of  the  ileum  through  the  ileocecal  valve,  so  that  as  the 
intussusception  forms,  more  and  morr  of  (he  small  intestine  is  pushed 
into  the  colon,  and  the  apex  changes  constantly.  In  this  respect  it 
differs  from  the  ileocecal  variety,  in  which  the  valve  is  altvays  at  the 
apex  of  the  intussii.scq)tum  (Fig.  177).  If  adhesintis  of  the  inverted 
ileum  take  place,  it  will  cease  to  enter  the  tumor,  .md  the  cecum  will  be 
turned  in.  the  intussusccpliim  now  forming  at  the  cxpcn.se  of  the  colon. 
The  amount  of  bowel  invrtlved  in  an  intussusception  may  at  limes  be 
quite  large.  In  those  which  originate  in  the  neigliborliocxl  of  the  cecum, 
the  invaginated  bowel  may  reach  or  even  protrude  tlirough  the  anus. 
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Etiology.— The  causes  which  bring  about  a  paresis  of  a  limited  por- 
tion of  the  intestine  associated  with  vigorous  peristaltic  action  are  thov 
which  favor  intussusception.  Among  thcsi;  may  be  mentioneti  obstiiuk 
constipation,  acute  indij^cstion  from  gluttony,  and  the  presence  of  an 
intestinal  polyp  or  malignant  growths.  Trauma  also  plays  a  more  or 
less  prominent  role :  "  dancing  "  the  baby  or  jumping  rope.  In  a  case 
seen  by  the  writcr.a  boy  of  tL-n  brought  on  an  attack  by  dragging  bn- 
sclf  to  and  fro  on  his  bully  ovlt  the  edge  of  a  tabic. 

Age  and  sex  exert  a  most  important  influence.  Tlie  di.scasc  is  sees 
most  frequently  during  the  first  year,  and  chiefly  between  the  fourth 
and  sixtli  months.  It  is  much  more  frequent  in  males  than  in  females, 
75.4  per  cent  being  males  (Wiggin).  The  frequency  of  the  affection  in 
infancy  is  supposed  to  be  due  to  the  greater  mobility  of  the  coloo. 
owing  to  its  loose  attachment  to  the  iltac  fossa,  and  also  to  the  greater 
sensitiveness  of  the  intestines. 

After  the  invagination  is  established,  the  pressure  upon  tlie  portina 
of  the  mesentery  involved  produces  a  passive  hyperemia  by  obstnictioD 
of  the  flow  of  venous  blood.  This  gives  rise  to  edema  and  extrai'asi- 
tion  of  blood  in  the  mucous  membrane  of  the  intussusccptum,  and 
sometimes  to  hemorrhage  from  the  mucous  surfaces  involved.  Such 
structures  readily  become  sqitic,  and  a  local  peritonitis  is  the  result, 
which  cither  becomes  general  and  causes  death,  or  is  limited  to  the 
intussusception  and  gives  rise  to  adhesions  between  the  middle  and 
inner  tubes.  The  inflammation  in  the  more  chronic  cases  produce*  a 
great  thickening  of  the  walls  of  the  intussusception  and  tran.^orms  the 
mesentery  into  an  iiidurati-d  coril.  If  the  constriction  of  tlie  bowel  ts 
sufficiently  tight,  death  of  the  iiivaginaled  portions  may  occur,  and  to 
this  way  the  whole  of  the  intussusceptum  may  be  cast  off  and  be  dis- 
charged through  the  lower  bowel,  and  a  spontaneous  cure  be  thus 
effected.  This  may  be  accomplished  piecemeal,  or  a  tube  of  intcstiae 
from  a  few  inches  to  3  yards  in  length  may  be  discharged  per  rec- 
tum. Ulcerations  and  perforations  of  the  outer  tube,  or  of  the  intes- 
tine above  the  invaginatiim.  are  rare,  but  occasionally  occur.  After 
a  siicccs-sful  scpjiration  of  the  Ix>wel  a  .stricture  may  develop  at  the 
IM>int  where  atlhesion  of  the  upjxrr  and  the  lower  bowel  has  occurred, 
or  intestinal  obstruction  by  adhesion  may  occur.  Such  a  case  vrw 
observed  by  the  writer  in  a  pregnant  woman,  who  after  confinement 
died  from  the  obstruction  caused  by  the  adhesion. 

Symptoms  and  Course. — Intu.ssusceplion  may  be  either  acute  or 
chronic.  The  former  may  be  |>eracute,  acute,  nr  subacute.  In  the  pcr- 
acute  cases,  which  ciccur  chiefly  in  chihlren  under  one  year  of  ^c 
death  may  occur  within  twent>'-four  hours,  with  the  symptoms  of  shock. 
They  are.  however,  vcr)'  rare.  The  acute  form  may  last  from  one  io 
two  weeks;  and  in  the  subacute  the  disease  may  be  of  six  weeks'  dun- 
tion.  The  chronic  cases  may  be  prolonged  indefinitely,  and  may  last 
even  several  years.  The  earliest  symptom  is  usually  pain,  which  is 
sudden  an<l  severe,  and  appears  as  a  violent  colic  coming  on  in  the 
midst  of  ajiparent  health.  Its  situation  is  uncertain,  and  it  does  not 
necessarily  correspond  with  the  actual  scat  of  the  lesion.  It  is  usuall)* 
referred  to  the  rt^on  of  the  umbilicus.  After  a  few  hours,  especially 
in  children,  the  pain  cciises.  and  some  time  may  pass  before  a  second 
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paroxysm  occurs.  The  pain  is  more  intense  in  character  than  in  any 
other  form  of  obstruction.  This  symptom  is  soon  followed  by  vomit- 
ing, which  may  eventually  become  stercoraceous.  There  is  nothing 
especially  characteristic  about  the  vomiting  except  in  the  rarity  of  its 
becoming  fecal.  A  very  characteristic  symptom  is  the  evacuation  of 
bloody  stools  with  diarrhea.  WJicn  the  obstruction  is  high  up  in  the 
canal  the  first  discharges  arc  fecal.  The  venous  congestion  of  the  con- 
stricted bowel  causes  the  discharges  soon  to  become  mi.\cd  with  blood. 
Bloody  stools  occur  in  three-fifths  of  the  cases  and  appear  on  the  first 
day.  This  s>'mptom  is  a  very  im|X)rtant  one,  because,  with  the  excep- 
tion of  twists  and  knots,  no  other  form  of  obstruction  is  accompanied 
by  bloody  evacuations.  Such  discharges  may.  however,  occur  in 
dysentery  and  in  rectal  polypi  in  children.  If  the  peristaltic  action  of 
the  intestines  is  arrested,  the  discharges  may  consist  solely  of  mucus 
and  blood.  They  are  accomjianied  by  tenesmus,  and  the  sphincter  is 
often  relaxed  and  retracted. 

One  of  the  most  important  symptoms  is  tumor.  It  occurs  in  about 
two-thirds  o^  the  cases.  It  may  be  found  in  the  right  iliac  fossa  or 
near  the  splenic  flexure ;  it  may  also  be  felt  by  digital  examination  in 
the  rectum.  It  is  cylindrical  or  sausage-shaped,  and,  owing  to  the  fact 
that  tympanites  is  not  seen  in  the  early  stages,  it  can  often  distinctly  be 
felt  by  palpation  of  the  abdomen.  It  is  movable  and  not  tender,  and 
often  changes  its  situation.  It  is  felt  principally  in  colon  and  ileocecal 
invaginations,  but  is  seldom  observed  when  the  intussusception  occurs 
in  the  small  intestine.  A  protruding  anal  tumor  is  observed  in  about 
6  per  cent,  of  the  cases.  It  can  usually  be  detected,  when  present,  by 
palpation  of  the  abdomen  or  by  digital  examination  of  the  rectum.  Ry 
a  conjcrincd  abdominal  and  rectal  examination,  a  tumor  has  l>een  revealed 
which  could  not  be  discovered  by  cither  method  used  separately. 

The  temperature  at  first  may  be  subnormal,  and  is  not  high  and 
persistent  unless  peritonitis  and  sepsis  occur.  The  pulse  is  rapid,  and 
with  the  symjrtoms  of  shock  there  is  a  marked  loss  of  strength.  The 
ej'es  become  sunken,  the  face  pallid,  and  the  voice  weak.  Death  may 
occur,  accompanied  by  convulsions  or  symptoms  of  heart-failure. 
Occasionally  the  fatal  end  comes  suddenly.  In  case  death  does  not 
occur  at  an  early  stage  the  bowels  may  become  spontaneously  reduced. 
The  opinion  has  been  expressed  that  invaginations  often  occur  and  arc 
reduced,  and  that  many  of  the  severe  colics  in  children  may  depend 
upon  this  cause.  If,  however,  it  remains  invaginated.  adhesions  may 
occur.  The  time  of  their  development  has  been  placed  by  authors  a.s 
early  as  the  third  or  even  the  second  day.  In  a  case  operated  upon 
by  the  writer,  there  was  no  sign  of  adhesions  forty  hours  after  the 
beginning  of  the  attack.  Although  the  occurrence  of  adhesions  is  a 
distinct  obstacle  to  reduction,  it  is  a  great  safeguard  against  peritonitis 
due  to  gangrene  of  the  intussusceptum.  This  complication  occurs 
more  frequently  in  adults  than  in  children,  II  does  not  generally  occur 
until  after  adhesions  have  had  time  to  develop.  In  one  ca.se,  however, 
the  gut  is  reported  as  becoming  gangrenous  twenty-eight  hours  after 
the  first  onset.  If  the  line  of  demarcation  forms  in  the  middle  seg- 
ment first,  the  cast-off  segment  of  bowel  will  have  its  serous  suriace 
outside.     If,  on  the  other  hand,  the  inner  segment  separates  first,  the 
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mucous  surface  uill  be  external.  The  gangrenous  bowel  when  de- 
charged  may  have  attached  to  it  a  polyp  or  Meckel's  dtvertkulun 
(Eichhorst).  It  may  be  discharged  in  fragments.  The  casts  of  the 
mucous  membrane  seen  occasionally  in  dysenteric  attacks  should  noc 
be  mistaken  for  such  fragments.  Tlic  slough  is  dischari^ed  between  iIk 
eleventh  and  twenty-first  days  in  the  majority  of  cases.  Separation  takes 
place  most  frequently  in  ileum  invagination.  Cure  by  sloughing  of  the 
protruding  anal  tumors  was  obscn'cd  but  twice  in  103  ca.ses.  Dunin; 
the  progress  of  separation  of  the  sphacelated  portion  perforation  may 
take  place  and  produce  a  fatal  [x-ritonitis  ;  or  a  suppurative  plilebitu 
may  occur  with  thrombosis,  embolism,  and  metastatic  abscesses.  £%ar 
if  these  dangers  are  avoided,  a  subsequent  constriction  of  the  boird 
may  develop  at  the  site  of  the  lesion  and  obstruction  occur. 

The  symptoms  of  obstruction  may  temporarily  be  relieved  and  the 
swelling  in  the  intussusception  subside,  and  a  passage  once  more  opta 
through  the  bowel.     The  disease  will  then  assume  a  chronic  course. 

Diagnosis. — The  prominent  features  of  a  case  of  acute  tniussuscepbcc 
in  a  healthy  infant  or  child  arc  the  occurrence  of  a  sudden  attack  of 
acute  pain  with  more  or  less  collapse,  its  recurring  character,  the  pr»- 
ence  of  bloody  mucus  having  the  appearance  of  currant-jelly  in  the  stook, 
and  of  a  sausage -shaped  tumor.  By  the  time  the  physician  has  armcc 
the  first  onset  of  the  attack  has  subsided,  and  the  chiM  has  not  lSc 
appearance  of  one  gravely  ill ;  the  abdomen  is  soft  and  not  jjainful  to  ibr 
touch.  If  the  symptoms  above  mentioned  arc  present,  there  need  be 
little  doubt  about  the  diagnosis.  According  to  Rotch,  there  is  no  other 
disease  in  which  an  infant  will  be  attacked  so  suddenly  with  the  clinical 
symptoms  of  abdominal  pain  combined  with  bloody  discliargcs  from  the 
bowels. 

Prognosis.— The  prognosis  is  always  grave.  The  younger  the 
patient  the  more  unfavorable  it  is.  Ivcichtcnstem  gives  a  mortality  of  8S 
per  cent,  during  the  first  year  of  life.  This  decreases  slightly  up  to  the 
tenth  year.  From  the  eleventh  to  the  fifteenth  year  he  gives  the  mor- 
ta]it>-  as  63  per  cent.  Later  on  in  life  there  is  a  slight  increase  in  tbc 
mortalit>\  The  prognosis  is  somewhat  more  favorable  in  males  than  in 
females.  As  intussusception  of  the  ileum  is  more  likely  to  be  follourd 
by  separation  and  discharge  of  the  invaginatcd  bowel,  so  the  di.<icase  ia 
this  region  is  found  to  yield  more  favorable  results  than  those  in  the 
colon  or  at  the  cecum. 

Treatment. — The  first  onset  of  pain  must  be  treated  by  local  fomenta- 
tions and  opium,  which  al.so  will  quiet  peristaltic  action  and  prevail  a 
growth  of  the  invagination.  No  attempt  need  be  made  to  give  fcM3d.at 
it  is  certain  not  tn  be  retained.  Thirst  may  be  relieved  by  small  quanti- 
ties of  hot  water.  The  principal  features  of  the  treatment  must  he 
mechanical.  Among  the  most  prominent  mctliods  employed  is  that  of 
the  introduction  of  water  or  air  into  the  rectum.  Hydrostatic  pre»urc 
is  preferable  to  the  use  of  air.  as  the  force  exerted  can  be  more  carcfullv 
regulated.  Rotch  has  found  by  cxijcrimcnt  that  a  column  of  6  fcrt  is 
held  by  the  ifitcstine.  but  that  it  is  wiser  not  tti  use  more  than  4  or 
5  feet.  He  points  out  that  it  is  always  the  ca';e  that  the  in\-aginal«! 
portion  of  the  intestine  is  not  on  a  line  with  the  axis  of  the  canal,  but  al 
an  angle.     Hydro.static  pressure  therefore  tends  in  such  cases  to  push 
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the  Uifierent  layers  closer  together  and  prevents  reduction.  Also  beyond 
a  certain  time  it  is  not  only  dangerous  from  possible  rupture,  but  also 
of  no  use  whatever  on  account  of  the  adhesions  which  have  taken  place. 
Rotch  regards  hydrostatic  pressure  as  a  legitimate  procedure  only  in  the 
very  early  hours  of  the  case.  The  fluid  used  should  be  warm  salt  solu- 
tion (one  leaspoonful  to  a  quart  of  water).  The  amount  given  should 
be  alwiut  one  quart,  and  the  child  should  b<?  held  in  the  inverted  position 
while  it  is  administered.  When  reduction  of  the  bowel  is  effected  a 
characteristic  gurgling  sound  is  sometimes  heard. 

The  testimony  of  Wiggin,  who  has  had  a  case  successfully  treated 
by  cnemata,  is  strongly  against  this  method.  Of  103  cases  collected 
by  him,  intestinal  distention  was  practised  in  72  of  this  number ;  and 
failure  to  effect  reduction  occurred  in  54  instances,  or  75  per  cent^ 
which  figure  would  have  represented  the  mortality  of  this  method  of 
treatment  had  not  other  methods  been  employed  afterward.  Accord- 
ing to  Mortimer,  the  chief  advantage  of  hydrostatic  pressure  lies  in 
the  slight  parental  opposition  to  its  employment 

Laparotomy  for  this  form  of  obstruction  may  be  regarded,  when 
compai-ed  with  encmata,  as  a  method  of  precision.  An  incision  should 
be  made  in  the  mctlian  line  below  the  umbilicus,  and  this  can  be 
extended  upward  if  necessary.  It  should  be  from  4  to  5  inches  in 
length.  The  tumor,  being  gra.<;pt;d  by  the  operator,  should  be  gently 
drawn  forward,  and  any  other  protruding  loops  of  intestine  should  be 
carefully  walled  o^.  The  entering  bowel  being  held  between  the  thumb 
and  forefinger  of  the  lefl  hand,  the  right  hand  grasps  the  tumor  and 
exerts  gentle  traction  on  the  sheath,  while  it  at  the  same  time  brings 
prcs.sure  to  bear  upon  the  apex  of  the  intussusception.  By  this  ma- 
neuver the  sheath  presently  begins  to  unroll  and  the  invagination  is 
reduced.  If  after  a  few  moments  of  trial  this  method  does  not  succeed, 
tlic  neck  of  the  sheath  should  be  cleared,  and  gently  dilated  by  the 
finger  or  some  blunt  instrttment.  after  which  the  bowel  will  begin  to 
unroll.  Traction  on  the  intussusceptum  should  not  be  employed.  The 
bowel  and  mesentery  should  next  be  carefully  inspected,  and.  if  in  good 
condition,  returned  to  its  position  in  the  abdominal  cavitv*.  Some  ojicr- 
ators  suggest  the  advisability  of  suturing  the  bowel  and  its  mesentery 
to  the  abdominal  wall  in  order  to  prevent  recurrence  of  the  invagina- 
tion. In  the  2  cases  operated  upon  successfully  by  the  writer,  this 
precaution  was  not  attempted. 

Wtgsia'i  tables  givff  »  niottalily  of  67.3  per  CMtl.  for  Upftrotomy.  Excluding  cues  in 
which  eilbrr  the  opcrotjon  wns  nbAnrloned.  ihr  bnwcl  incised  and  in  uliiiciAl  anas  nude, 
meclion  atlempled,  or  ait  atu*tumiiu>  riTected,  tlierc  are  45  cil%v4,  in  whicH  24  rrsalled 
fatally,  or  A  monsdiLf  of  53.4  per  cmt.  Countin}*  only  the  npcraiions  that  have  been  pcr- 
fonaed  !>tncc  the  Mrfectet)  technic  of  aMoinin*!  suruery  hus  become  senenilly  known — 
since  l889--<in()  tnrawinf;  oot  ihnse  caies  in  which  the  oporatiun  was  not  ccinipleted,  we 
half*  ft  loial  of  18  ca*a^,  of  which  14  were  Miuceuiful  a:id  4  unMiecewful,  givinc  a  mor- 
lalily  of  only  32,2  per  cenL  'ITitB  WigRin  believes  lo  be  a  fair  eMimatc  of  the  risk  to  day 
of  laparoICNny  perii^rmed  in  n  ynunf;  infant  fnr  the  relief  of  lhi«  disorder.  If  perfofmed  within 
the  6itt  foity-riKht  houm  of  the  onset.  This  giw  *  chance  or  sikccss  represented  by 
78pcrcenL,  which,  acmnling  tii  (hi:^  author,  wiiiild  s|>eedily  ri«e  toijo  percent  at  iHecucS 
more  frwjuemly  to  operation  during  the  fi«t  iwenty-iour  houn. 


In  weighing  the  relative  merits  of  laparotomy  and  hydrostatic  press- 
ure in  the  early  treatment  of  inlussusce|)tion,  it  may  be  concluded  that, 
inasmuch  as  in  its  early  stages  of  development  the  invagination  is  some- 
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times  spontaneously  unrolled,  and  perhaps  more  frequently  than  b 
generally  suppiwcd.  it  is  ca[)able  of  being  pushed  back  by  the  geirtk 
use  of  enemata,  and  that  hydrostatic  pressure  is  therefore  pcrmissii> 
in  cases  that  are  seen  within  twelve  hours  from  the  beginning  oi'  li-r 
attack.  It  should,  however,  be  employed  with  great  gcnllc^ncss.  »Tit 
the  object  solely  of  acting  on  those  cases  which  arc  easily  redudbk 
It  should  only  be  enipluycd  on  patients  who  are  in  good  general  coott- 
tion.  In  case  a  well-marked  tumor  is  present,  the  syniirtcmvs  an;  prv 
nounced,  and  twelve  hours  have  elapsed  from  the  time  of  tlicir  fin-i 
onset,  it  is  wiser  to  resort  at  once  to  laparotomy  without  handica|)pin): 
the  operation  by  previous  treatment.  Beyond  the  time  above  prescribfd 
cncmata  are  entirely  out  of  the  question  in  acute  cases.  Hydrostatic 
pressure  might,  however,  be  given  a  full  trial  in  chronic  cases.  If  the 
tumor  prove  irreducible  by  taxis,  there  are  several  operations  which 
may  be  adopted,  such  as:  (i)  opening  the  sheath  and  excision  of  the 
intussusception;  (2)  excision  of  the  intussusception,  with  end-to-end 
suture;  (3)  enterostomy ;  (4)  intestinal  anastomosis. 

Excision  cf  the  intusstiScepHott  may  be  employed  when  the  turaor  b 
irreducible  or  when  the  contents  are  gangrenous.  It  would  not  be 
applicable  to  cases  in  which  the  vitality  of  the  sheath  was  in  qucstjcm 
It  may  be  performed  in  the  following  manner:  A  longitudinal  inci?i"n 
is  made  on  the  outer  aspect  of  the  sheath  lying  near  the  p<iint  of  junc- 
tion of  the  upper  and  lower  bowels.  The  intussusception  is  drau-n 
by  gentle  traction  through  tlie  aperture  thus  made.  The  base  is 
tran!:6xed  by  two  needles  armed  with  ligature.*;,  and  the  intu.ssusccptum  is 
amputated.  The  sutures  are  now  pas.sed  through  the  invaginatcd  bowd, 
tied,  and  tlivided.  This  having  been  accomplished,  the  stump  is  returned 
and  the  incision  closed.  TItt:  upper  and  lower  bowels  are  now  secured 
firmly  from  slipping  from  one:  another  by  a  circular  row  of  Lembnt 
stitches.     Paul  advises  the  insertion  of  a  metal  S[>ool  into  the  stump  nf 

the  intus.su.'tccption,  which  is  secured  by  a 
circular  ligature.  This  holds  also  the  mes- 
enteric vessels,  and  prevents  them  slipping 
back  into  the  peritoneal  cavity.  It  should 
be  inserted  before  the  intussusception  has 
been  amputated.  ^ 

The  objection  to  cither  of  these  nicthoJi^| 
i.s  their  failure  to  re-establish  immediately  1^^ 
free  passage  in   the  bowel.     This  would  be 
more  cflcctually  accomplished  by  r.rrtjr*»iftf«rf 
end-to-emi sulurc  ;  and  this  operation  could  be 
attempted  when  the  patient's  condition  wju^fl 
sufficiently  good  to  justify  it.     The  Murpbif™ 
button  might  be  used  if  .speed  were  desired. 
but  would  be  open  to  the  same  objections  a« 
the  I'aul  method.     It  would  be  more  appli- 
cable to  adults  than  to  infants.    Unltrosh 
is  a  last  resort,  and  should  Ix-  used   in 
cases  only  in  which  the  condition  is  so  grave  as  to  preclude  the  pa'«5 
bility  of  any  other  means  of  giving  immediate  relief  to  the  obstrucli< 
Intestinal  anastomosis  is  well  adapted  to  chronic  irreducible  int 
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Euscejition  in  the  adult,  especially  in  those  varieties  complicated  by  the 
presence  of  an  inoperable  tumor,  such  as  a  polyp  or  carcinoma. 

Baract  op^ralcd  in  (bi^  way  upon  n  case  of  chronic  t1<Hicn-al  itiliissUMrcpiiun.  Krmcival 
of  the  Affected  IrtteMitie  wus  iinpostible.  Th«  ascending  colon  »nd  ileum  w«re  divided,  hihI 
nnitcd  by  laleni  anastomosis  usiOK  pta.les  of  Swedish  turnip.  The  excludml  coil  was  closed 
t>jF  mttinng  the  diirid«<l  rfTcrent  n.ict-nding  colim  and  the  ftneTent  ileum.  Recovery  wag 
uneventful,  and  Iwo  month!)  alter  the  opemtion  ihtr  |iaticnl  was  perfectly  well. 

Volvulus.— Tliat  form  of  obstruction  known  as  volvulus,  or  twist, 
occurs  most  frequently  at  the  sigmoid  flexure;  but  it  may  be  found  in 
other  parts  of  the  colon  and  in  the  small  intestine. 


FlC.  179. — Congenital  enlargemeni  of  the  figmoid  flexure  (fitx'i  case]. 

The  causes  of  volvulus  lie  partly  in  the  anatomical  condition  of  the 
bowel  and  partly  in  chronic  pathoI0pic.1l  changes.  The  twisting  of  the 
intestines  occurs  cither  about  its  mesentery  or,  much  less  frequently, 
about  its  own  axis. 

Its  production  requires  a  definite  anatomical  arrangement  This 
may  be  congenital  or  may  tjradually  dcveloiJ  during  early  childhood; 
but  it  is  not  until  adtdt  life  that  volvulus  usually  occurs,'  as  then  the 
results  of  long-continued  constipation  or  intestinal  irritation  added  to 
peculiar  conformation  make  themselves  manifest. 

'  FiU  found  ill  an  analyns  of  34  caMs  chat  the  greatest  numlici  of  ca>c»  in  auy  decade 
WW  between  the  «ge»  of  thirty  and  ft>rty  yc«rs. 
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The  sigmoid  flexure  occupies  a  much  more  prominent  position  in 
the  abdominal  cavity  of  infants  and  very  young  children  than  in  adults 
Frequently  the  loop  extends  across  the  right  inguinal  region  ("tin 
p:tradox  of  liuguier").  Should  the  condition  persist,  a  long  loopoi 
intestine  with  a  long  mesentery,  more  or  less  narrow  at  its  base,  ts  the 
result — •'congenital  enlargement  "  of  the  colon  (Fig.  1 79).  At  the 
stent  of  the  loop  the  two  layers  of  bowel  run  parallel  to  one  anotha. 
and  then  widen  out  into  a  jsomewl^at  circular  arc. 

ir  ihc  cnliin  gniws  more  mpidly  Ihnn  ihc  aUcTniniil  and  pelvic  w»t|s,  it  follk  nila  w^ 
crouit  foMk,  wliicli  maj-  remit  in  a  Iciifrtbcniiii;  uf  Uic  »gi»otd  ](K>p  (**  idkvpathic  cbIm^ 
nwnt"), 

11)7  iTir»eiitcnr  of  the  ^axtA\  intolinc  may  become  Icngtliennl  in  advanced  life:,  ovine  to 
the  rclaxntiDn  oi  the  ahtlaminal  walls  and  to  tlie  disappearance  of  f.it  and  ather  HUk 
chanft»  which  Mke  nlnce  in  the  mesenieiy  itself.  In  targe  hembe  fndividiud  loopa«f  iok*- 
tine  iecome  gicaUjr  lengthened. 


i 


1 


If  now  a  portion  of  iJie  bowel  is  weakened  by  age  or  habittial 
stipation  and  the  peri.sialtic  action  ha.s  been  impaired,  a  f;radual 

ttation  of  the  ujipcr   layer  of  the 
■jl^^k  ^    flexure  will  occur  by  the  accumu- 

^^^^^  ^  ...^  ^^y    lations  of  fecal   matter  which  tak^f 

*■  place  there  from  time  to  time    A^ 

chronic  peritoneal  irritation  is  thus 
protjuced,  which  aficct.s  the  mesen- 
ttiy  quite  often  at  its  base.  Cica- 
tricial contraction  is  thus  produced 
and  tlie  stem  of  the  loop  is  still 
further  narrowed.  An  unuMtal 
period  of  atony,  or  a  tem)>orar 
paresis  produced  by  \nolent  cxei 
cise  or  a  blow  may  be  followed 
great  dilatation  with  fecal  toipac-' 
tion.  The  upper  segment  of  the 
loop  becomes  heavier  than  the 
lower,  and  a  rotation  of  the  loop 
upon  its  mesenteric  axis  occurs. 
This  is  not  in  itself  always  suffi- 
cient to  produce  intestinal  obstruc- 
tion. Tlic  accumulation  of  gas 
^^       which  now  takes  jjlace  often  causes 

^J  L  ■^^^       ^"  enormous  distention  of  the  loop. 

It  '  so  that  it  becomes  firmly  fixed  in 

■  ■  fmit         its  new   position  and  spontaneous 

reduction  is  impossible.     The  sig- 
moid flexure  may  under  these  con- 
ditions fill  lheab<lominnl  cavity  and      ' 
cause:  pressure  upon  the  diaphragm ^| 
and   even   compression    of   the   lungs  (Fig.   180).     The  formation  of^^ 
adhesion.^  or  the  pressure  upon  the  pedicle  of  the  volvulu.s  of  another 
elongated  loop  of  bowel  may  also  tend  to  make  the  twist  pcnnanent^ 
Other  portions  of  the  colon  may  be  the  seat  of  volvulus.     An  unu<^u-B 
ally  long  hepatic  or  splenic  flexure  may  present  the  nccessar)'  anatomi- 
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180— Volvului  of  the  stftnioid  flL-xurc 
( RicharHson's  casr) 
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cal  conditions.  Volvulus  was  found  by  Fitz  to  occur  hi  the  sigmoid 
flexure  in  about  49  per  cent  of  the  cases,  and  that  tJ7  [}cr  cent,  of  the 
cases  occurred  in  the  large  intestine.  Volvulus  occurs  much  more 
rarely  in  the  small  intestine.  Leichtenstem  found  in  76  cases  45 
twists  in  the  sigmoid  flexure,  23  twists  in  a  loop  of  the  ileum,  and 
8  in  a  loop  of  tlic  jejunum  and  ik-uni  combined.  If  the  root  of  the 
mcsenter)'  is  unusually  short  and  its  length  is  normal,  the  small  intes- 
tine is  in  a  condition  to  undergo  twisting  as  a  whole  about  its  mesen- 
tery. A  single  loop  of  small  intestine  may  also  become  twisted  if  the 
necessary  conditions  are  present.  A  twisting  of  the  bowel  may  take 
place  about  its  own  axis.  This  condition  occurs  most  frequently  in  the 
cecum  and  ascending  colon.  The  exciting  cause  of  volvulus  may  be 
trauma. 

Thu«,  Pennington  reports  e.  faUl  case  of  lwi*t  of  the  ileum  octnning  after  violent  exer- 
cise in  k  ifirl  cijthicen  year«of  x^c.  Hawkins  mcnnions  the  cflsrof  a  woman  who  ilied 
with  tyni|il(»ms  of  inlcxUiuil  utMlruction  afler  a  iltgltt  b]gw  on  the  oMuoien.  Al  lW  (iu»I- 
.mortfim  a  figure-of-S  Iwist  of  the  ipil  behind  ihc  umbilicus  was  found,  which  unravrllnl 
■tacU  B»  SDon  as  exposed.  Stanley  relates  a  vimilar  acciOcnt  in  a  child  live  yennt  of  nge.  in 
whntn  a  slijjht  blow  on  the  abdomen  was  followed  by  sympioms  of  aculc  iniesunsl  obairuc- 
UoQ  and  death  in  twenty-four  hours  At  tbc  cxaniinaiion  it  volvulus  30  indies  from  the 
pjrloruM  was  discovered.  Turner  rcpuits  a  case  of  votvutus  of  ihe  Email  intt<>iiD<7  in  a  boy 
Mfvcn  years  of  age,  the  result  of  a  f*II  of  12  feel,  tl  wa*  openitrd  u])ftn  fcuwcjifully, 
Bnddon  rcpuru  a  case  of  ileus  in  a  girl  fifteen  years  of  age,  due  lo  an  axial  roCaliou  of  iL 
large  lipoma  growing  in  the  mesentery. 

Instead  of  twists  of  a  single  loop  of  intestine,  we  may  have  two 
coils  wound  around  one  another  so  as  lo  form  a  knot.  The  knots  thus 
formed  may  sometimes  be  quite  intricate.  They  are  usually  brought 
about  by  the  enlargement  of  the  sigmoid  flexure  with  the  lower  por- 
tion of  the  ileum.  Kiittncr  has  called  attention  to  the  fact  that  a  certain 
"geographical  predisposition"  exists. 

In  Russia  the  length  of  the  small  in-  x''C~~^t. 

testine  is  greater  than  normal,  owing 
probably  to  the  coarse  vegetable  diet 
Konig  estimates  the  length  of  the 
German  small  intestine  at  from  17  to 
ig  feet;  the  Russian,  from  20  to  27 
feet :  Grube  obser\'ed  one  56  feet  in 
length. 

The  fomiation  of  a  knol  is  thus  esnlained  by 
Kiltltipr  :  The  Iwitlcd  Mgmoi<l  flexure  lies  «l  ftr*t 
in  ttic  pclviK,  beiieaUl  the  ileum  ;  ns  noon  as  ili^ 
tcntjon  begins,  it  rites  up  into  the  abdominal 
cavity,  and  in  M>  duin^  |)reri>n  the  lodpii  of 
ileum  ngainxt  Ihe  bladder.  Thr»  prevents  Ihe 
loop  of  ileum  from  rising.  Meanwiiile  Ihe  ini- 
taled  inirslinc  nUive.  by  peHsiatiic  action,  frirtcs 
other  toils  downward.  The  iinjmsoned  ileum 
seekk  an  outlet  beneath  the  rising  volvnius 
where  its  pedicle  bridjt^cs  over  the  Ktcro-iliac 
synehondniiiis.  Nearer  the  median  line  the  way 
is  blocked  by  the  promontory  of  the  sacrum. 
Rinng  up  ihioiigh  this  outlet,  the  loop  of  ileum 

is  enlarged  by  accession  of  more  Intestine,  becomes  distended,  and  the  knot  Is  tied  (Fig. 
iSl).  'ilicse  kooU  lie  mo«l  frctiuenUy  in  Che  neiehburhood  of  the  light  sacro-iliac  syn- 
choruIroMs.  Tlie  same  Icind  \A  a  icnot  can  be  tied  il  the  loop  of  ileum  is  the  first  lo  becoine 
twisted  (K^ig). 


Fig.  iSi. — A  knot  involving  Uenrn  vrtih 
sigmoid  flevure. 
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Knotting  and  intertwining  may  also  take  place  between  two 
of  small  intestine,  or  between  the  small  intestine  and  the  cecum 
ascending  colon.  According  to  I^chtcnslcrn,  nearly  all  tlie  rases  i 
knotting  occur  in  males,  and  between  the  ages  of  twenty-four  and  sev- 
enty-three years.  Kitz  reports  38  cases  of  volvulus.  26  occurriiig  a 
males  and  12  in  females.  They  run  an  exceedingly  acute  course.  [0 
many  of  the  cases  reported  death  occurred  in  forty-eight  hours,  and 
in  I  case  as  early  as  twelve  hours  from  the  beginning  of  the  atrjtt 
Thrombosis  of  the  mesenteric  vein  may  occur  from  constriction  ami 
gangrene  of  the  strangulated  intestine  and  hemorrhage  into  the  bo«tk 
One  writer  reports  the  passage  of  a  quart  of  blood  on  the  third  di)v 
Abundant  serosanguinolcnt  exudation  may  take  place  in  the  peritoocai 
cavit>',  which  in  1  case,  lasting  only  twenty-four  hours,  amounted  Id 
6  pounds. 

Symptoms. — The  symptoms  oi  knots  and  twists  do  not  dUTcr  stif> 
ficicntly  from  one  another  to  be  considered  separately.  Volvuin 
forms  by  far  the  greater  portion  of  these  forms  of  intestinal  obstnx- 
tton. 

These  cases  occur  usually  in  middle  aged  people,  and  there  is  a  fan- 
tory  of  previous  constipation  or  of  digestive  disturbances.  In  about 
ore-half  the  cases  there  is  a  sudden  onset  of  pain.  Pain  is  always  u 
early  symptom,  and  is  frequently  intermittent  It  is  usually  felt  in  lln 
left  iliac  fossa  or  beneath  the  umbilicus.  Tumor  is  not  always  obsenTd. 
but  there  is  frequently  an  elastic  and  t^'mpanitic  swelling  cither  in  lJ>c 
left  lower  quadrant  or  at  some  other  point  characteristic  of  the  disease. 
The  abdomen  finally  becomes  uniformly  tympanitic,  and  sometimes  ihc 
tympanites  is  excessive. 

Nausea  or  vomiting  occurs  in  about  three-fifths  of  the  cases.  It  ti 
not  usually  an  early  symptom.  Constipation  is,  of  course,  prescrt. 
The  scat  of  the  obstruction  being  lower  down  in  the  intestinal  cans!, 
tenesmus  is  probable,  and  there  is  the  impossibility  of  introducing  water 
or  air  beyond  the  rectum.  The  passage  of  blood  is  not  mentioned  br 
many  writers,  and  is  probably  only  an  occasional  symptom.  Thb 
affection  usually  runs  a  very  acute  course,  and  is  always  fatal  unless 
relieved  by  o[>eration. 

Treatment. — The  abdomen  should  be  opened  in  the  median  line, 
and  the  twisted  loop  sought.  It  is  better  to  empty  it  before  attempt- 
ing reduction  of  the  volvulus.  This  can  be  done  cither  by  an  incisiofl. 
which  is  probably  the  better  method,  or  by  the  use  of  a  large  troor. 
In  many  cas(.-s  it  is  wiser  to  stitch  the  opening  thus  made  to  the 
abdominal  wall,  as  the  condition  of  the  patient  may  not  allow  of  any 
further  prolongation  of  the  operation.  This  has  the  further  advantage 
of  preventing  the  return  of  the  twist,  which  sometimes  happens  when 
gas  passes  down  from  the  bowel  above.  It  has  been  suggested  to 
prcvt-nt  recurrence  by  stitching  the  niL-scntcry  to  the  abdoniinal  wall 
Finney  reports  n  case  of  volvtilusof  ihe  sigmoid  flexure  in  which  recur- 
-  three  years  after  it  had  been  relieved  by  laparotocny. 
''le  to  a  band,  which  was  divided.     The 

''»volved  may  be  resected,  and  the  eni 
or  cnd-lo-end  sutures.     This  has 
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done  successfully  by  both  Richardson  and  Harrington.  In  both  cases 
the  distended  loop  filled  tlic  abdominal  cavity. 

Obstruction  by  Meckel's  Diverticulttm. — Intestinal  diverticula 
arc  divided  into  two  ihisscs,  the  congenital  and  the  acquired.  The 
former  arc  known  as  MctkL;]*.s  diverticula,  possess  true  intestinal  walls, 
and  are  caij.sed  by  the  jiatcncy  of  llie  omphalomesenteric  duct;  they 
are  also  known  as  "  true  "  diverticula.  The  acquired,  or  false,  diver- 
ticula arc  hernial  pouches  of  the  intestinal  canal.  They  are  frequently 
simple  protrusions  of  the  mucosa  through  the  muscular  coat  of  the 
intestine,  but  also  sometimes  possess  a  muscular  wall.  It  would  be 
much  less  confusing  if  the  term  diverticuUnn  was  abandoned  for  the 
acquired  form.  The)-  do  not  concern  us  here,  as  they  have  nothing 
whatever  to  do  with  intestinal  obstruction. 

Meckel's  diverticulum  owes  its  oripin  to  the  failure  of  the 
omphalomesenteric  duct  to  become  obliterated.  Toward  the  end 
of  the  fourth  week  of  cmbrj-onic  life  of  the  human  fetus  the  intes- 
tine and  yolk-sac  arc  in  direct  communication  through  the  open 
abdominal  wall.  After  closure  of  the  wall  they  arc  connected  by 
the  omphalomesenteric  duct.  Alongside  the  duct  are  a  correspond- 
ing artery  and  vein. 

After  the  sixth  week  of  cmbr)-onic  life  the  vc.<!iclc,  duct,  and  vessels 
wither  and  are  represented  by  a  cord.  Should  any  disturbing  influ- 
ence interfere  with  this  shrinkage,  the  entire  duct  may  remain  open  to 
the  umbilicus,  or  a  pnrtinn  may  close  and  become  the  fibrous  cord. 
Under  ordinary  circumstances  the  cord  undergoes  fatty  degeneration 
and  disappears. 

The  diverticulum  is  usually  found  attached  to  the  lower  portion 
of  the  ileum — that  is.  about  3  feet  above  the  ileocecal  valve;  but  it 
may  arise  at  any  point  between  the  duodenum  and  the  cecum.  The 
diverticulum  varies  also  in   length. 

The  cord  at  the  end  of  the  diverticulum  may  lie  free  in  the  abdom- 
inal cavity,  or  it  may  he  attached  to  the  umbilicus,  the  abdominal  wall, 
to  the  mesentery,  to  the  ileum,  or  to  the  ascending  colon.  The  diver- 
ticulum, if  there  be  no  cord,  may  be  attached  to  the  omentum,  the 
mesentery,  or  the  ileum.  This  variation  in  the  jioint  of  attachment  is. 
according  to  Fitz.  not  caused  by  intlammatory  ailliesions,  but  is  due  to 
the  persistence  of  certain  of  the  omphalomesenteric  vessels  according 
to  the  seat  and  extent  of  the  atrophy. 

There  are  .several  varieties  of  strangulation  caused  by  diverticula  or 
omphalomesenteric  bands.  The  most  frequent  is  that  already  men- 
tioned, in  which  the  bowel  is  caught  under  a  band  with  mesenteric 
attachment.  In  the  case  of  a  long,  loose  terminal  ligament,  a  coil  or 
knot  may  be  formed  by  which  a  loop  of  intestine  may  become  snared 
(Fig.  182).  This  may  occur  the  more  easily  if  the  intestinal  loop  has 
a  narrow  mesentery. 

<JccIusion  of  tlie  intestine  by  traction  occurs  when  the  ligament  i.s 
attached  to  the  abdominal  wall  and  becomes  so  stretched  by  meteorism 
that  the  lower  part  of  the  small  iiilestine,  especially  when  fastened 
down  by  a  short  mesentery,  is  drawn  upon  and  bent  at  the  origin 
of  the  diverticulum  to  such  an  extent  that  its  lumen  is  obliterated 
(Leichten.stern). 


Pm.  Ill     "iiiM^iihtiiM  W  UvckcTs  diwrUcuInn  (Wuren  Muunun). 

and  thirty  yraas.  It  has  also  been  observed  at  earlier  ages.  The  por- 
tion of  ihe  intestine  stranguUlrd  U  always  the  ileum.  It  leads  to  a 
Cital  rrsuh  in  froni  four  to  six  days. 

Symptoms. —  I'hc  symptoms  are  tliosc  of  acute  intestinal  obstruc- 
tion. According  to  Titi.  in  nearly  one-half  of  the  cases  of  Midline 
remains  prcwus  attacks  of  pain  arc  recorded.  The  history  of  a  dis- 
char^r  from  the  umbilicus,  such  as  was  recorded  in  a  case  described 
by  Homans.  would  sugpe^t  the  presence  of  a  diverticulum.  The  pres- 
ence of  a  tumor  or  lendcmcss  near  the  umbilicus  should  favor  the 
Iheon-  of  intlamcd  <li\T;rlicuhinn  a.^  against  the  appendix. 

Tnatnmit. — KijwmttMny  is.  of  course,  the  only  resource,     fiti 
advises  searching  the  \icinit>-  of  the  navel  and  the  lower  3  fett 
the  ili-um  for  these  strucluncs.  and  a  careful   exploration  of  tlic   n.;;: 
lower  abdominal  quadrant.     In  removing  the  diverticulum  care  shotil-* 
be  liiken  in  stitching  the  pedicle,  as  it  often  opens  directly  into  tl 
intestinal  canal.     The  vessels  should  be  tied  with  care,  as  the  diver " 
ulum  i^  ^uppli^-d  by  a  branch  of  the  mt-senteric  3rtc;r>-  u '  :,  ' 
persistent  omphalonK-icnlcric  artery,  and  may  be  ot  co 
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_     The  appendix  Tcnuifomils  may  be  the  cause  of  strangulation 
of  the  intesunc  according  as  its  free  end  becomes  attached  to  the  cecum, 
ileum,  or  ovary  (Fi^.  183).  Bridges     ^ 
or  rinj^s  are  thus  formed  inlo  which 
a   loop  of  intestine  may  Ix'conie 
enga^jed.     The  greater  fretjuuncy 
of   appendicitis   in   males    causes 
this  form  of  strangulation  to  occur 
more  frequently  in  the  male  sex. 
The  average  age  at    which    lliis 
occurs  is  forty  years.    The  straii- 
f*ulated  intestine  was  always  the 
ileum,  with  one  exception,  when 
it  was  the  cecum. 

Obstmction  by  Bands  and 
Adhesions. — The  numerous  ad- 
hesions which  are  caused  by  the 
rapid  gluing  toijether  of  inflauied 
peritoneal  surfaces  are,  as  a  rule, 
absorbed  after  the  inflammatory 
process  which  caused  them  has 
subsided.  They  arc  but  a  part 
of  nature's  provisional  repair, 
so  important  in  its  protecting 
influence  over  the  unaffected  por- 
tions of  the  peritoneal  cavit>'. 
Occasionally,  hbwcvcr,  a  band  or 
adhesion  has  remained  so  long 
or  has  attained  such  a  size  that 
it  becomes  thoroughly  organized  and  remains  as  a  jjcrmaiient  struct- 
ure in  the  abdominal  cavity.  It  may  then  become  a  source  of  great 
danger.  Such  bands  arc  found  in  various  regions  of  the  peritoneal 
cavit>%  and  var>'  in  size  from  thrcad-Hlce  strings  to  stout  ligaments,  and 
even  to  membranous  structures.  The  size  and  shape  often  depend 
upon  the  movements  of  the  parts  to  which  it  w  attached. 

There  are  several  ways  in  which  such  a  band  may  cause  obstruC' 
tion.  It  may  form  a  bridge  under  which  a  loop  of  intestine  may  slip 
and  become  incarcerated.  Such  bridges  arc  found  on  the  abdominal 
walls,  especially  in  the  pelvis  in  the  neighborhood  of  the  appendix  or 
uterine  appendages ;  or  the  two  ends  may  be  attached  to  the  mesentery 
at  the  base  of  a  loop  of  intestine,  or  (Fig.  184)  the  band  may  run  at 
f^lit  angles  to  the  axis  of  the  intestine  from  the  mesentery  to  the  free 
border  of  the  bowel.  Less  frequently  such  a  band  may  form  a  loop 
into  which  a  coil  of  intestine  may  slip,  and  such  a  coil  may  the  more 
ea-sily  become  thus  engaged  if  its  Itmiu  have  been  somewhat  approxi- 
mated  by  adhesions  at  the  root  of  the  mesentery.  If  one  end  oi  such 
a  band  should  lie  free  in  the  abdominal  cavity,  it  may  Ixxome  tied  into 
knot,  much  in  the  same  way  as  has  been  described  in  the  case  of 
i's  diverticulum,  and  a  loop  of  intestine  may  thus  readily  become 
-lated.  Such  knots  arc  ofien  quite  complicated,  and  arcdliBcult 
even  by  a  careful  dissection. 


Klu.  tSj.—Atrengulallon  by  appendix 
(Wurren  Miueum). 
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In  some  of  the  more  highly  organized  "  pscudoli'i^anicnts  " 
iiolcs  arc  frt-'quentiy  found  into  whirli  ilic  bowel  may  be  forced.  Ob<tnK 
tion  may  occur  from  the  presence  uf  a  band  over  which  a  scymcnl  ot  the 
bowel  may  hanjj  like  a  wet  clotli  on  a  line.  Flexure  or  kinking  o*  rir 
intestine  may  also  be  produced  by  adhesion  of  the  same  lo  the  abdon- 
inal  wall,  or  by  traction  exerted  by  a  band  attached  to  lis  free  nu/cui 
Such  tension  may  be  caused  by  the  displacement  of  some  organ  te 
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which  the  band  is  attached,  such  as  a  floating  kidney  or  an  ovarian 
cyst.     Obstruction  from  pscudolif»amcnts  occurs  most   frequently  >4h| 
persons  between   twenty  and  thirty  years  of  age.     It  may  occur  H^| 
those  older  than  this,  but  before  the  age  of  twenty  it  is  exceedingly 
rare.     It  occurs  about  equally  in  both  sexes,  for  though  adhesions 
more  frequent  in  the  pelvis  in  women,  strangulation  by  bands  is  mor 
common  higher  up  in  the  abdominal  cavity  in  men.  owing  to  the  mor 
frequent  existence  of  hernia,  as  well  a.s  other  lesions,  in  the  male 

A  rotnpgirutivrly  fertile  stiurttorobsJructKnui lire  ihe  Icsiors  producMl  ilurinj;  at 
operation.    Ktotitr  fMind  iliat  in  42I  UjMtmtnmicN  ihi*  nrnimtd  in  5.5  prr  c«nl,  o(  tfaf 
Ruh#  found  lliat  obatructioos  the  re^iK  of  ndyji-Mun*  cnnsM  hclwtrcn  1  and  3  per  caH.  if 
the  dfalhs  following  Inparotomy.     TaiifTrr  ))nrv-fiH  «laltsiirs  of  ihe  ca%r«  o(  lltiu  wlmk 
have  ocmnctl  in  hit  clinic  during  the  antiseptic  period  and  since  he  h«$  employed  aiepaK 
During  llie  first  period  of  44J  oprralians  3.25  per  cent,  were  followed  byobMnictioo  ;  wkib 
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duiiag  the  Kcond  period,  in  34S  operatiunK  he  h^s  had  oaly  0.57  per  cent,  of  this  cotn|iU- 
catlon. 

Post-aperaiive  obstruction  of  the  intestines  may  be  caused  in  a 
variety  of  ways.  That  form  which  develops  immediately  or  soon  after 
operation  is  due  usually  to  paralysis  of  the  intestinal  walls,  and  is 
known  as  Utas  paralytiats.  It  may  be  caused  by  sepsis  or  injury  of 
the  nerve-supply  of  the  muscular  coat,  or  to  pressure  upon  some  por- 
tion of  the  canal.  According  to  Adenot,  a  cerUiin  number  of  these 
cases  arc  due  to  pressure  upon  the  left  subcostal  angle  of  the  colon  by 
distended  coils  of  small  intestine  ;  and  he  advises  that  this  point  of  the 
canal  should  therefore  be  borne  in  mind  when  exploring  for  obstrurtton. 

Obstruction  may,  however,  occur  long  after  the  operation,  and  may 
take  place  in  some  such  way  as  this- — a  loop  of  bowel  may  become 
adherent  to  the  operation-wounil.such  as  the  incision  in  the  abdominal 
wound,  or  the  stump  of  the  pedicle.  Owing  to  the  amount  of  inflam- 
mation at  the  time  of  the  operation,  this  adhesion  may  become  strong 
and  persist,  and  possibly  cicatricial  contractions  may  subsequently 
occur.  The  bowel  is  thus  drawn  tightly  down  to  the  point  of  adhe- 
rence, and  may  be  stretched  so  that  kinking  or  flexure  may  occur,  and 
a  more  or  less  valvc-likc  condition  of  the  bowel  at  this  point  become 
established.  The  proximal  jwrtion  of  the  bowel  will  gradually  become 
distended,  which  tends  to  exaggerate  the  unnatural  condition.  An 
overloading  of  the  bowel  may  finally  lead  to  complete  occlusion.  Post- 
operative obstructions  from  adhesion  occur  usually  in  the  small  intes- 
tine. The  course  of  obstruction  by  adhesion  is  usually  acute.  The 
fatal  end  is  reached,  if  relief  has  not  been  obtained,  in  about  six  days. 

The  ommiutn  readily  adheres  to  any  tnflinie<I  ifM>i  in  th#  ahdivminnl  c ariiy.  extrcising  a 
c«TUin  (mrtcciion  in  ihi*  way  against  iftfcctwl  arcav  AdheMon*  of  Ihe  oinentuin  atr  ilicfc- 
fnre  rmjwnt,  and  ihi»  iwgan  fiimtshn  >  tangible  igiinia  i»  the  Um  of  ca«p(  of  obstTVCtion. 
HoIm  and  slits  in  the  r>fn«n(tim  firqtiently  occur  in  rhe  matting- tc^«ther  pcoccM  whkh  m> 
often  oceurn,  particulariy  in  carnecliun  with  hernia  and  local  prntonitit.  Fork- like  procesaes 
ane  often  ihu*  dcvelrtpcd  in  adherent  omentum  with  spaces  beiween  lliem.  Slit*  and  holes 
aie  alwj  obiwtved  in  the  ineaenlery.  They  may  be  congruital  or  ncqiiiml.  Trauma  is 
ilinuEhi  to  be  a  oM  uncommon  cnu'te  of  this  Irsinn.  StrariKulation  may  occur  bcncnth  the 
mescntcrj-  when  it  (otm*  the  peUkl«  of  tbc  contents  of  a  hernial  uc. 

Symptoms. — Chronic  intestinal  disorders  may  precede  the  acute 
attack,  riiere  is  often  a  history  of  several  severe  attacks  of  colic,  from 
which  the  patient  has  recovered  without  interference. 

In  post-operative  obstruction  these  attacks  may  be  .<ntuated  at  or 
emanate  from  the  seat  of  the  operation-wound.  Finally  the  symptoms 
of  complete  obstruction  arc  developed. 

Von  Wahl  calls  attention  to  the  local  distention  of  the  bowel  above 
the  point  of  obstruction,  extending  therefrom  upward  and  along  the 
course  of  the  bowel.  It  forms  an  elastic  sxvclling  which  gradually 
enlarges  along  the  course  of  the  constricted  bowel,  and  is  associated 
with  an  increased  peristaltic  movement  nf  the  bowel  above  the  ob- 
struction. 

Treatment. — The  treatment  of  obMruction  by  hands  difTcrs  in  no 
essential  fmm  that  of  obstruction  by  Meckel's  diverticulum.  Early 
operation  is  demanded.  The  bands  should  be  carefully  tied  in  two 
places  and  then  di\ided  between  the  ligatures.  No  long  band  should 
be  allowed  to  remain  lying  free  in  the  abdominal  cavity.     There  is 
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ordinarily  not  much  ilifTiculty  in  finding  the  scat  of  the  obstrvctica. 
The  dilated  bowel  will  surely  lead  to  it.  If  necessar>'',  the  boue!*  cm 
freely  be  removed  from  the  abdominal  cavity  and  protected  by  hot  towui 
When  the  tympanites  js  great  it  may  be  necessary  to  open  the  botcl 
at  the  most  distended  point.  Frequently  this  will  be  followed  bj- 1 
sufficient  evacuation  of  gas  ant]  fluids  to  |»:rmtt  of  free  inspcctioa  A 
careful  hunt  should  be  made  in  the  pelvis  and  in  the  right  lower  qoad 
rant,  and  also  at  the  s])lcnic  flexure  of  the  colon.  In  ver>'  urgent  ca^o 
the  operator  must  be  content  to  relieve  the  obslnictton  by  cntcrolitnj'. 
waiting  for  a  more  favorable  moment  to  remove  the  constriction.  Occa- 
sionally tile  establishment  of  an  artificial  anus  will  be  followed  b>'  Uw 
pas.SH^c  of  feces  by  the  natural  way,  and  the  fistula  can  be  allnwcd  to 
close  spontaneou.'ily  or  c;m  be  sutured.  Such  a  case  occurred  in  the 
practice  of  the  writer. 

In  cases  of  f>oit-opcrath'c  obstruction,  as  the  constriction 
entirely  irremediable,  measures  should  be  taken  to  relieve  the 
toms  hefore  operating  in  the  less  acute  cases.  In  cases  of  paral 
ileus  prompt  purgation  may  prevent  the  arrest  of  fccal  matter.  KJ'rtic 
recomniemls  washing  out  the  stomach  with  4  to  6  quarts  of  warm  sail 
solution,  and  following  this  treatment  with  catharsis.  Copious  rccul 
injections  arc  aUo  recommended. 

In  case  laparotomy  is  performed,  it  will  be  well  to  make  the  tndsioa 
at  the  side  of  the  old  scar  if  adhesion  at  tins  point  is  suspected.  Gnal 
care  must  be  taken  not  to  tear  the  intestine  during  the  process  of  sepa- 
ration. It  is  well  to  divide  the  adhesion  as  far  from  tlic  intestinal  w^It 
as  possible. 

Once  the  intestine  is  relieved  the  lumen  will  remain  free,  as  no 
manent  constriction  of  the  bowel  has  probably  occurred. 

Obturation  of  the  Intestine. — I'lugging  of  the  lumen  of  the 
intestinal  canal  occurs  as  the  result  of  obstruction  by  tumors,  masses 
of  fecal  matter,   gall-stones,  enteroliths,  or  foreign  substances  wi 
have  been  introduced  into  the  bowel. 

Tumors  which  produce  an  acute  obstruction  are  those  which 
as  polypoid  masses  into  the  canal,  such  as  a  fibroma,  lipoma,  or  my 
They  may  drag  the  wall  of  the  intestine  with  them,  or  they  may  become 
detached,,  or  they  may  lead  to  plugging  by  fccal  accumulation.  Mal^- 
nant  disease  causes  a  gradual  stenosis  of  the  intestine  and  gives  rue  to 
chronic  obstructions. 

Qall-stones  and  Enteroliths. — This  form  of  obstruction  is  more 
common  in  women  than  in  men,  mcst  frequently  between  the  ages  of 
fifty  an^l  seventy  years.  Gall-stones  are  far  more  common  than  entero- 
liths. Of  149  cases  collected  by  Lothrop,  in  133  the  obstruction  was 
due  to  gall-stone,  and  in  16  only  to  enteroliths.  Ten  of  the  16  entero- 
liths had  a  gall-stone  of  considerable  size  as  a  nucleus.  Siv.  therefore, 
only  were  pure  enteroliths.  Gail-stones  of  considerable  size  can  piss 
through  the  biliary  ducts,  which  may  become  dilated  sufficiently  to 
admit  the  finger;  but  in  order  to  be  of  sufficient  size  to  cause  obstruc- 
tion, they  must  in  most  cases  gain  an  entrance  through  a  fistulous 
opening  into  the  duodenum.  In  rare  instances  the  stone  has  found  il 
way  into  the  colon  and  even  into  the  stomach. 

In  order  to  produce  obstruction  the  stone  need  not  be  of  large  sact 
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The  average  measurement  is  between  3  and  4  inches  in  circum* 
fcrence. 

The  point  at  which  it  is  likely  to  become  arrested  varies  greatly. 
Il  is  most  commonly  fimtu!  in  the  lower  ileum,  and  jii.st  above  the  ileo- 
cecal valve,  and  next  in  frec|uency  in  the  jejunum.  It  has  also  been 
found  impacted  in  the  duodenum  at  the  ileocecal  valve,  and  in  the 
colon  itself.  The  obstruction  is  generally  due  to  a  single  calculus,  but 
in  several  instances  two  or  more  large  calculi  have  been  found  side  by 
side. 

After  reaching  the  lower  part  of  ihe  ileiinn,  it  may  become  arrested 
without  causing  complrtc  ijlistriiction,  siid  may  for  a  lc>ng  limt-  cnise 
symptoms  of  local  irritiition.  with  a  locjili/.ed  [>critcinitis,  and  finiilly 
obstruction  from  constriction  of  the  intestine.  It  is  during  a  long 
sojourn  in  the  intestine  that  gall-stones  become  larger  by  the  deposition 
of  fresh  layers  and  assume  the  character  of  an  enterolith.  Such  a 
stone  will  have  a  nucleus  of  radiating  cholesterin  and  a  shell  composed 
of  ammoniomagncsian  phosphate  and  phospliate  of  lime.  Such  stones 
may  occasionally  be  found  lying  in  a  false  diverticulum. 

When  the  stone  causes  complete  obstruction,  the  proximal  portion 
of  the  gut  is  found  distended  and  filled  with  dark-colored  intestinal 


FIC,  185. — Adnnl  »ltc  of  thi;  obstnicling  (;all-«lone.     A  inaller  tlone  Moped  from  Ib«  mci- 
sion  in  ihe  bowrl  through  which  ittc  calcuhu  vnu  ramoved. 

contents  containing  more  or  less  bile,  and  sometimes  blood  in  small 
quantities.  The  coats  of  the  intestines  arc  more  or  less  thickened 
according  to  the  duration  of  the  attack.  At  the  point  of  obstruction 
the  stone  is  generally  finnly  grasped  by  the  circular  fibers  and  seldom 
can  be  pushed  forward,  but  more  often  can  be  moved  in  the  direction 
whence  it  came  (Figs,  185.  186).  The  mucous  membrane  is  swollen 
and  congested,  and  later  is  ulcerated  ;  but  perforation  is  rare.  In  two 
or  three  instances  the  calculus  has  escaped  through  a  perforation  into 
the  peritoneal  cavity.  In  most  cases  in  which  operations  have  been 
u 


Fig.  ] 86.— Obstruction  of  the  ^unum  due  to  ^all-sinne,  ihowios  the  conlrsciino 
tnusculAr  fiben  of  the  Ininiine  upon  the  xlnne,  which  a  unaller  In  lUunvirr  i]i«n  ihc. 
of  Ibe  (ut  [Mlxiei'i  c*»e ;  three-quartera  »iw). 


a  gall-stone.  Tlic  mincTHl  substances  may  occasionally  be  mixed  w 
vegetable  matL'riiil  composed  of  a  felted  mass  of  indigestible  vcg< 
fragments.  Avcnoliths  contain  oat-slones  for  a  nucleus,  and  are  »id 
to  be  met  with  in  Scotland  among  those  who  live  largely  on  oatmctL 
Large  stores  composed  of  mineral  medicines  such  as  magnesia  have 
been  observed,  and  in  one  case  the  enterolith  was  found  to  be  ckkd- 
poscd  largely  nf  shellac. 

SfPiptotfts. — There  is  no  definite  group  of  symptoms  characterislic 
of  an  acute  attack  nf  obstruction  from  gall-stones.  Reliance  roun 
therefore  be  placed  upon  the  previous  history  of  the  case.  The  early 
symptoms  may  point  to  disturbances  in  the  gall-bladder — distress  io 
the  riijht  hypochondrium  observed  after  a  meal ,  later,  colicky  pains 
in  the  same  region  with  symptoms  of  localized  peritonitis  pointing  to 
the  stage  of  ulceration  and  passage  of  the  stone  into  the  intestine. 
Dark  blood  iipjHTars  in  the  stool  at  this  time,  and  has  been  attributed 
to  a  duodenal  ulcer.  Relief  may  have  followed  the  passajje  of  the 
stone  into  the  duodenum.  The  passage  of  gall-stones  in  the  fcc«  fa 
a  point  about  which  inquiry  should  be  made.     The  symptonu  nujr 
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now  be  shifted  to  some  other  point  in  the  abdomen,  and  the  acute 
obstruction  may  be  ushered  in  by  severe  pain  y.'ixh  vomiting  or  with 
several  days  of  abdominal  distress.  The  symptoms,  as  a  rule,  arc  not 
so  acute  as  those  of  obstruction  by  bands.  Sudden  relief  may  be 
obtained  by  passage  of  the  stone  througli  the  ileocecal  valve.  Nausea 
and  vomiting  are  unusually  severe  when  the  seat  of  the  obstruction 
is  in  the  jejunum.  It  is  more  watery  the  lower  the  obstruction. 
Abdominal  distention  is  not  marked,  especially  if  the  seat  of  the 
obstruction  be  high  up  in  the  canal.  The  general  shape  of  the  abdo- 
men and  the  peristalsis  of  certain  portions  of  the  bowels  may  throw 
light  upon  the  seat  of  the  obstruction.  The  duration  of  the  obstruc- 
tion is  essentially  acute. 

The  chances  of  a  spontaneous  cure  arc  fairly  good.  !t  is  said  to 
occur  in  about  50  per  cent  of  all  the  cases.  The  average  duration  of 
the  symptoms  in  such  ca.scs  was  from  two  to  ten  days.  In  149  cases 
collected  by  Lothrop.  the  mortality  in  the  nonoperated  cases  was  63 
per  cent.  The  mortalitj'  in  23  cases  operated  upon  between  1890  and 
1895  was  52  per  cent 

Foreign  bodies  which  have  been  swallowed  are,  as  a  rule,  evacuated 
per  anum.  Certain  kinds  of  substance,  such  as  balls  of  hair  or  masses 
of  straw,  may  remain  for  a  long  time — even  years — in  the  stomach  or 
intestine.  Obstruction  at  the  ileocecal  valve  by  an  accumulation  of 
hair  is  reported.  Kichhorst  reports  the  case  of  a  man  addicted  to  swal- 
lowing cherry-stones  who  was  taken  with  symptoms  of  obstruction. 
After  the  removal  of  loio  stones  from  the  rectum  the  symptoms  dis- 
appeared. Obstruction  by  masses  of  intestinal  worms  was  formerly 
reported  as  a  matter  of  comparatively  frequent  occurrence,  but  has  of 
late  years  been  doubted.  Stepp,  however,  reports  such  a  mass  above 
the  ileocecal  valve  in  a  boy  who  died  of  ileus. 

Fecal  impaction,  or  coprostasis,  is  caused  by  a  weakened  peristaltic 
action  which  pennits  an  accumulation  of  fecal  matter  at  the  corre- 
sponding (»ortion  of  the  bowel.  Helow  the  paralyzed  portion  of  intes- 
tine the  bowel  becomes  contracted,  and  increases  the  opposition  to  the 
advance  of  the  intestinal  contents.  This  condition  is  sometimes  called 
i/t-us  piiralytuus.  It  is  found  in  elderly  women  with  relaxed  abdominal 
parictcs  and  in  chronic  dyspeptics.  It  is  also  st>metiraes  produced  by 
trauma.  Tlie  cnltcctinns  of  feces  arc  usually  found  in  the  cecum  at 
the  sigmoid  flexure,  or  in  the  traiisverse  colon.  When  accumulations 
occur  at  the  latter  point  the  transverse  colon  becomes  pendulous  or 
M-shaped,  and  a  fecal  tumor  may  be  found  lying  just  above  the  sym- 
physis. These  tumors  are  sometimes  enormous,  one  as  large  as  a 
child's  head  being  reported  in  the  cecum  of  an  old  man.  Prolonged 
im[uctton  may  produce  stercoral  ulcers.  These  may  lead  to  localized 
peritonitis,  and  in  very  rare  instances  to  {icrforation. 

Kid  repnrtK?  ca»<c5  of  inicttinnl  oSstruclinn  riuc  to  fn-al  •ccumnUtinn  associated  with 
di.tplaccd  kriicitry.  A  very  slight  il<^Kt«c  <>f  juruure  uii  the  lumen  of  th«  ta>ge  inlrMinc 
is  Mid  to  cufRcc  poriinlly  t"  mtk-A  the  upward  pasMgr  nf  il«  conlrtit*.  In  the**  ca»ct  lh« 
accumulalion  wti*  kn  tlie  nylit  half  »f  lli«  tu^lvii.  The  nerve  ^u|lply  uf  ibe  ri|{lit  lialf  uf 
ibc  cnliin  and  (hit  of  Ihr  kidney  and  suprarenal  hi-As  is  derivril  from  the  outer  «ide  of  the 
•olai  plexus,  and.  as  Ihc  nerves  arc  large  and  directed  liuriconUlty  uulward,  il  is  &upj>j»c(l 
ifaal  the  innrrvatinii  af  Ilir  l>uwe1  ean  in  itiis  nay  easily  )>r  diilnrhetl 

Treatment  in  obstruction  by  gall-stones  and  enteroliths.   Cathartics 
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have  often  been  administered,  as  constipation  is  an  early  and  obstbaee 
symptom.  It  has  been  foirml,  however,  that  cathartics  cause  the  ol- 
cuius  to  become  more  firmly  gras]>cd  by  tlie  increased  action  of  ttc 
muscles  of  the  intestine.  They  are  therefore  contra-indicated.  Ti« 
medical  treatment  should  be  expectant.  Opium  may  be  given  to  rcbcre 
the  pain  and  relax  the  spasm.  If  after  two  or  three  days  the  calculu 
has  not  been  passed,  laparotomy  should  be  performed.  The  rordue 
incision  is  advised.  The  stone  having  been  found,  an  attempt  may  be 
made  to  push  the  calculus  into  the  colon  or  to  push  it  upward  to 
point  above  the  (Wtliological  changes  caused  by  the  obstruction. 
CK^z  of  failure  to  accon]pli.sh  this,  a  longitudinal  incision  should 
made  in  the  (jut  over  the  stone,  opposite  the  mesenteric  attachi 
The  wound  is  closed  by  two  parallel  rows  of  Lembert  sutures.  Tlw 
treatment  of  fecal   impaction  in  medical   rather  than   surgiiraL 

Ocdiisloti  of  the  Mesenteric  Vessels. — Cases  of  infarction  and 
gangrene  of  the  intestine  due  to  thrombosis  or  embolism  of  the  mesai- 
teric  vessel-s  are  rarely  recognized  during  life. 

In  cmboli.sm  of  the  mesenteric  artery  there  is  usually  cvidcnct  d 
cardiac  and  arterial  disease.  This  complication  occurs  at  neariy  lil 
periods  of  life,  but  principally  in  middle  and  advanced  age.  In  :6 
cases  collcxted  by  Watson  the  largest  number  occurred  between  fitty 
and  sixty  years.  The  disease  is  nearly  twice  as  common  in  males  u 
in  females. 

As  a  result  of  the  infarction  produced  by  plugging  the  mesenteric 
artcr\',  tlic  intestine  becomes  deeply  congested  and  ecch>-mosed  Its 
lumen  is  cither  contracted  and  its  walls  are  thickened,  or  it  may  be 
dilated,  and  spots  of  beginning  gangrene  may  be  seen  here  and  there 
in  the  adjacent  intestine.  The  mesentery  is  rigid  and  thickened,  and 
studded  with  extrava-sations  of  blood.  In  other  cases,  perhaps  those 
less  advanced,  the  aflected  bowel.s  arc  of  a  puri)li.sh  hue,  and  the  tissue 
seems  soft  and  friable,  tearing  easily  in  the  operator's  hands.  There  is 
a  quantity  of  dark,  tar-like  blood  in  the  interior  of  the  bowel,  and  duk 
bloody  serum  is  found  in  the  peritoneal  cavitj'.  In  a  fatal  case  of  prob- 
able embolism  operated  upon  by  the  writer,  there  were  symptom*  of 
obstruction  follouing  intensely  severe  pain  in  the  shoulder  of  several 
days'  standing.  When  the  abdomen  was  ojiened  the  larger  portion  of 
the  intestines  .seen  were  cyanotic,  and  it  was  extremely  difficuh  to 
handle  them  without  laceration  of  the  mesentery.  Knterotomy  wis 
all  that  could  be  done.  No  autopsy  was  allowed.  In  Elliot's  case  die 
intestine  was  neither  dilated  nor  contracted  at  any  point.  The  unhealthy 
portion  was  detp  red  and  nearly  black,  having  a  slight  gangrcDOOS 
odor:  its  walls  were  thickened  by  the  presence  of  dark  blood  m  thr 
tissue.  The  jieritoneal  coat  was  without  luster,  and  so  friable  that  it 
was  ea.sily  torn  by  handling. 

Thcr  amotint  (if  trawcl  ufTcctrcl  will  drpcnd.  occDTditif;  to  I«tlin>p.  upon  Ihe  eamit 
ihp  Brtcrial  area  involved.  Tims,  i(  ihe  embolus  was  sufficiently  Urgf  to  ob«tnKl 
aitcry  near  iu  origin,  there  would  be  a  sudden  Iom  *A  blood-:tupp1y  lo  ihc  jpiunnm.  3i 
nnd  AMrendin^  «nd  transv«n«e  colon.  If  Ihe  embolus  is  irrestMl  in  the  tnaiii  inink  b«>«>tKl 
Ihe  i>ri|;in  of  Ihe  ileocolic,  llirn  only  %  compamliveiy  xTtuill  amount  of  the  Mitall  iutntiw 
wttuld  become  involved.  If  Ilie  eintiolus  '\%  •tufficientlv  small  lo  5nd  its  way  into  one  of  tV 
inlfttinal  hnin<:he!(,  no  feriooi;  secondary  re«ulT«  nc<^  hr  ft^rrd,  for  the  coUatcrml  cirralabM 
tii  here  verr  ftre.  It  niajr  he  for  this  reatum  that  many  emboli  from  the  left  heul  ate 
here  without  causing  rhongcs  sufficient  to  produce  njmpiomv 
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Elliot  reports  14  cases  of  thrombosis  of  the  mesenteric  veins.  The 
seat  of  the  lesion  In  these  cases  was  in  the  small  intestine.  The 
length  of  the  gut  involved  varied  from  40  mm.  to  100  cm.  (l^  inches 
to  3  feet).  The  associated  conditions  which  have  been  assigned  to  the 
recorded  cases  arc  marasmus,  cirrhosis  of  the  liver,  and  thrombophle- 
bitis. Pillet  suggests  that  a  bacterinl 
infection  of  the  veins  starting  from  the 
intestinal  canal  may  be  the  cause  of  the 
phlebitis. 

In  a  case  operated  upon  by  the 
■writer,  there  was  a  volvulus  with  in- 
farction of  the  small  intestine  At  the 
autojjsy  an  abscess  wa-s  found  surround- 
ing the  gall-bladder,  evidently  the  .source 
of  the  phlebitis.  The  volvulus  was  ap- 
parently secondary  to  the  infarction. 

The  symptoms  of  obstruction  which 
are  present  do  not  have  anything  suffi- 
ciently characteristic  upon  which  to  base 
a  diagnosi.s.  The  previous  history  of  the 
case  may,  howevcr.throw  .some  light  upon 
its  origin.  The  existence  of  cardiac  or 
hepatic  disease,  or  of  a  hernia,  arc  jjoints 
to  which  attention  should  be  called.  The 
first  local  symptom  of  the  attack  is  pair 
of  a  colicky  character,  accompanied  by 
vomiting  in  the  majorit)'  of  cases.  The 
most  characteristic  s>'mptom  is  the 
passage  of  bloody  stools,  which  are 
frequently  described  as  consisting  of 
tarry  blood,  with  a  carrion  odor,  Tym- 
|ianitcs  Is  present  in  about  one-half  of 
the  cases.  Klliot  calls  attention  to  the 
possibilities  of  mistaking  tliis  condition 
for  intussusception.  The  currant -juice 
dischai^cs  seen  in  the  latter  condition 
are  probably  somewhat  lighter  in  sliade 
and  less  abundant  than  the  copious 
tarry  stools  seen  in  some  cases  of  embo- 
lism or  thrombosis.  In  the  beginning 
of  the  attack  there  is  often  a  subnormal 
temperature,  the  face  is  <iften  cyanotic 
and  pinched,  and  in  elderly  ^jeople  espe- 
cially collapse  is  often  well  marked. 

Treatment. — laparotomy  has  been  performed  by  Elliot,  McCarthy, 
Franks,  Watson,  and  Checvcr.  In  all  cases  the  operation  was  per- 
formed without  making  a  diagnosis,  and  there  was  a  fatal  result  in 
all  but  one  of  Elliot's  cases.  The  operation  usually  performed  was 
enterotomy,  as  the  condition  of  the  patit-nt  usually  precluded  a  more 
extended  procedure.  In  2  cases  resection  of  the  intestine  was  per- 
formed.    Franks  resected  16  inches  of  gut,  with  immediate  suture. 


Fia  1B7. — Rneclcd  inteslinv. 
Thrombost*  of  nii.-ientEnc  vein 
(ElltoCa  case). 
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Death  occurred  two  days  later;  and  at  the  autopsy  it  was  found 
that  part  of  the  bowel  below  the  line  of  suture  had  become  gan- 
grenous, Elliot's  successful  operation  was  performed  for  thromboas 
of  the  mesenteric  vein  in  a  man  twenty-five  years  of  age.  He  had 
suffered  from  a  right  inguinal  hernia  which  about  ten  months  before 
had  been  caught  in  the  ring  and  was  reduced  with  difficult}-.  Four 
feet  of  small  intestine  were  resected  (Fig.  187).  Owing  to  the  poor  con- 
dition of  the  patient,  primary  suture  of  the  cut  ends  was  not  attempted 
The  mesenteric  borders  being  carefully  united,  the  of>en  intestine  *-a.s 
rapidly  stitched  into  the  abdominal  wound.  Seventeen  days  later  the 
ends  of  the  bowel  were  stitched  together.  A  small  fistula  remained, 
which  was  closed  by  intestinal  resection  a  few  months  later. 


CHAPTER    XII. 


SURGERY  OF  THE  STOMACH  AND  INTESTINES. 

IP^RIES  OF  THE  STOMACH  AND  INTESTIP^ES. 

Rupture  or  laceration  of  the  stomach  or  intestine  may  be  pro- 
duced by  severe  contusions  of  the  abdomen,  such  as  are  caused  by 
blows,  kicks,  falls,  or  severe  compression,  as  between  the  bumpers  of 
railroad  cars.  The  wall  of  the  intestine  h  more  apt  to  be  completely 
ruptured  than  is  that  of  the  stoniach.  The  laceration  of  the  latter 
ni;iy  be  partial,  involving  at  times  tlie  mucous  membrane  alone,  and  at 
times  the  serous  coat  If  the  laceration  be  confined  to  the  lining  mem- 
brane, gastric  hemorrhage  will  be  the  main  symptom  ;  if  it  be  confined 
to  the  serous  coat,  a  local  peritonitis  may  follow ;  and  if  the  vitality  of 
both  the  muscular  and  mucous  coats  has  been  impaired,  a  localized 
intraperitoneal  abscess  may  follow.  If  the  rupture  be  complete,  which 
is  generally  the  case  when  the  intestine  is  injured,  leakage  of  the  con- 
tents into  the  peritoneal  cavity  will  follow,  and  unless  checked  by 
operation  will  result  in  a  fatal  peritonitis.  In  such  cases  immediate 
laparotomy  is  demanded. 

A  Arm-tffm"  in  ihc  m^wfiirry  wiih  multin^  ganffrenc  of  the  coiTe*pon(liTi|;  teclion  of 
llie  inlcnliiie  occiiNiuiially  Mli^ws  a  ««vei:e  coutusion  uf  the  abdomen.  Tlie  diaguo&is  uf 
thif  ccinilition  i*>  difficnll ;  tiix  if  l)ic  nbUmnlnal  s^miptitrtu  excile  ninpidon,  «il  explontory 
laparutomy  shuuld  be  perfonnetl. 

Pemtrating  wounds  of  the  stomach  or  intestines  are  generally  caused 
by  stab-  or  gunshot-wounds  of  tlie  abdomen,  hut  may  be  due  to  the 
penetration  of  sharp  fragments  of  wood  or  metal,  such,  for  example, 
as  results  from  impalement  on  the  pickets  of  a  fence.  Stab  wounds 
arc  not  so  apt  to  injure  the  hollow  abdominal  viscera  as  arc  gunshot 
wounds.  If  a  bullet  has  penetrated  the  abdominal  cavity,  there  is  a 
strong  probability  that  one  of  the  hollciw  viscera  has  been  perforated. 
The  immediate  symptoms,  consisting  of  shock  and  pain,  vary  greatly. 
This  is  due  partly  tn  the  extent  of  the  hemorrhaj^e  and  partly  to  the 
amount  of  intestinal  contents  which  have  escaped.  Signs  of  collapse 
may  immediately  follow  the  injury,  and  may  be  so  severe  that  the 
patient  is  practically  pulseless.  Un  the  other  hand  they  may  be  but 
slight,  and  the  first  grave  symptoms  which  appear  may  be  those  of 
peritonitis. 

Treatment.^ Early  operation  is  usually  indicated  where  there  is 
evidenci-  i>f  rupture  or  perforation.  If  there  be  doubt  concerning  the 
course  of  the  bullet,  the  track  should  be  enlarged;  and  if  il  is  found 
to  penetrate  the  abdominal  cavitj'  directly,  it  will  be  safer  to  make 
an  exploratory  laparotomy  than  to  wait  for  evidences  of  perforation. 
Recent  wars,  however,  have  shown  that  where  the  small -caliber,  long- 
range  rifle  has  been  employed,  the  indications  for  operative  interference 
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are  less  urgent,  especially  if  the  wound  has  been  received  after  a  lo«{ 
period  of  fasting.  In  cases  of  stab  wound  it  is  probably  safer  to  <id^ 
ojxMiing  the  abdomen  until  symptoms  arise. 

In  certain  cases  the  shock  may  be  so  great,  due  at  times  to  hemor- 
rhage and  at  dmcs  to  rupture  or  laceration  of  the  solid  viscera,  that  opera- 
tion seems  unjustifiable.  In  such  patients  the  surgeon  is  tcmptni  ;■; 
wait  for  a  few  hours  in  hoiKs  that  active  stimulation  may  produce  1 
favorable  reaction.  Such  delay,  however,  is  apt  to  be  dangerous,  arc 
under  any  circumstances  should  be  of  short  duration.  In  a  con&ioct- 
able  number  of  such  cases  the  reaction  will  never  follow,  on  account 
of  the  persistent  hemorrhage  or  because  of  grave  injury  of  one  or 
more  of  the  solid  viscera.  It  must  always  therefore  be  bomc  in  mind 
that  there  may  be  a  bleeding  vessel  which  requires  a  ligature,  and  tlat 
the  sooner  the  tear  is  repaired  and  the  abdomen  cleansed,  the  better 
will  be  the  patient's  chance  for  recovery.  In  cases  of  doubt,  it  is  safer 
to  operate  than  to  delay. 

The  abdominal  incision  shouM  be  a  long  one,  so  that  a  thororigb 
examination  can  be  made.     The  perforations  of  a  bullet  are  apt  to 

numerous  and  may  be  at 
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points,  as    many    as    19    han 
been  reported.     A  certain  amour 
of  blood  and,  perhaps,  of  ihc  in-! 
testinal    contents     will     often    be 
found  in  the  peritoneal  cavity,  and 
should  be  sponged  out. 

In  cases  of  rupture  the  tcir 
can  often  be  found  witliout  re- 
moval of  the  intestines  from  the 
abdominal  cavitj- ;  and 
of  bullet  wound.<  it  is 
wise  to  avoid  complete 
tion ;  but  if  it  be  necessary- 
withdraw  the  intestines,  tl 
should  be  kept  wrapped  up 
hot  towel.s.  As  each  coil  is  withdrawn  it  is  carefully  inspected,  and  as 
found  each  perforation  or  tear  should  be  closed  by  Lembcrt  or  niattna*-^ 
suture-s,  the  edges  being  inverted  (Fig.  188),  When  the  laceration  i^| 
extensive  or  when  there  are  a  number  of  perforations  close  togetl»cr.  it 
may  be  necessary  to  resect  a  portion  of  the  intestine.  The  intestinal 
coils,  as  well  as  the  cavity  of  the  abdomen,  should  be  washed  with  hot 
saline  solution  (temperature  1 10°  to  ]  14'^  F.)  and  the  abdomen  closed 
Drainage  is  generally  necessary,  either  by  means  of  a  glaM  lube  or  by 
stri]>s  of  gauze  or  silk  pongee. 


Fin.  iM. — Laceration  nf  intestine,  showing 
■pplicniion  of  mm  tress- mtii  res. 
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Congenital  Malformations. — Congenital  stcnosi.<i  of  the  pyl 
is  a  k-sion  o(  rare  occurrence.     It  may  be  partial  or  complete,  and 
usually  associated  with  hypertropliy  of  the  muscular  coat,  espedally 
of  the  circular  fibers.    The  diagnosis  is  dtflicult.    The  treatment  should 
be  the  prompt  performance  of  a  pyloroplasty  or  a  gastro-entcrostonn*. 
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Stomachs  of  abnormal  shapes  and  positions  arc  occasionally 
encountered.  They  arc  apt  to  be  associated  with  congenital  defects 
of  the  diaphragm  or  abdominal  wall.  Congenital  hour-gtass  stomach 
has  been  found  in  a  small  number  of  cases  at  autopsy.  Another  rare 
congenita]  lesion  is  prolapse  of  the  mucous  membrane  of  the  stomach 
through  the  umbilicus.  The  treatment  of  these  lesions  consists  in  the 
performance  of  one  or  other  of  the  plastic  operations  described  in  the 
later  sections. 

Foreigti  bodies  will  frequently  refuse  to  pass  through  the  pylorus. 
Dentures  arc  often  swallowed,  and  arc  apt  to  remain  in  tlie  stomach. 
Accumulations  of  many  and  stranjje  articles  have  been  encountered 
and  removed  by  operation.  In  one  man  s  stomach  the  following  medley 
was  found :  staples,  screws,  nails,  cartridges,  knife-blades,  etc.,  to  the 
number  of  127,  and  weighing  over  1  pound.  From  another  stomach 
there  was  removed  a  collection  of  nails,  buttons,  pieces  of  glass,  etc, 
weighing  nearly  2  pounds. 

Treatment. — When  it  seems  evident  that  the  .stomach  cannot  be 
emptied  by  gastric  lavage,  or  that  the  body  cannot  be  persuaded  to 
pass  tlirough  the  pylorus  and,  by  the  administration  of  food  which 
leaves  a  large  residue,  be  induced  to  pass  harmlessly  through  the  intes- 
tinal canal,  a  gastrotomy  .should  be  at  once  performed,  the  foreign  body 
removed,  and  the  opening  in  the  .«5tomach  closed  by  suture.  The  mor- 
tality of  this  procedure  has  been  from  15  to  20  per  cent. 

Gastrotomy. — This  is  the  oix:ning  of  the  .stomach  by  means  of  an 
incision,  with  closure  at  the  same  operation.  It  is  generally  performed 
for  the  extraction  of  foreign  bodies  and  for  the  diagnosis  and  treatment 
of  intragastric  lesions.  The  abdominal  incision,  6  to  12  cm.  {2\  to  4J 
inches)  long,  is  generally  made  in  the  median  line,  between  the  cnsiform 
cartilage  and  the  umbilicus.  An  incisiun  parallel  to  and  just  below 
the  left  costal  margin  will  aflTortl  better  access  to  the  cardiac  region  of 
the  stomach.  In  opening  the  peritoneum  the  presence  or  ab.sence  of 
adhesions  should  be  noted.  By  elevating  the  edges  of  the  abdominal 
incision  the  position  and  relations  of  the  stomach  can  be  seen.  One 
or  more  fingers  with  the  thumb  are  then  inserted  and  the  stomach 
carefully  palpated.  It  should  then  be  drawn  gently  avU  of  the  abdo- 
men and  its  surface  carefully  examined  for  changes  in  the  serous  coat 
or  thickening  of  the  gastric  wall.  Signs  of  increa.secl  congestion  of 
the  serous  coat  arc  often  of  value  as  an  indication  of  the  scat  of  a 
lesion.  After  drawing  out  the  stomach  the  peritoneal  cavity  should 
be  carefully  protected  by  gauze  compresses  or  sponges.  If  the  oiK.'ra- 
tion  l>e  done  for  extraction  of  a  foreign  body  or  for  jjurely  exploratory 
purposes,  the  opening  .should  lie  maile  in  the  anterior  wall.  Indeed, 
this  is  the  best  location,  unless  there  be  visible  abnormalities  of  the 
gastric  wall  which  point  to  a  lesion  in  some  other  region. 

The  opening  in  the  stomach,  which  should  be  3  to  5  cm.  {\\  to  2 
inches)  in  length,  may  be  made  by  pinching  up  a  vertical  fold  of  the 
gastric  wall  and  cutting  across  it  with  the  .sci.s.'^ors.  The  larger  blood- 
vessels should  be  avoided.  Often  the  temporary  applic;i(ion  of  two 
or  three  artcry-clamps  Is  necessary.  Through  this  opening  the  interior 
of  the  stomach  can  be  carefully  inspected  and  the  necessary  manipula- 
tions accomplished.     The  opening  should  then  be  closed  by  two  rows 
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of  sutures,  the  first  through  all  the  coats,  and  tlie  second  (Lembntj 
through  the  serous  coats  iilonc.  The  exterior  of  the  stomach  should 
be  washed  off  with  salt  solution  and  the  abdominal  wound  clcwcc 
The  mortality  of  the  operation  wit!  vary  from  lO  to  20  per  cent, 
according  to  the  local  lesion  and  the  general  condition  of  the  pali«T*. 

Exphratory  gastrotomy  is  often  indicated  in  cases  of  intract^lr 
gastric  pain  or  vomiting.  The  fact  that  there  exists  a  gastric  lesion 
which  has  resisted  medical  and  hygienic  treatment  is  an  tndicatinn  Car 
such  an  operation.  The  mortality  should  be  very  small,  prodded  the 
operation  be  done  before  the  patient  has  become  weakened  and  caub- 
ated  by  years  of  suffering.  Unfortunately  this  is  generally  the  comS- 
tion  of  these  patients  when  they  are  refurrt-d  to  the  surgeon,  and  they 
are  apt  to  be   unfit  for  any  operative  procedures. 

Ulcer. — The  mortality  of  gastric  ulcer  is  great,  hetng  at  least  15 
per  cent.  The  fatal  result  is  usually  due  to  cither  perforation  or  Hon- 
orrhagc.  In  addition  to  the  possibility-  of  one  or  other  of  these  serioiu 
complications,  there  are  to  be  considered  also  the  distressing  pain  and 
vomiting  from  which  so  many  of  these  patients  suffer.  In  recent  yean 
the  results  of  operation  for  gastric  ulcer  have  been  very  satisfactorj'. 

The  main  .symptonis  which  are  indications  for  operative  interlcrcno: 
are:    (1)  profu.se  or  repeated  hemorrhages;  (2)  persistent   pain;  ( 
persistent  vomiting ;  (4)  signs  of  perigastritis  uith  adhesions  of  I 
stomach  to  neighboring  structures;  (5}  signs  of  perforation,  r 
threatened  or  complete. 

The  persistence  of  any  one  of  these  symptoms  in  spite  of  trcatmenC, 
especially  if  acconi[>anied  by  progressive  loss  of  flesh  and  strength, 
is  an  indication  for  gastrotomy.  It  is  true  that  it  is  not  always  possible 
to  diagnose  absolutely  the  existence  of  an  ulcer,  and  the  operstii 
may  in  a  .sense  be  regarded  as  exploratory.  As  a  rule,  it  is  im 
to  tell  before  opening  the  abdomen  on  what  part  of  the  mucous  mei 
brane  the  ulcer  will  be  found.  Pain  and  localized  tenderness  arc  of 
but  little  value  in  this  connection,  F.x'en  after  the  abdomen  has  been 
opened,  it  is  seldom  that  the  location  of  the  ulcer  can  be  dctennin 
until  the  sttimach  itself  has  been  opened.  Its  surface,  however,  shoui 
be  carefully  inspected,  and  in  certain  cases  adhesions,  slight  thickrai 
of  the  gastric  wall,  or  a  change  in  the  color  of  the  serous  coAt 
indicate  the  location  of  the  lesion. 

It  must  be  borne  in  mind  that  even  after  the  stomach  has  betm 
opened,  it  may  be  difficult  to  fnid  the  ulcer.  An  aid  tc»  the  operator 
may  be  found  in  the  ^ict  that  the  great  majorit\'  of  ulcers  are  situated 
in  the  greater  curvature  and  in  the  pyloric  region.  It  must  also  he 
remembered  that  there  arc  rot  infrequently  two  or  more  ulcen. 
Through  an  opening  5  to  6  cm.  (2  to  2^  inches)  in  length  in  the  wall 
of  the  stomach  its  interior  can  be  systematically  inspected  by  in\TTT- 
ing  its  wall  piece  by  piece  and  bringing  its  lining  membrane  opposite. 
and,  if  necessary,  everting  it  through  the  opening.  A  small  ctectnc 
light  is  sometimes  of  assistance. 

It  is  not  always  the  typical  depressed  ulcer  that  causes  the  gravest 
symptoms.  Severe  hemorrhage  may  occur  from  what  appears  to  be  a 
mere  abrasion  of  the  mucous  membrane  in  a  region  of  the  stomach, 
which  is  generally  the  seat  of  a  chronic  gastritis,  as  may  be  seen  by  the 
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Spongy  and  congested  appearance  of  its  lining  membrane.  In  the  midst 
of  this  abraded  area  a  bleeding  vessel  may  be  found,  or  a  hemorrhage 
may  be  started  by  gentle  friction. 

Treatment. — The  ulcer  being  found,  one  of  the  following  plans  may 
be  adopted  : 

(d)  Simple  excision  of  the  diseased  mucous  membrane  and  suture 
of  its  cut  edges.  This  can  be  emplo\ed  when  the  ulcer  is  small  and 
superficial,  involving  the  mucous  membrane  alone. 

{b)  Resection  of  a  part  of  the  gastric  wall.  This  may  be  necessary 
when  the  ulcer  is  deep,  involving  the  muscular  coats,  and  when  there 
arc  several  within  a  liiniied  area.  It  is  only  in  severe  cases,  however, 
that  it  is  to  be  rceomraeiided. 

(r)  The  ijerrnniiancc  of  a  gastro-enterostomy,  with  or  without  local 
treatment  of  the  ulcer.  This  procedure  is  appropriate  in  cases  in  which 
a  considerable  area  of  the  mucous  membrane  is  involved  in  a  chronic 
catarrhal  inflammation  with  niimerous  abraded  patches  or  ulcers.  In 
cases  of  large  and  deep  ulcers,  also,  it  will  often  be  found  more  satis- 
factory* than  resection  of  a  portion  of  the  gastric  wall.  It  has  been 
found  that  after  the  lapse  of  a  few  months  the  unhealthy  mucous  mem- 
brane has  recovered  itstlf,  as  is  shown  by  the  absence  of  pain  and 
digestive  disturbance.  Tho-se  symptoms  had  formerly  been  caused  by 
the  spasmodic  contraction  of  the  pylorus,  and  this  had  produced  a 
stagnation  of  food  in  the  stomach,  a  condition  which  can  no  longer 
exist  after  the  anastomotic  opening  has  been  made.  The  mortality  of 
such  operations  is  about  1 2  per  cent. 

Perforation  of  Gastric  Ulcers. — Perforation  occurs  in  about  7  per 
cent  of  the  cases  of  gastrin;  ulcer.  Without  operative  interference  the 
result  of  direct  perforation  is  almost  invariably  fatal.  By  means  of 
operation  about  25  per  cent,  of  the  cases  arc  saved.  The  perforation 
may  occur  directly  into  the  peritoneal  cavity  or  into  an  intraperitoneal 
pouch  that  has  been  shut  off  from  the  general  cavity  of  tlie  peritoneum 
by  means  of  adhesions.  In  llie  forntercasu,  which  is  most  apt  lo  occur 
with  ulcers  of  the  anterior  wall,  a  general  peritonitis  is  at  once  estab- 
lished. In  the  latter  case  an  intraperitoneal  abscess  will  form,  which 
will  generally  at  a  later  period  rupture  into  the  general  peritoneal  cavity 
unless  it  be  opened  by  the  surgeon. 

TrtaUnent. — The  prompt  performance  of  a  laparotomy  is  the  only 
salv.ition  for  the  patient  when  the  perforation  has  opened  into  the  gen- 
eral cavity  of  the  peritoneum.  In  certain  cases  the  collapse  is  so  great 
that  the  patient  dies  before  an  operation  can  be  [>erfornied.  In  other 
cases,  under  stimulation  a  certain  amount  of  reaction  will  take  place  in 
the  course  of  three  or  four  hours,  and  it  is  often  wise  to  postpone  the 
operation  for  this  length  of  time.  It  must  always  be  remembered, 
however,  that  the  sooner  the  abdomen  is  opened  after  the  ulcer  has 
perforated,  the  better  will  be  the  patient's  chance  for  recover^'.  A 
median  incision  should  be  made,  from  10  to  r?  cm.  (4  to  6  inches)  in 
length-  The  perforation  is  generally  found  \\ithout  much  difficulty; 
though  it  may  be  necessary  to  squeeze  the  .stomach,  when  gas  and  gas- 
tric secretion  will  be  seen  to  escape.  If  the  patient's  condition  is  des- 
perate, which  is  apt  to  be  the  case,  the  edges  of  the  perforation  should 
be  trimmed  and  inverted,  the  opening  being  closed  by  I^rabert  sutures 
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of  silk  passed  througli  ilie  serous  coat.  The  peritoneal  ca\Ttjr  b 
cleansed  as  thoroughly  as  possible  and  the  abdominal  wound  closed 
with  the  exception  of  a  space  left  for  drainage,  which  is  generally  needed 
]f  the  patient's  condition  will  permit  uf  a  few  minutes'  extra  time,  a  i^ 
often  well  to  excise  the  ulcer  thoroughly  and  close  the  opening  as  rf  il 
were  a  gastrotomy  wound.  In  some  patients- — and  this  is  espedaDr 
found  in  cases  in  which  the  ulcer  has  slowly  perforated  and  perhaps  ii 
first  has  been  shut  off  from  the  general  peritoneal  cavity  by  adhesions— 
the  gastric  wall  at  the  edges  of  the  ulcer  and  for  some  distance  bcj-cpud 
is  so  thickened  by  the  products  of  inflammation  that  it  is  impossible  to 
close  the  perforation  by  suture,  and  under  such  conditions  it  may  be 
necessarj'  to  unite  by  suture  the  edges  of  the  opening  to  the  abdoonnai 
wall  {gastrostom}'). 

When  the  perforation  has  been  gradual  and  an  intraperitoneal  absces 
has  formed  the  prognosis  is  more  favorable.  The  signs  of  shock  art 
much  less  severe.  Immediate  o|x:ration  is,  however,  indicated,  as  tbe 
abscess  may  quickly  rupture.  The  peritoneal  cavity  should  be  car^ 
fully  walled  offby  gauze  or  sponges,  and  the  abscess-ca\-ity  evacuated 
when  at  its  bottom  will  be  found  the  gastric  perforation,  which,  if  pro- 
sible,  should  be  closed  by  sutures.  This  is  apt  to  be  difficult,  as  <a 
edges  are  genei-ally  much  thickened,  and  the  opening  is  not  eas>'tB 
reach  on  account  of  inflammatory  deposits  and  adhesions. 

Hetnorrhag'e. — This  may  be  caused  by  an  ulcer,  growth,  impac- 
tion of  a  foreign  body,  or  the  .swallowing  of  a  leech,  or  it  may  be  ducio 
constitutional  disease.  When  it  is  a  .'iyraplom  of  the  latter  the  case  t* 
not  appropriate  for  operation.  Its  treatment  under  the  otlicr  thrrc 
conditions  is   discussed  in  the  other  sections  of  this   chapter. 

Stricttire  of  the  Pylorus,  Benign. — in  recent  years  a  consider- 
able number  of  such  cases  have  been  subjected  to  operation,  the  results 
of  which  have  been,  as  a  rule,  satisfactory'.     Such  strictures  may  be— 

\a)  Spasmodic,  the  spasm  being  either  intermittent  or  more  or  less 
persistent ;  or 

{b)  Organic^a  pj'loritis,  due  to  hyijertrophy  of  the  muscular  coot 
especially  of  the  circular  fibers,  with  which  is  usually  associated  inflam- 
matory tissue  deposited  in  the  muscular  and  submucous  coats, 
condition  is  generally  the  result  of  long-continued  spasm. 

(r)  Cicatricial,  generally  due  to  inflammation  ^vhich  has  extended 
from  a  neighboring  ulcer,  or  to  direct  cicatrization  of  a  pyloric  nicer, 
but  also  occasionally  caused  by  extension  of  inHammation  from  adji- 
cent  organs,  as  the  bile-ducts  or  pancreas. 

When  distinct  ewdenccs  of  pyloric  stenosis  exist,  operative  interfcr- 
cncc  is  indicated.  The  most  characteristic  symptoms  of  this  conditioB 
arc  pain,  generally  cramp-like  in  character,  and  the  long  coniinuaoa 
of  food  in  the  stomach,  with  the  distress  resulting  from  such  stag- 
nation. 

The  abnormal  condition  of  the  pylorus  may  be  recognized  as  soon 
as  it  is  palpated  through  the  abdominal  incision.  In  cases  of  cicatricial 
stenosis  it  will  feci  harder  and  non-clastic  and  may  appear  contracted. 
In  cases  of  pyloritis  its  bulk  and  elasticity  arc  increased.  In  other 
cases  the  stricture  will  not  be  recognized  until  the  finger  has  been 
inserted   into  the  pyloric  opening  through  a  gaslrotomy  wound. 


Ham-  — 
idedV 


STOMACH. 


365 


the  ring  be  found  to  nip  the  first  joint  of  an  ordinary'  finger,  or  if 

gentle  friction  causes  it  to  contract  strongly  on  the  finger,  the  pylorus 
can  probably  be  justly  blamed,  either  directly  or  secondarily,  for  the 
symptoms  for  which  the  gastrotomy  has  been  performed.  Indeed, 
even  where  some  other  inlragastric  lesion  exists,  if  the  pyloric  ring  is 
found  contracted,  it  is  generally  wise  to  perform  some  operation  for  its 
relief. 

Treatment. — The  operations  advised  for  relief  of  this  condition 
are  :  {a)  pylorodiosis  ;  {h)  pyloroplasty  ;  (c)  gastro-cnterostomy. 

Pylorodiosis  is  the  least  satisfactory,  and  is  not  to  be  recommended 
except  in  mild  cases.  The  results  of  the  latter  two  operations  arc 
very  satisfactory,  and  there  is  but  little  difference  in  their  mortality. 
Gastro-enterostomy  is  more  radical  than  pyloroplasty  and  prevents 
the  pos-sibility  of  the  return  of  the  impediment.  It  is  probably  the 
better  ojjcration  of  the  two,  though  it  has  the  disadvantage  that  as  a 
result  regurgitation  of  bile  into  the  stomach  will  occasionally  tike 
place.  It  is,  however,  to  be  preferred  in  many  cases,  especially  when 
the  pylorus  is  very  much  tjjickencd  or  distorted  by  cicatricial  contrac- 
tion or  adhesions  to  neighboring  structures,  under  which  conditions 
pyloroplasty  is  difficult  and  un  satis  factor)', 

Pylorodiosis  is  the  digital  divulsion  of  the  pylorus.  There  are  two 
methods : 

{a)  Loreta's. — A  gastrotomy  is  performed  and  the  pylorus  stretched 
by  two  fingers  passed  through  its  orifice.  The  gastric  incision  is  closed 
by  sutures.    The  risk  of  this  procedure  is  as  great  as  that  attending 
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pyloroptasty,  and  it  is  less  efficient  in  effecting  a  permanent  cure  of  the 
stricture. 

(rf)  Hakn's. — The  stomach  is  not  opened,  but  one  or  two  fingers 
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inv-aginiitiiig  its  anterior  wall  arc  thrust  through  the  pyloric  cu^ 
which  is  then  digitally  dilated.  The  method  is  comparativdy  fni 
from  risk;  but  it  is  suitable  for  mild  cases  only,  and  it  precludes  m 
inspection   of  the  interior  of  the  stomach. 

Pyloroplasty,  generally  known  as  the  Hdnekc-Mikulicz  operatjcn. 
consists  in  enlargement  of  the  pyloric  opening  by  means  of  an  inosian 
through  its  wall  in  a  direction  parallel  to  the  long  axis  of  the  stom- 
ach, and  the  closure  oi  this  by  suture  at  right  angles  to  tlic  oripiui 
incision. 

The  incision  through  all  the  coats  should  be  from  4  to  6  cm.  (i|  to 
2\  inches)  in  length.  A  suture  or  tenaculum  inserted  in  the  middle  ot 
each  lip  pulls  them  ajiart,  so  thai  llie  slit  assumes  a  lozenge  shape,  and 
the  edges  are  then  sutured  together  so  that  the  line  of  suture  uill  be 
across  the  long  axis  of  the  stomach,  or  exactly  at  right  angles  to  tk 
original  incision  (Fig,  189). 

Interrupted  Leiiibert  sutures  of  silk  will  generally  suffice,  tbotigb 


KiG.  190. — Pytorapluty :  salurc  of  the  inosicm  in  the  opposite  directioa. 

additional  security  against  leakage  is  given  if  two  rows  be  employed, 
the  inner  passing  thnmgh  the  mucous  and  muscular  coats.      The  nur-j 
tality  of  ihi^  operation  is  about  10  per  cent.  (Fig.  [90). 

Qastrolysis  is  a  term  applied  to  an  operation  which  consists  m) 
dividing  the  adhesions  which  fasten  the  stomach  to  neighboring  struct- 
ures. Such  adhesions  are  the  result  of  a  localized  peritonitis  due  to 
perigastritis  from  an  ulcer  which  lias  partially  [lerforatetl.  or  to  extci** 
sion  of  inflammation  from  adjacent  viscera,  as  the  gall-ducts,  parcrca*. 
parietal  iK-ritoneum,  etc.  The  adhesions  ar<^  generally  cord-  or  ribbon-' 
like  in  character,  and  can  easily  be  divided  between  two  ligatures 
Occasionally,  however,  a  large  surface  is  adherent,  as,  for  instance, 
with  the  colon,  under  which  circumstances  the  separation  may  br 
difficult  and  may  necessitate  excision   of  part   of  the  gastric   wall 

Qastrorrhaphy,  or  (Jastroplication. — Gastrorrhaphy  means  suture 
of  the  stomach ;  but  the  term  is  generally  employed  as  synonymous 


p      X  and  o  to  o,  and  finally  A\.o  A  and  B  to  j9.     The  completed  operation 
is  shown  ui  Fig.  194. 

The  posterior  wall  has  in  a  few  cases  been  treated  in  a  similar  manner ; 
but  this  addition  renders  the  operation  very  protracted.     While  in  a 


nc.  193. — Gastronbapliy  :  showing  ihr 
paints  of  suIuk. 


Fm.  194. — Goslroirhaphy :  showing  the 
compifii'tl  oprrnlinn. 
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few  cases  the  results  liave  been  satisfactory ,  a  gastro-cntcrostooi)*  iifl 
l^cnerally,  in  a  case  of  dilatej  stomach,  accomplish   a   better  result 

Qastropexyis  an  operation  which  corsiists  in  suturing  the  stooudi 
to  the  abdominal  wall.  It  is  generally  performed  for  the  cure  of  i 
sagging  or  displacement  of  that  organ  (gastroptosis).  Such  a  cooA- 
tion  is  generally  associated  with  a  laxity  of. the  ligaments  and  a  pn>- 
lapse  of  all  the  abtloniliial  viscera,  the  so-called  Glcnard's  disease. «r 
enteroptosis.  When  thus  associated,  it  is  doubtful  if  a  suture  of  itw 
stomach  alone  will  effect  a  cure  unless  it  be  combined  \\\\\\  suture  of 
the  liver  and  transverse  colon  to  the  anterior  abdominal  wall,  whidi 
procedure  has  in  a  few  cases  been  followed  by  benefit. 

QastropliLsty  is  an  operation  sometimes  performed  for  '*  hour- 
glass "  stomach.  The  steps  of  the  operation  are  exactly  similar  lo 
those  of  jjyloroplasty. 

Qastro)!;astrostomy,  or  gastro-anastomosis.  is  another  operabon 
performed  for  this  same  condition.      It  consists  in   making  indsiaiu 


'.y' 


FTC.  t<>s.— Wolllcr'smetbodofgutro'gAilroitORiy  ioTbour-g)«s>n(Hiikch,  shewing  tbs 
■nastomotic  opcnlnjcs. 

facing  each  other  into  the  two  gastric  pouches,  and  uniting  the  openings 
by  nteans  of  sutures  (Kigs.  195,  196^. 


Fig.  196; — WURer's  £nstn)ga.MnntQni]r,  shewing  the  applkalioa  or  Ihc  sutnr 

Neoplasms. — Benign  tumors  of  the  stomach  are  um 
Myoma  develops  in  the  muscular  layer  and  generally  projects  tntran! 
toward  the  cavity  of  the  stomach.  The  size  rarely  exceeds  that  of  * 
hen's  egg.     They  may  be  either  sessile  or  polypoid.     In  the  latter  form 
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they  are  occasionally  found  near  the  pylorus,  and  may  be  of  such  a 
size  as  to  cause  otwtruction  of  tlic  pyloric  opt-uing. 

PapiUomata  may  grow  from  any  part  of  the  interior  of  tlie  stomach, 
but  are  most  often  encountered  near  the  pylorus.  They  may  be  in 
the  form  of  patches  of  rose-colored,  highly  vascular  vegetations,  pre- 
senting a  warty  appearance.  In  other  cases  a  simple  pedunculated  so- 
called  mucous  polypus  may  be  found,  varyinj:^  in  size  from  a  pea  to  a 
pijjcoii's  egg.  Their  diagnosis  from  uiccr  is  difficult,  and  can  gener- 
ally be  made  only  after  the  stomach  has  been  opened,  when,  if  found 
to  be  single,  the  growth  should  be  cut  off;  but  if  small  and  multiple 
growths  are  found,  they  should  be  destroyed  by  the  cautery,  and  a 
gaslro-enterostomy  performed  to  prevent  their  return. 

Lipoma,  lymphadcnoma,  adenoma,  and  retention-cysts  arc  very  rare; 
but  cases  of  each  have  been  reported.  Among  the  curiosities  may  be 
mentioned  calcareous  masses  wliich  have  formed  ^n  the  mucous  mem- 
brane as  the  result  of  swallowing  corrosive  sublimate;  aneurysms  of 
the  mucous  membrane,  etc. 

Tuberculosis  is  uncommon,  and  generally  appears  in  the  form  of 
ulcers  or  as  part  of  a  general  miliary  tuberculosis. 

Syphilis  occurs  even  more  rarely.  It  may  be  one  of  the  causes  of 
gastric  ulcers.     Gummata  have  been   reported. 

Haligtiant  Ttunors. — Careinama  occurs  as  an  adenocarcinoma, 
a  medullary  carcinoma,  a  colloid  carcinoma,  or  as  .scirrhus.  It  may 
have  its  origin  in  any  portion  of  the  stomach,  but  the  pyloric  extrcmi^ 
is  most  frequently  afifectcd — in  over  60  per  cent. 

Sarcoma. — Primarj'  is  rare;  sccondar)'  is  of  more  frequent,  but  .still 
of  uncommon,  occurrence.  The  latter  is,  of  course,  unsuitable  for  sur- 
gical interference. 

Diagnosis. — The  early  diagnosis  of  malignant  gastric  tumor  is  of 
the  utmost  importance  to  the  surgeon.  Radical  operation,  to  be  of  any 
avail,  must  be  pcrfonned  at  an  early  stage  of  the  disease.  In  the  later 
stages  one  or  other  of  the  palliative  operations  may  be  performed ;  but 
the  rca!  benefit  of  such  procedures  is  often  questionable  from  a  humane 
point  of  view.  In  certain  cases  pronounced  benefit  and  prolongation 
of  life  arc  thus  afforded ;  but,  unfortunately,  such  cases  arc  the  excep- 
tion rather  than  the  rule. 

The  most  valuable  symptom  is,  of  cour.se,  the  recognition  of  the 
existence  of  a  tumor.  As  three-fifths  of  the  gastric  tumors  occur  in 
the  pyloric  region,  the  tumor  can  be  palpated  in  a  considerable  number 
of  patients  even  in  the  earlier  stages,  in  thin  patients  a  very  slight 
enlargement  of  the  pylorus  can  be  felt  if  the  intestinal  tract  has  been 
well  cleared  out.  and  especially  when  the  sti>mfich  h.is  tjeen  distended 
with  air.  When  the  abdominal  wall  is  thick  and  firm  a  timior  can 
generally  not  be  fell  until  it  has  reached  a  size  which,  on  account  of 
glanduUr  involvement,  excludes  the  possibility  of  a  radical  operation. 
Reliance  must  not.  however,  be  placed  on  the  presence  or  absence  of 
a  paljwble  tumor.  If  symptoms  point  to  the  probability  of  malignant 
gastric  disease,  an  exploratory  lapurolomy  should  be  done  at  once. 
Such  symptoms  are:  (rt)  Versistence  of  pain,  vomiting,  or  other  dys- 
peptic .symptoms,  accompanied  by  progressive  lo.ss  of  flesh  in  patients 
m  middle  or  advanced  life.     {b\  The  absence  of  free  hj'drochloric  acid; 
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this  symptom  is  of  considerable  confirmatory  value,  but  in  itself  is  sot 

pathognmiionic.  (r)  An  excess  of  luetic  acid  is  of  some  diagnostic  raloc 
as  it  is  found  in  about  70  per  cent,  of  all  cases  of  gastric  caiKri- 
lInfortuna.tt;ly,  however,  it  is  also  occasionally  found  in  other  condiiitim. 

Operation. — This  may  be  cither  radical  or  palliative.  Often  befcirc 
opening  the  abdomen  it  can  be  determined  that  radical  operation  u 
impossible  on  account  of  tlic  involvement  of  neighboring  structures. 
In  many  cases,  however,  the  nature  of  the  ojjeration  cnn  Ix:  dctermiixd 
only  after  the  Iiand  has  been  introduced  into  the  aluiominal  easily 

The  radical  operations  are  pylorectomy  and  gastrectomy.  The  Uita 
is  a  most  desperate  procedure,  and  should  be  attempted  only  by  sac-j 
gcons  who  have  had  large  experience  in  abdominal   operations. 

Pylorectomy  is  indicated  where  the  tumor  is  limited  to  the  pylori 
region;  where  there  Is  no  involvement  of  the  glands  in  the  mcscnicnr 
or  omentum,  and  w^ere  tliere  is  no  evidence  of  cancer  in  any  otfatt 
organ. 

The  palliative  operations  are  gastrostomy  and  gastro-cntcrostomy. 
Before  either  of  these  operations  is  done  the  true  conditions  should  bt 
explained  to  the  patient,  and  he  should  be  allowed  to  decide  whether 
or  not  he  wishes  to  have  his  life  prolonged  under  the  circum "stances 
The  risk  of  either  of  these  operations  should  not  be  great  unless  lh« 
vitality  of  the  patient  is  very  low.  In  cases  in  which  the  obstruction  m 
the  esophagus  is  producing  slow  star\'ation.  gastrostomy  oflcrs  a  rcasno- 
able  probability  that  suffering  will  be  diminished  and  life  bi*  prolonged 
In  patients  in  whom  the  pylorus  is  obstructed,  so  that  frequent  and 
persistent  vomiting  renders  life  unendurable,  a  still  greater  mca-surc  of 
relief  can  be  promised  by  means  of  gastro-enter ostomy.  In  ca?c*. 
however,  in  which  there  is  a  more  or  less  general  involvement  of  the 
stomach,  either  o|>cralion  promises  so  little  relief  that  it  is  scarcely 
justifiable. 

QastrostoRiy  is  the  establishment  of  a  permanent  opening  into  the 
stomach.  Its  object  is  to  prevent  death  from  star\*ation.  It  is  indi- 
cated in  stenosis  of  the  esophagus  due  to  cicatricial  contraction,  or  to 
a  neoplasm  of  either  the  esophagus,  the  cardiac  region  of  ihc  stomach, 
or  the  mediastinum. 

The  mortality  of  gastrostomy  for  malignant  disease  is  about  30 
cent. ;  for  non-malignant  disease,  about  10  per  cent 

Until  recent  years  the  operation  consisted  of  suture  of  the  stom^cl 
to  the  abdominal  wall  and  a  direct  opening  into  its  cavity,  cither  imme- 
diately or  after  the  lapse  of  a  few  days,  when  adhesions  had  .shut  off  the 
general  peritoneal  cavity.  This  method  has  been  generally  abandoned 
for  one  or  other  of  the  recent  ingenious  procedures  by  means  of  which 
a  valve,  spur,  or  sphincter  is  formed  which  prevents  the  escajic  of  the 
gastric  contents.  Of  these,  the  best  are  the  methods  known  as  those 
of  Ssabanajcw-Franck,  Witzel,  Senn,  and  Kader. 

Von  Hacker's  operation  is  ver>-  simple,  and  consists  in  drawing  the 
stomach  through  a  slit  which  has  been  made  by  blunt  dis.seclion  in  the 
left  rectus  muscle,  whose  fibers  arc  supposed  to  act  as  a  sphincter. 
Unfortunately,  however,  this  sphincteric  action  is  generally  incffiacnt 

Ssabanajcw-Franck  Method  (Figs.  197,  1981. — An  oblique  incisioii 
from  5  to  8  cm.  (2  to  3^  inches)  in  length  is  made  a  finger's  breadth 
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betow  and  parallel  to  the  border  of  the  left  ribs.  Through  this  a  cone 
of  the  stomach  is  drawn  out.  and  a  silk  retention-suture  passed  through 
the  serous  and  muscular  coats  at  the  apex  of  the  cone.  The  base  of 
the  cone  as  it  passes  through  the  abdominal  incision  is  sutured  to  the 


^^ 


Fir..  197.  Flo.  19$. 

Fics.  197.  198— SttluicutJeiir'Franck's  m«Uiad  of  gMlienonir. 

parietal  peritoneum.  A  second  incision  parallel  to  the  first  is  then 
made  about  2  cm.  (}  inch)  above  ihe  free  border  of  tlie  ribs.  The 
bridge  of  skin  between  the  two  incisions  is  dissecletl  up  from  the  under- 
lying muscle,  and  under  this  is  drawn  by  its  thread  the  cone  of  the 


FlO.  |i>Q.— WiUel"*  m^thnd  of  gaMrotlomv 
(ubc  in  poiition;  iniurc*  ready  (ocloa«  abdom* 
mill  tralL 


Flit.  K»— WiUH's  mt-thod  of  <g»%- 
tmsiomy :  lube  m  pMitlon .  tututct  rcadjr 
»  tie 


Stomach  till  its  apex  projects  through  the  upper  incision.  A  small 
opening  is  made  and  a  tube  inserted  into  the  stomach  at  the  apex  of  the 
cone,  the  edges  of  which  are  sutured  to  the  skin.     The  original  skin- 
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PlQ,  aoa.— P]r1nr«ctarn]r :  showins  the  application  of  clmmpa  and  lines  trf  uetkia 

direction,  and  tlic  transvcrsalis  in  a  lateral  direction.    The  pcntotKumi 
opened  by  a  vertical  incision  and  the  stomach  is  in  part  drawn  i 
An  opening  of  a  size  to  admit  a  No.  25  (F.)  catheter  is  made  in 
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anterior  wall,  rather  nearer  the  cardiac  extremity.  The  projecting  por- 
tion of  the  catheter  or  rubber  tube,  the  end  of  which  has  been  inserted 
into  the  stomach,  is  laid  on  its  anterior  wall,  leading  upward  toward  the 
lesser  curvature.  Five  to  6  cm.  (2  to  2^  inches)  of  the  tube  are  then 
buried  by  folding  over  it  two  pleats  of  the  stomach-wall,  by  means  of 
Ixmbert  sutures  introduced  through  the  serous  and  niu.scular  coats. 
The  stomach  is  then  replaced,  and  its  wall,  just  e.\temal  to  the  folds 
which  bury  the  tube,  sutured  to  the  parietal  peritoneum,  and  the 
abdominal  wound,  except  where  the  tube  emerges,  is  closed  by 
suture. 

Kader's  method  resembles  somewhat  that  of  Witzel's.  The  tube  is 
inserted  vertically  into  the  stomach.  By  means  of  Lenibert  sutures 
two  pleats  of  the  storaach-wall  are  sutured  to  each  other  in  each  side 
of  the  tube,  thus  depressing  into  the  cavity  of  the  stomach  a  funnel- 
shaped  projection  of  its  wall.  Thi:  stomach  beyond  these  folds  is 
sutured  to  the  parietal  peritoneum  and  the  transversalis  fascia. 

Manvf'dfi's  Mfthod  (l"ig.  30l). — The  oblique  incision  is  employed. 
The  parietal  pcrlloncum  is  sutured  to  the  skin  and  a  fold  of  the 
stomach-wall  is  drawn  out  and  sutured  to  the  edge  of  the  abdominal 
incision.  Kor  a  distance  of  5  cm.  (2  inches)  the  serous  and  mus- 
cular coats  of  the  gastric  wall  are  split  in  a  vertical  direction.  At  the 
lower  extremity  of  this  incision  the  mucous  coat  is  opened  by  a  small 
incision  and  a  tube  inserted  into  the  stomach  and  fastened  by  a  suture. 
The  serous  and  muscular  coats  which  have  been  dissected  back  for 
some  distance  arc  then  sutured  over  the  tube.  The  tube  is  thus  buried 
in  the  gastric  wall,  between  the  muscular  and  mucous  coats,  for  a  dis- 
tance of  5  cm.  (2  inehes). 

Closure  of  Qastric  Fistula.— A  gastric  fistula  may  result  from  per- 
foration of  ulcers,  from  traumatism  as  the  result  of  operations,  or  from 
the  swallowing  of  foreign  bodies.  They  generally  clo.sc  spontaneously. 
If  they  decline  to  do  so,  it  is  best  to  open  the  peritoneal  cavity,  separate 
the  adhesions  which  join  the  stomach  to  the  abdominal  wall,  and  close 
the  gastric  njiening  by  suture. 

Pylorectomy,  or  the  excision  of  the  pyloric  extremity  of  the  stom- 
ach, is  indicated  in  cases  of  malignant  disease  in  which  the  neoplasm  is 
limited  to  the  pyloric  region.  The  involvement  of  neighboring  organs 
contra-indicates  this  operation;  and  the  presence  of  enlarged  gland.s  in 
the  mesentery  renders  its  propriety  doubtful  unless  they  are  few  in 
number,  close  to  the  stomach,  and  can  be  removed. 

The  mortality  has  been  great  principally  because  the  patients  have 
not  been  sent  to  the  surgeon  until  their  strength  has  become  exhausted 
by  months  of  pain  or  vomiting.  It  has  varied  from  20  to  70  per  cent, 
but  it  is  constantly  diminishing. 

Preliminary*  to  the  operation  the  stomach  should  be  washed  out  by 
lavage.  The  median  abdominal  incision,  from  10  to  20  cm.  (4  to  8 
inches)  in  length,  is  made  mainly  above  the  umbilicus.  The  stomach 
should  be  well  drawn  out  of  the  abdomen,  and  gauze  compresses  or 
sponges  packed  about  It.  The  points  at  which  the  stomach  and  duo- 
denum are  to  be  divided  are  selected.  This  should  be  from  3  to  5  cm. 
(1 J  to  2  inches)  beyond  the  di.sease.  The  greater  and  lesser  omentum 
corresponding  to  the  part  to  be  removed  are  grasped  by  two  or  more 
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lai^c  clamps  and  divided.  If  preferred,  ligatures  can  be  at 
employed.  The  stomach  just  proximal  to  the  point  chosen  for  scctHc 
is  grasped  by  two  large  clamps.  The  duodenum  is  likewise  clam 
The  diseased  pylorus  is  then  cut  away  with  scissors.  It  may  be  ncc 
sary  to  strip  the  duodenum  from  the  pancreas  for  a  short  distancri 
order  to  reach  healthy  tissue. 

The  next  step  consists  in  the  union  of  the  intestine  to  the  stofnadi 
This  may  be  accomplished  by  one  of  two  methods  : 

(a)  An  crd-to-cnd  anastomosis  of  the  duodenum  to  the  stomach. 
As  the  opening  in  the  stomach  is  necessarily  much  larger  than  that  m 
the  intestine,  the  former  is  closed  by  suture  until  the  size  of  tlie  opcr 
ing  corresponds  to  that  of  the  duodenum.  This  is  accomplished  h\ 
two  rows  of  silk  sutures;  the  inner  embracing  all  tlic  coats,  and  liw 
outer  being  Lenibcrt  sutures  passing  through  the  serous  coat  alone  and 
inverting  the  edges  already  sutured  (Fig.  203). 

{b)  Closure  by  suture  of  the  opening  in  the  stomach  and  anaslonK>- 
sis  of  the  open  end  of  the  duodenum  into  thr 
posterior  wall  of  the  stomach  cither  by  sutiur 
or  the  Murphy  button. 

((■)  Closureof  the  stomach  and  duodenum  by 
suture  and  anastomosis  of  the  jejunum  with  tbt 
posterior  wall  of  the  stomach  (Fig.s.  204,  205'. 
Gastrectomy,  or  extirpation  of  the  stomadi. 
is  justifiable  only  in  the  most  exceptional  ca*** 
in  which  the  cancer  involves  the  greater  part  ci 
and  is  limited  to  that  organ. 

The   duodenum  is  divided  well    below  the 
growth,    between    two    clamps.     The    pyiorw 
extremity  of  the  stomach  is  seized  and  drawn  outward.     A  clamp  a 

I)laced  on  the  greater  omentum  and  another  on  the  ga^trohcpatic  or 
esser  omentum,  which  arc  then  di\'ided.     The  ga.strophrcnic  and 

trosplcnic  ligaments  are  treated  in  the  same  manner.     Several    

veins  are  generally  encountered  between  the  spleen  and  cardiac  poocfi. 
The  stomach  is  drawn  downward  and  cut  off  from  the  esophagus  at  tlw 
cardiac  orifice.  If  tliis  part  of  the  stomach  is  healthy,  it  is  *xll 
leave  sufficient  of  its  wall  for  the  introduction  of  sutures,  as  the  wall 
the  esophagus  is  brittle.  FJther  the  cut  end  of  the  duodenum  or  a  I 
of  jejunum  is  then  drann  up  and  united  to  the  esophagus  by  means 
a  Mtirphy  button  or  by  .suture. 

Qastro-enterostomy  is  an  operation  which  consists  in  the  cstablis 
mcnt  of  an  anastomotic  opening  between  the  stomach  and  the  intcsti 
According  to  the  portion  of  intestine  selected  for  such  union,  the  o 
ation  is  called  gast ro du ode n ostomy,  gastrojejunostomy,  ^astro-ilc 
tomy,  etc.     It  is  indicated  in  any  condition  In  which  an   impcdimc 
exists  to  the  proper  egress  of  the  gastric  contents  into  the  intestine, 
after  excision  of  the  pylorus  or  a  portion  of  the  small  intestine.     It  i 
most  often  employed  for  obstruction  in  the  pyloric  region,  and  un 
such  circum.stances  the  jejunum  is  the  portion  of  intestine  general! 
selected.     Such  obstruction  may  be  benign  in  character  or  malignant 
The  results  of  tlii.s  operation  when  done  for  benign  disease  are  espe- 
cially favorable,  the  mortality  being  less  than  10  per  cent.    When  done 


Flti.  loy — Pylorcetomy: 
cut  rnd  of  diiodrntim  unllcd 
to  Morruich. 


STOMACH, 


37S 


for  malignant  disease  the  mortality,  on  account  of  the  wretched  condi- 
tion  of  such  patients,  is  greater — about  30  per  cent. 

The  jejunum  is  the  portion  of  intestine  best  fitted  to  unite  with  the 
stomach.  The  recognition  of  this  is  not  always  easy,  and  it  is  impor- 
tant that  no  mistake  should  be  made  ;  as,  for  example,  if  tlie  lower  part 
of  the  ileum  should  be  selected  by  a  mLstike  which  has  been  too  often 
made,  death  will  be  apt  to  result.  The  surest  and  the  easiest  method 
for  the  identification  of  this  portion  of  intestine  is  as  follows :  The  trans- 
verse colon  is  drawn  upward  out  of  the  abdomen ;  the  mesocolon  is 
stretched,  and  the  finger  of  the  operator  is  carried  downward  toward  its 
base  from  left  to  right;  when  passing  under  the  arch  of  the  ligament 
of  Treitz  a  loop  of  intestine  will  be  found  which  is  positively  jejunum. 

It  is  important  that  after  the  intestine  is  united  to  the  stomach  their 
peristaltic  movements  should  be  in  tlic  same  direction;  and,  as  a  guide, 


Fig.  W)4.— Finger  pictking  upiejunum  n^  it  emergct  under  ihc  1ig;tnit'iit  \A  Trcilc. 

it  is  well  on  locating  the  jejunum  to  indicate  its  prn[)er  relationship  by 
means  of  threads  passed  through  its  mesentery.  The  next  step  is  the 
selection  of  the  part  of  the  stomach-wall  in  which  the  anastomotic 
opening  is  to  be  made.  Originally  this  was  the  antcri<ir  wall.  Such 
anastomoses,  however,  often  resulted  in  compression  of  the  colon  by 
the  jejunum  and  In  regurgitation  of  bile  into  the  stomach,  on  account  of 
the  sagging  downward  of  tlic  jejunum  on  each  side  of  the  anastomosis 
until  its  branches  became  almost  parallel.  To  remedy  these  two  evils 
there  arc  many  methods;  but  the  best  is  probably  that  of  von  Haclccr. 
which  consists  in  the  anastomosis  of  the  jejunum  with  the  posttrier 


Pig.  905. —  ^'--^  r  ,,r  L:t'^tro-«nt«ro)toiDy !  sho~ing  suturr  of  jffjtinnm  lo  stotnsch,  t  loU  *it| 
wijivti  liri*  lri.'«n  drawn  through  Ihe  uLt  in  ih«  tranfvcnc  maocoion. 

downward  through  the  slit  in  this  structure,  and  the  anastomosis  made 
without  risk  of  soiling  the  peritoneal  cavity.  It  is  well  after  the  anas- 
tomosis is  completed  to  fasten  the  edges  of  the  slit  in  the  mesocolon 
to  the  serous  coat  of  the  stomach  by  two  or  three-  sutures. 

The  union  can  be  made  by  eitlicr  sutures  or  the  Murphy  bull 
With  the  button  it  can  be  more  rapidly  efTcclcd.  Occasionally,  how 
ever,  even  after  posterior  gastro-cnterostomy.  the  button  will  fall 
the  stomach  and  remain  in  that  oi^an.  With  sutures  a  larger  anas- 
tomotic opening  can  be  made.  If  time  is  an  important  element,  the 
button  should  be  used.  In  other  cases  the  choice  must  rest  with  the 
operator,  as  the  results  of  each  method  arc  excellent. 

If  sutures  arc  to  be  employed,  the  union  is  made  as  follows:  A 


toa^ 
intfl^l 


/ATTEST/JVES.  ^HHi^V         $77 

coil  of  jejunum  8  lo  lo  cm.  (3J  to  4  inches)  in  length  and  a  corre- 
sponding portion  of  the  stnmach-wall  arc  held  in  approximation  by  an 
assistant:  or  the  forceps  of  I^placc  may  be  employed  for  this  pur- 
pose. The  serous  coats  of  each  arc  sewed  together  by  a  contin- 
uous Lembert  si!k  suture  for  a  distance  of  6  to  8  era.  (2^  to  3} 
inches),  the  thread  with  needle  attached  being  left  long.  This  forms 
the  posterior  border  nf  the  niicning  (Fig-  205).  Corresponding 
incisions  arc  then  made  iiilo  the  stomach  and  intestine,  about  ^ 
inch  in  front  of  the  line  of  suture.  The  cut  edges  of  stomach  and 
intestine  arc  then  sutured  together  around  the  entire  opening,  the 
sutures  passing  through  all  the  coats  of  each.  The  union  is  completed 
by  carrying  the  raw  of  serous  Lembert  sutures  around  the  anterior 
border  of  the  opening.  Silk  is  the  best  material  for  the  suture,  which 
may  be  continuous;  but  it  is  wise  to  tie  the  thread  at  .several  points. 
An  ordinary  cambric  needle  is  generally  the  best,  though  at  times  a 
curved  intestinal  needle  may  be  more  convenient. 

INTESTINES. 

Foreigti  Bodies.— Foreign  bodies  which  have  passed  through  the 
pylorus  generally  continue  their  passage  through  the  intestinal  canal 
without  obstruction.  Occasionally,  however,  on  account  of  cliange  of 
position,  swcUing,  sharp  projections,  or  agglutination  with  the  intestinal 
contents,  their  onward  progres.s  is  hindLTud.  and  an  obstruction,  jmrtial 
or  complete,  may  result.  Not  only  may  they  obstruct  the  tumen  of 
the  intestine,  but  at  their  point  of  arrest  ulceration  and  [perforation  of 
the  intestinal  wall  may  occur.  F-ntcroliths.  gall-stones,  fruit-]jits,ma-sses 
of  hair,  and  any  of  the  innumerable  objects  swallowed,  for  various 
reasons  may  cause  obstruction.  Perforation  also  is  sometimes  due  to 
such  bodies ;  but  is  more  apt  to  be  caused  by  sharji  objects,  such  as 
pins,  knives,  forks,  shar[>  fragments  of  wood,  glass,  etc.  The  perfora- 
tion rarely  lake.s  place  directly  into  the  cavity  of  the  peritoneum,  but 
is  more  apt  to  occur  gradually  into  an  intraperitoneal  pouch  which  has 
been  formed  by  protective  adhesions.  An  abscess  rapidly  develops, 
which,  unless  opened  by  operation,  may  work  its  way  to  the  surface, 
or  may  rupture  into  one  of  the  hollow  viscera  or  into  the  general 
ca\nty  of  the  jjeritonetim. 

The  treatment  of  (obstruction  or  ix.*rforation  due  to  a  foreign  body 
is  immediate  operation.  If  the  symptoms  point  to  a  [wrforatinn  into 
the  general  peritoneal  cavity,  a  medium  laparotomy  should  be  per- 
formed, the  foreign  body  removed,  and  the  edges  of  the  pciforation 
trimmed,  inverted,  and  closed  by  one  or  two  rows  of  Lembert  .-iutures 
passed  tlirough  the  serous  coat  The  abdominal  cavity  should  be 
thoroughly  cleansed  with  hot  saline  solution,  properly  drained,  and 
closed  by  suture. 

If  an  intra peritotuai  abscfss  has  formed,  the  incision  should  be 
directly  over  the  mass.  The  abscess  should  be  cautiously  opened,  the 
peritoneal  cavity  having  been  carefully  protected  by  gauze  pads  or 
sponges.     The  canity  should  be  cleansed  and  the  jjerforation  closed. 

When  the  symptoms  are  those  of  intestinal  obstruction  the  foreign 
body  must  l>e  removed  by  an  enterotomy. 
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Hnterotomy  is  an  operation  which  consists  of  an  incision  inlo  tic 
intestine  attd  its  closure  at  the  same  operation.    It  is  usually  cmplojnd 
for  remcfval  of  foreign  bodies  or  Ijenign  tuniois,  or  for  cxploratoty 
purposes.     The  particular  portion  of  intestine  may  be    dcsigiutoj  bv 
the  terms  jcjunotomy.  colotomy.  etc.     A  median  incision  is 
the  best,  unless  It  be  positively  known  at  what  point  the  intestine  b 
be  opened.     The  loop  of  intestine  is.  if  possible,   drawn  outside 
abdunu^n  and  .surrounde<3  by  gauze  patis  or  .s|iongcs.    The  coiJ  sel 
for  incision  is  emptied  by  squeezing  back  its  contents  with  the  finger 
and  thumb.    To  prevent  its  refilling  intestinal  clanip^i  may  be  cmploj-oi. 
or,  what  is  more  simple,  the  fingers  of  an  assistant.     The  intestine  is 
opened  by  an  incision  in  its  long  axis,  opposite  the  mcst-ntcric  attjicb- 
mcnt.     This  may  bo  made  by  a  knife  or  by  snipping;  a  transverse  fofci 
with  scissors.     The  foreign  body  is  then  removed,  or,  if  there  be  is 
intra-intestinal  lesion,  it  is  treateci.    The  opening  is  closed  by  two  rouj 
of  silk  sutures;   the  inner  passing  through  either   the    mucous  cooE> 
alone  or  all  the  coats,  and  the  outer  being  Lembcrt   sutures  in  tte 
serous  coat. 

Perforating:  Typhoid  Ulcer. — The  mortality  from  the  pcrfomioo 
of  ulcers  in  the  course  of  typlioid  fever  is  about  6  per  cent.  The  out- 
come is  death  in  more  than  90  per  cent,  of  the  cases.  The  diagnosj 
is  often  difficult.  The  most  significant  .symptoms  arc  sudden  ami 
.severe  pain  with  tenderness  in  the  right  iliac  fossa,  accompanied  bj*  ] 
fall  in  the  temperature  and  signs  of  collapse.  In  thrttj-fourths  of  the 
cases  these  .symptoms  appear  suddenly;  in  the  other  fourth  their oi&rt 
is  more  latent  or  even  may  be  entirely  unnoticed.  Nearly  100  cases 
of  perforation  have  been  subjected  to  operation,  with  a  mortalit>'  d 
about  80  per  cent.  The  dangers  of  operation  are  very  preat,  mairly 
on  account  of  the  low  vitality  of  the  jiatient ;  but  also  because  to  tiic 
dangers  of  peritonitis  and  shock  are  added  those  of  the  sepsb  ifld 
exhaustion  of  the  original  disease. 

Operation. — The  shock  of  perforation  is  generally  so  great  ihai 
operation  must  be  postponed  for  some  hours.     Unfortunately,  in  (iw 
majority  of  cases  recovery  from  this  state  of  collapse  does  not  follow. 
and  the  condition  of  ttic  paticn!>i  is  never  such  as  to  warrant  opcratht 
interference.     In    order  to   give  any   hope  of  success   the   operat)< 
should  be  done  within  twenty  hours  of  the  time  of  perforation,  and 
possible  should  be  done  within  twelve  hours.     A  median  incision 
best,  if  the  perforation  has  taken  place  directly  into  the  |jciil< 
cavity,  as  a  general  septic  peritonitis  will  already  have  commenced   If 
the  seat  of  perforation  has  been  shut  off  by  adhesions  and  an  unrupt- 
ured intrajjerit'ineiil    abscess  has  formed,  a  lateral   incision   o\xr  the 
inflammatory  mass  is  generally  more  convenient. 

The  prrforatlon  is  nirt  always  easy  to  find.     In  the  majority  of  cases 
it  is  situated  in  the  ileum.     It  must  be  remembered,   however,  that 
occasionally  there  is  more  than  one  pcri'oration.     When    found,  the 
edges  should  be  turned  in  and  the  opening  closed  by  interrupted  l-eni- 
bcrt  sutures  or  mattress- sutures  which  pass  through  the  serous  cMi^i 
alone  (Kig.  1 88).     In  some  cases  the  ulcers  will  be  so  extenshrc  3n4^| 
numerous  that  suture  is  not  practicable,  and  it  may  be  neccs^sar}'  t^^ 
excise  the  diseased  portion  of  intestine  and  either  form  an  artificiil 
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anus  by  fastening  the  end  of  the  proximal  portion  to  the  skin,  or  unite 
the  two  ends  by  a  Murphy  button.  The  latter  method,  however,  is 
but  seldom  advisable,  as  the  patient's  condition  is  such  that  every 
minute  saved  is  of  the  greatest  importance,  and  the  intestinal  wall  is 
apt  to  be  so  impaired  in  vitality  that  the  chances  of  union  of  the  two 
ends  arc  not  favorable. 

TJie  peritoneal  cavity  should  be  carefully  cleansed  by  sponging  and 
irrigation  with  hot  saline  solution.  Drainage  is  advi-sablc.  If  the  per- 
foration has  opened  into  an  intraperitoneal  pouch,  this  should  be  opened 
and  cleansed  and  the  perforation  treated  as  above  described. 

Hemorrhajce  due  to  typhoid  ulcer  is  one  of  the  most  fatal  compli- 
cations of  that  fever.  It  is  but  rarely  that  surgical  treatment  is  advis- 
able. In  cx'ccptional  cases  it  may  l>c  justifiable,  but  it  will  always  be 
a  ver>'  desperate  and  almost  hopeless  procedure.  The  source  of  the 
hemorrhage  is  very  difficult  to  find.  After  the  ileum  has  been  opened 
by  an  incision  the  bleeding  ulcer,  if  found,  should  be  cauterized  or  its 
edges  drawn  together  by  suture.  It  is  advisable  to  make  an  artificial 
anus  rather  than  to  close  the  intestinal   wound. 

Ttlberculosls. — Tuberculosis  of  the  intestine  occurs  generally  in 
the  form  of  ulceration  with  seconJarj*  involvement  of  the  lymphatic 
glands.  Its  most  common  scat  is  the  lower  part  of  the  ileum.  Per- 
foration occasionally  occurs.  It  is  generally  gradual,  resulting  in  an 
intraperitoneal  abscess.  The  treatment  Is  the  .same  as  that  which  has 
been  described  for  typhoid  ulceration.  Several  successful  excisions 
of  llie  cecum  for  tuberculosis  have  been  performed. 

An  intraperitoneal  abscess  may  fcrni  without  perforation  from  sup- 
puration of  the  tubercular  glands.  The  tendency  of  such  is  to  work 
its  way  to  the  surface  ;  but  it  should  be  opened  as  soon  as  a  diagnosis 
has  been  made. 

Cicatrization  of  tubercular  ulcers  may  so  narrow  the  caliber  of  the 
intestine  as  to  produce  obstruction.  Under  such  drcumstarccs  the 
performance  of  one  or  other  of  the  plastic  operations  will  be  indicated. 

Syphilis  has  in  a  fc-w  instances  apparently  been  the  cause  of  intes- 
tinal obstruction.  Excluding  the  rectum,  the  seat  of  such  lesions  is 
most  often  in  the  upper  part  of  the  small  intestine.  All  the  coats  are 
thickened,  but  the  submucous  layer  is  the  first  and  the  most  exten- 
sively involved. 

Ulcer  of  the  I>aodeniim. — The  pathology,  symptomatology,  and 
treatment  of  ulcer  <»f  the  tUiodenum  are  similar  to  those  of  gastric 
ulcer.  The  indications  for  operative  intcrferLnce  arc  the  same.  Per- 
foration is  the  most  .-icrious  complication,  and  demands  immediate 
operation.  It  will  generally  be  difficult  to  determine  whether  it  be  a 
gastric  or  duodenal  ulcer  which  has  perforated ;  but  in  either  case  lap- 
arotomy, closure  of  the  perforation,  and  cleansing  of  the  peritoneal 
cavity  are  indicated. 


CHRONIC  INTESTINAL   OBSTRUCTION. 

The  division  of  cases  of  intestinal  obstruction  into  acute  and  chronic 
must  necessarily  be  more  or  less  arbilrarv*.  Obstruction  due  to  foreign 
bodies  has  already  been  considered  (page  m).     The  other  causes  of 
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intestinal  obslruction  to  be  considered  In  this  chapter  are-^l.  Influx 
malion  ;   2.  lteiii[^n  tumors  ;   3.   Mali'j^nant  tumors. 

Inflammatory  Obstruction. — ^Tiie  treatment  of  obstruction  br 
bands,  kinks,  etc.,  has  been  already  discussed  {page  351).  Among  iW 
most  difllcalt  casL'S  of  intestinal  obstruction  to  relieve  arc  those  due  to 
old  inllanuiiatory  trouble  of  the  peritoneum,  which  has  generally  b«n 
accompanied  by  the  formation  of  pu.s.  The  adhesions  of  the  intcbtiiui 
coils  are  due  to  the  vigorous  attempt  on  the  part  of  nature  to  <.hut  ofi 
the  general  cavity  of  the  peritoneum  from  the  abscess,  which 
have  burrowed  extensively  in  order  to  find  an  easy  outlet.  As 
result  intestinal  coils  arc  found  twisted,  doubled  on  themselves,  vH 
agglutinated  to  each  other  to  such  an  extent  that  it  is  often  mo«t  df- 
ficult  to  .separate  the  adhesions  and  to  remedy  tlie  obstruction  whidi 
has  been  produced. 

Treatment. — Generally  a  painstaking  separation  of  adhesions  willi 
division  of  omental  and  mesenteric  bands  will  result  in  a  partial)  rcstnra- 
tion  at  least  of  the  intestinal  channel.  At  times,  however,  the  agj»!o- 
tination  is  so  excessive  that  an  unobstructed  canal  cannot  be  obtatnni 
by  these  procedures;  and  in  such  cases  it  may  be  nccc5sar>'  partially 
or  completely  to  exclude  the  agglutinated  and  contracted  coils  froa 
the  intestinal  circulation  by  means  of  an  anastomosis  (pa^  383). 
other  cases  it  may  be  best  to  perform  an  intestinal  resection. 

A  partial  obstruction,  so  extensive  as  to  demand  oj>cration  for 
relief,  has  in  a  few  cases  been  produced  in  the  $ij;^oici  flexure 
upper  rectum  by  an  enormous  inflammatory'  deposit  in  and  around  the 
coats  of  the  intestine.  This  has  generally  extended  from  the  pehv 
organs  in  the  female.  Time  and  judicious  treatment  will  usually  cause 
the  absoqition  of  this  mass,  but  in  a  few  cases  operative  relief  has  been 
demanded.  This  has  been  either  in  the  nature  of  a  colostomy  or 
intestinal  resection.  The  obstruction,  especially  if  due  to  cicalnz^tli 
of  an  ulcer  in  the  small  intestine,  may  involve  a  very  limited  area 
In  such  a  case  it  may  be  relieved  by  a  comparatively  simple  o 
— I.  e. 

Enterof^lasty. — This  is  similar  to  pyloroplasty,  and  the  tcxhnic  ofibc 
operation  is  the  same. 

Obstruction  by  benign  or  innocent  tomors  of  the  intestine  are 
uncommon.  Fibromata  and  myoraata  develop  at  times  to  a  coniider- 
able  size  and  may  cause  complete  obslruction.  They  may  also  project 
as  polypi  into  the  intestinal  canal,  and  as  such  are  among  the  predis- 
posing causes  of  intussusception.  I'apillomata  and  adenomata  occa- 
sionally occur,  though  the  latter  arc  apt  to  be  malignant  in  character. 
Lipomata  and  cysts  are  among  the  rare  forms  which  have  been  found 
in  the  large  intestine. 

Obstruction  by  Malignant  Tumors. — Sarcoma  is  a  form  of 
neoplasm  but  rarely  found  m  either  the  large  or  the  small  intestine.  It 
may,  however,  occur  in  any  portion,  cither  primarily  or  secondarily 
from  metasta.sis  or  from  extension  from  a  neighboring  organ,  as  the 
pancreas.  The  cecum  seems  to  be  a  favorite  spot,  and  several  resec- 
tions of  this  portion  of  the  intestine  have  been  successfully  performed 
for  sarcoma. 

Carcinoma  may  occur  at  any  point  of  the  small  or  large  intestine. 


cither  primarily  or  secondarily.  Its  most  favorite  seats,  however,  arc 
the  cecum  and  sigmoid  flexure.  The  symptoms  arc  apt  to  begin  insid- 
iously, and  the  tUscasc  has  generally  been  in  progress  for  some  time 
before  a  diagnosis  is  made.  They  are  those  of  intestinal  indigestion, 
or  "  biliousness,"  There  maybe  either  diarrhea  or  constipation;  but 
must  frequently  these  conditions  altentate.  Occ;isionally  blood  ap(X"ars 
in  the  stools.  The  progre.s.s  of  ihr  (li-st:;ise  is  i>ften  slow,  and  pain  is 
generally  not  complained  of  until  other  symptoms  of  obstruction 
appear  ;  indeed,  it  is  usually  only  after  the  intestinal  caliber  has  become 
at  least  partially  obstructed  that  a  diagnosis  is  made.  When  this 
occurs  constipation  becomes  more  marked,  and  is  accompanied  by 
abdominal  distention  and  often  severe  pain.  Unfortunately  a  tumor 
can  be  seldom  felt  before  the  disease  has  become  fir  advanced.  At 
this  time  ascites  may  appear.  Emaciation  with  loss  of  strength  is  pro- 
gres.sive,  though  often  it  Is  not  marked  until  late  in  the  cour.se  of  the 
disease.     Cachexia  is  often  absent  in  the  earlier  .stages. 

The  diagnosis  cannot  be  positi\*ely  made  until  a  tumor  be  felt.  The 
£ivorable  moment  for  operation  is  then,  however,  generally  past.  The 
existence  in  a  person  past  middle  life  of  symptoms  of  increasing  intes- 
tinal indigestion  and  difficulty  in  defecation,  accomp^mied,  in  spite  of 
treatment,  by  lo.ss  of  flesh  and  strength,  j.s  a  sufficient  inilication  for  an 
exploratory  laparotomy.  With  such  symptoms  the  diagnosis  of  proba- 
ble malignant  disease  will  generally  be  verified  by  the  operation. 

Treatment. — As  soon  as  a  diagnosis  is  made,  or  as  soon  as  the  sur- 
geon is  convinced  that  the  symptoms  arc  so  suspicious  that  an  explora- 
tion is  indicated,  laparotomy  should  be  performed.  The  operation 
shouUI  be  cither  radical  or  palliative.  The  former  consists  in  extirpa- 
tion of  visible  or  tangible  ilisea.se.  Unfortunately  the  impossibility  of 
this  will  be  often  determined  before  the  abdomen  is  opened,  on  account 
of  the  size  of  the  tumor  and  its  adhesions.  If  it  be  positive  that  radi- 
cal operation  ts  out  of  the  question,  it  is  perhaps  wiser  to  delay  until 
symptoms  of  obstruction  appear.  In  many  cases,  however,  the  nature 
of  the  operation  will  be  in  doiiljt  until  the  abdomen  has  been  opened. 
If  it  be  llien  found  that  the  gn>wth  cannot  be  removed,  it  will  be 
generally  well  to  .intici|>alc  future  obstruction  and  [jcrform  one  of  the 
palliative  operations,  either  an  entcro-entcrostomy  or  an  enterostomy 
(colostomy). 

Enterectomy  consists  in  the  excision  of  a  portion  of  intestine.  It 
may  be  [>erformed  for  traumatism,  as  laceration  or  gunshot  wounds,  for 
diseases  such  as  tuberculosis,  for  stricture  or  gangrrne,  and  for  neo- 
plasms. The  abdominal  inci.sion  shouUi  generally  be  median.  The 
affected  intestinal  loop  is.  if  possible,  drawn  outside  the  abdomen,  which 
is  carefully  protected  by  compresses  of  gauze  or  .sponges.  The  con- 
tents of  the  portion  of  intestine  involved,  and  for  several  inches  on  each 
side  of  the  proposed  line  of  operation,  arc  squeezed  out.  This  por- 
tion is  kept  empty  by  one  of  several  methods.  The  most  simple  is 
pressure  by  the  fingers  of  an  assistant.  If  he  be  skilful,  this  is  a  most 
satisfactory  method ;  if  not,  one  of  the  mechanical  tievtces  must  be 
employed.  A  .strip  of  tape  or  firm  gauze  passed  through  a  hole  in  llie 
mcscnten.'  and  tied  around  the  intestine  is  a  serviceable  method.  A 
safetj'-pin  fastened  over  a  strip  of  sponge  which  encircles  the  gut  is 
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another.     Several   ingenious  and  valuable  clamps   arc   used  for  Ub 
purpose. 

The  clamps  should  be  applied  at  such  a  distance  from  the  diacde 
thai  the  section  of  the  gut  can  be  made  at  a  jxiint  where  it  seems  jw- 
fectly  healthy.  If  done  for  a  malignant  growth,  this  should  be  at  \iaA 
5  cm.  (2  inches)  beyond  the  disease.  The  intestine  is  divided  b\'  kn* 
or  scissors.  A  con.<iidcrabIc  length  of  intestine  can  be  remo\cd  nzi 
safet>'.  Over  20  feet  of  smalt  intestine  have  been  successfully  cxoiul, 
as  iiave  also  tiie  cccun^  and  entire  colon.  A  few  bleeding  vtaseli  maf 
need  the  temporary  application  of  artery- clamps. 

If  a  considerable  portion  of  intestine  has  been  removed,  or  l'  the 
operation  be  done  for  malignant  disease,  a  wc*<Igc-shapcd  portion  d 
the  m^entery  should  be  removed,  including  all  suspicious  glands.  Tfcc 
vessels  arc  claniped  and  ligatured.  If  the  disease  be  non-nul^iunt 
and  if  but  a  few  inches  be  removed,  it  is  better  not  to  excise  any  put 
of  the  mcsenter>'.  as  there  is  alu-ays  the  risk  that  some  of  the  blood- 
vessels needed  for  the  pro|«;r  supply  of  the  ends  whicli  arc  to  be 
may  be  severed, 

After  excision  of  the  iliscased  portion  has  been  accomplished. 
future  steps  of  the  operation  will  depend  on  whether  an  artificiji  ar.m 
is  to  be  established  or  the  continuity  of  the  intestinal  canal  rc-cstablish«l 
by  means  of  an  anastomosis  of  the  cut  ends.  In  the  former  ca«  ike 
operation  is  termed  an  cntcrostovty ;  in  the  latter,  an  tntero-anastom^i. 
The  term  entcrorrhaphy  is  applied  more  iMirticularly  to  suture  of  ihe 
divitled  ends.  The  term  resection  is  employed  when  a  portion  of 
intestine  is  excised  and  the  divided  ends  united. 

Resection  of  Intestine. — The  diseased  poilion  of  intestine  ha^vig 

been  excised,  the  union  of  the  diiidcd 
ends  (entero-anastomosis)  is  accoi&- 
plished  by  one  or  other  of  the  follow- 
ing methods: 

(17)  Efui-ttt-rmi  <i»its/outosts,  the  open 
ends  being  united  directly  to  each  other 
The  term  circular  .entcrorrhaphy  i* 
employed  when  sutures  alone  are  used 
(Higs.  208-Jlo). 

{h)  Lateral  anastomosis  ox  approxi- 
mation, where  a  lateral  oj>cnlng  ts  nodt 
between  two  coils  of  intestine  which  arc 
fastened  by  suture  side  to  side  (F^;& 

2t  I,  212). 

fr)  Lateral  implanlatipn,  where  an 
open  end  of  intestine  is  fastened  to  a  lateral  opening  in  another 
portion  of  intestine  (see  Kig.  206). 

The  union  between  intestines  can  be  accomplished  by  means  rf 
sutures  alone  or  with  the  aid  of  some  mechanical  device,  such  as 
plates,  rings,  huilons,  bobbins,  etc. 

Union  by  Suture. — Ux)  Cirntlar  Entcrorrhaphy ^i^  End'to-md  Amtt- 
iomosis. — Many  ingenious  methods  of  suture  arc  employed.  There  is 
none  belter  than  the  one  known  as  tlie  Czerny-Ixmbert  suture.  FipL 
207—209  illustrate  the  method  of  applying  this  suture  as  generally 
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Fig.  »o6. — Lateral  impUnution. 
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understood  in  this  country.     It  will  be  seen  that  there  are  two  rows. 
The  inner  (Fig.  207)  unites  the  mucous  membrane  alone,  the  knots, 


r^^^'.' 


Fig.  207, — Circular  enterorrhtiphy : 
showing  inner  row  of  sutures  through 
mucous  membrane. 


Fig.  208. — Circular  enterorrhaptiy : 
showing  inner  row  of  sutures  through 
serous  and  muscular  coals. 


with  the  exception  of  the  last,  being  tied  inside  the  gut,  and  fhe  outer 
unites  the  serous  and  part  of  the  muscular  coats  (Fig.  209),  but  leaves 
out  the  mucous  coat. 

c 

A 


Fl<;.  209. — Circular  enlerorrhaphy :  showing  outer  row  of  Lcmberl  sutures  (inner  row  of  Fig, 

308  tied). 

Figs.  208,  209  illustrate  the  method  as  usually  employed  in  Europe. 
There  are  two  rows :  the  inner  (the  Czerny)  (Fig.  208)  passes  through 
the  muscular  and  serous  coats,  and  tlie  outer  (I-embert)  (Fig.  209) 
through  the  serous  coat  alone. 

Instead  of  either  of  these  plans,  two  rows  of  I^mbert  sutures  (Fig. 
209)  may  be  employed.  The  mattress-suture  is  another  excellent 
method. 

{p)  Lateral  Anastomosis. — The  intestines  to  be  united  are  approxi- 


3«4 


INTERNATIONAL    TEXTBOOK  OF  SVftGERY. 


tmitcd  parallel  to  each  other  for  a  distance  of  lo  to    12  cm.  (4  to  4| 

inches).  If  there  bean  open  end,  this  js  closed  by  inversion  of  ^ 
edges  and  one  or  two  rows  of  LL-niberl  sutures.  The  paralicl  coiU  £» 
then  united  to  eacli  other  for  a  distance  of  6  to  8  cm.  (2 J  lo  3*  incbn^ 
by  a  Lcmbcit  continuous  suture  (Fig.  205).  This  forms  vac  mto 
layer  of  one  side  of  the  opening,  and  it  can  be  at  this  lime  cur^ti 
around  each  end.  The  thread  is  left  long  with  the  needle  atlachal 
Openings  in  each  intestinal  wall  arc  then  niadc   opposite  each  other 
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Pic  1110. — RiilHrin2  Inlesline*  in  iip|ioi>ilioi) 
before  IrcJMon  (AbbL-). 


Fic.  an.— Showing  thr  4-in{.-l)  inciSHifi  tMX 
icwing  of  Uic  Cflgnt  ( Ablir). 


from  4  to  7  cni.  ( 1^  to  zf  inches)  in  length.  The  edges  of  the  opov- 
ings  arc  united  tn  c.^ch  other  by  a  continuous  overhand  suture  whwh 
passes  through  all  the  coats  of  eacli  side  (Figs,  210,  211  ;  also  Ktg- 
206).  The  first  row  of  Ij:nibcrl  sutures  is  then  continued  around  the 
opening  until  it  joins  the  point  at  which  it  started.     By  some  surgeon* 
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Fu:.  313. — MauiucU's  method  o(  cntcrorrha^h^r  -  ahowin);  iniminiil  cads  apprexiaiAlnl 
lemporaTj'  sulurei,  and  the  longtludirutl  ilil. 

it  is  thought  safer  to  employ  two  rows  of  Ixmbcrt  sutures.  Uncler  anr 
circumstances,  if  the  line  of  suture  seems  weak,  it  is  well  to  reinforce  it 
by  a  fc\ti'  additional  interrupted  sutures. 

(r)  Lateral  implantation  can  be  accomplished  by  either  of  the  at 
methods. 
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Mautiscli's  method  is  a  very  excellent  one  for  cither  end-to-end  union 
r  lateral  implantation.  The  open  intestinal  ends  arc  approximated  by 
two  temfH}rary  sutures  of  silk,  left  long,  which  pass  through  all  the 
coats,  one  at  the  mesenteric  attachment  and  the  other  opposite  (Fig. 
212).  A  longitudinal  slit  about  4  cm  {\\  inches)  long  is  then  made  in 
the  wall  oi  one  of  ihc  portions  of  intestine  (the  Eargcr  should  be 
selected),  about  3  cm.  (i^  inches)  away  from  the  point  of  section  and 
opposite  the  mesenteric  attachment.  Through  this  temporary  lateral 
opening  the  ends  to  be  united  are  drawn  by  means  of  the  two  lotig 
sutures,  and  while  the  coats  of  these  two  ends  are  heM  in  approxinia- 

f">y  an  assistant,  they  are  united  by  a  suture  wliich  passes  Ihrftu^h 
eir  coats,  peritoneum  being  united  to  peritoneum.     The  intestinal 


\ 


FiC.  913. — Maunscll's  mothod  of  cnu^rorrhaphy :  showing  rnds  of  inlcsilne  drawn  lhrouf;h 
jtlil  and   tutuf-d   InTigiliidiTially. 

ends  thus  united  are  then  withdrawn,  and  the  lateral  opening  closed  by 
I-cmbcrt  sutures. 


FlC  114. — Maunull's  mnlhod  of  mterorrhnpliy :  iatatiiul  end*  united  aod  lon|;i(ud!iul  dit 

cIiimmI  by  sutures. 

Union  by  Mechanical  Aids. — A  great  variety  of  ingenious  devices 
and  appliances  have  been  employed.  Senn's  bone  plates  are  jjerhaps 
the  best  known,  and  are  still  used  by  some  surgeons,  though  in  recent 
years  the  Murphy  button  has  largely  replaced  all  other  mechanical 
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(Figs.  216,  217).  The  two  halves  of  the  button  are  then  locked  and 
the  union  is  completed.  A  few  I.embert  sutures  can  be  introduced,  if 
desired,  for  reinforcement  of  the  line  of  union. 
A  simple  device  is  the  potato  button,  or 
bobbin  of  Landcrcr.  It  can  be  made  in  a  few 
minutes  by  the  surgeon  or  one  of  his  assist- 
ants. Its  method  of  introduction  rcscniblrs 
that   of    the    Murphy    button:   the    drawing 
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Ftc.  U9. — Laoilerer'a  potato  bulloD, 


Pic,  890. — Application  of  the  suture. 


thread,  the  introduction  of  each  half  into  the  open  ends  of  intestine, 
the  tightening  of  the  sutures  which  keeps  in  Jipprcxlmation  the  serous 
coats.  A  few  additional  Lembert  sutures  should,  however,  be  inserted 
around  the  line  of  union.  Similar  to  this  is  the  method  by  means 
of  the  decalcified  bobbins  of  Mayo-Robson  and  AlHnghain.     Another 
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Pic  9»t. — Iniestinal  «ndi  cIokH  ;  button  in  place ;  addilioaml  Lcrab«rl  sulttres. 

method  which  has  recently  been  a<!vocated  by  Halsted  and  others  is 
the  use  of  an  inflatabU  rubber  cylinder,  which,  in  its  collapsed  state, 
is  inserted  within  the  intestine,  the  ends  of  the  latter  being  held 
together  by  two  or  three  sutures.  Lembert  or  mattress-sutures  arc 
then  employed  to  unite  the  serous  coats,  and  the  bag  is  withdrawn 
before  they  are  tied. 

The  latest  method  is  that  devised  by  I>aplace.  In  end-lr>-end 
ana.stomosis  four  fixatior-sutures  are  applied  at  the  cardinal  points, 
uniting  the  ends  to  be  approximated.  The  forceps  (Figs.  223-225)  are 
then  introduced  between  the  sutures.  In  lateral  anastomosis  each 
I  blade  is  passed  into  a  slit  made  in  the  portions  of  intestine  to  be 
L     approximated  (Figs.  22G.  227).     After  the  suture  is  completed,  one 


Ftti  »»9. — BiKl-lo-«nd  iu»uioin(»i>  r  removnl  of  second  h*U  of  Itirrsfp^ 

a  rule,  be  more  rapidly  accomplished.    With  a  dextrous  operBtor.b 
ever,  the  difference  in  time  will  be  but  slight.     Accidents,  such  as 
foratitii)  and  gangrene,  are  perhaps  more  apt  to  occur  with  the  usa 


cii/iON/c  /A'rEsr/A'yii.  ossTfic/cr/oM 


391 


the  button  than  with  the  suture.  Union  with  the  button  U  more  easily 
accomplished,  and  this  method  should,  as  a  rule,  be  employed  when 
saving  of  time  is  of  essenti;Ll  importance. 

As  a  rule,  an  cnd-to-cnd  union  is  the  best  when  the  openings  of  the 
ends  arc  approximately  of  the  same  caliber.  Lateral  anastomosis  may 
be  employed  in  uniting  intestines  where  the  size  of  one  much  exceeds 
that  of  the  other.  It  is  also  ser\iccablc  in  cases  in  which  it  is  desired 
to  exclude  some  portion  of  the  intestinal  tract.  It  can  be  accom- 
plished by  means  of  either  sutures  alone  or  with  the  aid  of  the 
Murphy  button.  With  the  latter  there  is  a  limitation  lo  the  size  of 
the  anastomotic  opening. 

lateral  iinplant^ition  is  often  suitable  when  it  is  desired  to  unite 
ends  of  intestine  which  vary  greatly  in  caliber.  This  is  difficult  to 
accomplish  by  means  of  end-to-end  union,  as  for  example  after  an 
excision  of  the  cecum  there  remains  the  open  end  of  the  ileum  to  join 
with  the  bulky  colon.  In  such  a  ca.sc  lateral  implantation  is  an  excel- 
lent method.  The  choice  between  this  and  lateral  anastomosis  will 
largely  depend  on  the  local  conditions.  Generally,  however,  the 
implantation  by  either  Maunsell's  method  <ir  with  the  aid  of  a  Murphy 
button  will  be  more  easily  accomplished  and  prubably  more  satisfaaor)'. 

EnteroAtomy  consists  in  the  establishment  of  a  permanent  opening 
into  the  intestine.  This  term  is  often  limited  to  an  o(>ening  in  the 
small  intestine.  It  is  usually  formed  by  suturing  some  part  of  the 
intestine  to  the  abdominal  waW.  It  may  act  as  a  mouth  or  as  an  anus. 
It  acts  as  the  former,  for  example,  if  the  jejunum  is  opened  to  prevent 
starvation  when  a  gastro-enterostomy  is  not  pos.sible  because  of 
extensive  disease  of  the  stomach.  It  acts  as  an  anus  when  the  colon 
is  opened  on  account  of  obstruction.  According  to  the  portions  of 
intestine  opened,  the  operation  is  called  jcjunostomy,  ileostomy,  colos- 
tomy etc. 

Jejunostomy  may  perhaps  be  indicated  in  certain  cases  of  cancer 
when  it  is  of  the  utmost  importance  to  prolong  life;  but  tlie  propriety 
of  this  procedure  must  be  always  questionable.  As  a  temporary  meas- 
ure in  ca.ses  of  traumatism  it  may  also  be  occasionally  indicated.  The 
steps  of  the  operation  are  simitar  to  those  of  colostomy, 

Ileostomy  is  indicated  in  cases  of  obstruction  in  the  cecum  which 
cannot  be  removed  by  radical  operation.  If  possible,  however,  it  is 
generally  preferable  to  anastomose  the  ileum  with  some  part  of  the 
colon.     The  tcchnic  is  the  same  as  that  of  coloslomy. 

In  cases  of  obstruction,  it  is  advisable  to  .select  a  iiart  of  the  intes- 
tine as  low  down  as  possible.  This  cannot  always  be  accomplislied. 
however,  on  account  of  the  enormous  distention  of  the  intestine  and 
the  collapsed  condition  of  the  jyatient.  In  such  a  case  the  most  acces- 
sible loop  of  distended  bowel  should  be  sutured  to  the  abdominal  wall 
and  opened.  When  possible,  however,  the  artificial  anus  should  be 
situated  in  the  large  intestine.  If  it  be  in  the  jejunum  or  high  up  in 
the  ileum,  sufficient  absorption  will  not  take  place,  and,  as  a  conse- 
quence, in  the  course  of  a  few  weeks  the  patient  generally  dies  of  mal- 
nutrition. Even  when  the  anus  is  situated  in  the  lower  part  of  the 
ileum,  it  is  often  difficult  properly  to  maintain  nutrition. 

The  point  of  selection  for  an  artificial  anus  is  the  descending  colon. 
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as  low  down  as  possible.  If  the  obstruction  be  located  in  the  spkac 
flexure — a  not  uncommon  seal  for  carcinoma — it  will  be  nectssaiy  in 
ojien  either  the  ascending  or  the  transverse  colon. 

Colostomy. — The  artificial  anus  is  generally  made  cither  in  thcld: 
or  right  inguinal  region.  Inguinal  colostomy,  whether  it  be  le£  rv 
right,  is  distinctly  superior  to  lumbar  colostomy,  an  operation  wbci 
at  the  present  day  is  but  seldom  performed. 

Inguinal  Cohstottiy. — The  steps  of  this  operation  arc  llic  saro 
whether  it  be  made  on  the  left  or  the  right  side.  An  incision  from  4 
to  7  cm.  (li  to  2j  inches)  in  length  is  made  parallel  to  Pouparis  I151 
menl  and  3  cm.  (l|  inches)  above  it,  the  center  being  opposite  tie 
junction  of  the  outer  and  middle  thirds  of  the  ligament.  I'he  indsuo 
may  be  carried  through  all  the  layers  of  the  abdomen  ;  but  it  i>  oftcD 
preferable,  on  account  of  the  resulting  sphincteric  action,  after  di\'tfiioci 
of  the  external  oblique  muscle  to  separate  the  fibers  of  the  inccnul 
oblique  by  blunt  dissection,  which  will  be  in  a  direction  nt-arly  at  rigb! 
angles  to  the  line  of  incision  in  the  external  muscle.  After  tlie  pcn- 
toneum  is  opened,  the  finger  passed  in  at  the  outer  an^le  of  the  wooul 
and  drawn  toward  the  median  line  will  generally  feci  the  sigmoid  flat- 
ure  at  once,  if  it  be  on  the  left  side.  This  can  be  easily  rccogiUBd 
from  small  intestine  by  the  awjendices  epiploicic  and  sacculation  doc 
to  the  longitudinal  bands.  A  loop  of  the  large  inlcstinc  is  drawn 
out  of  the  wound.  If  it  be  the  sigmoid  flexure,  it  should  be  gcotlj' 
drawn  downward,  so  as  to  prevent  the  formation  of  loo.se  folds  of  bowel 
on  the  proximal  side  of  the  new  anus.  The  farther  .stefis  will  thrn 
depend  on  the  lesion  which  has  demanded  the  formation  of  the  artificial 
anus  and  on  the  condition  of  the  patient.  If  the  opcnini^  in  the  bowd 
is  intended  to  be  temporary  only,  a  spur  should  not  be  made ;  if  it  be 
intended  as  a  permanent  anus,  an  attempt  should  be  made  to  form  a 
spur.  In  the  former  ca.se  the  intestine  is  sutured  to  the  parietal  pen- 
toneum  by  an  interrupted  or  continuous  catgut  suture  which  passes 
through  the  serous  coat  alone.  If  the  obstruction  be  absolute  and 
immediate  relief  is  needed,  the  intestine  must  be  immediately  opened 
by  a  vertical  incision  about  2  cm.  {\  inch)  in  length.  Should  delay  be 
permissible,  however,  the  opening  of  the  gut  can  be  advantageous!}' 
postponed  for  two  or  three  days,  when  the  intestine  will  haw  bccooc 
agglutinated  to  the  parietal  peritoneum  and  can  be  opened  witboul 
danger  of  leakage  into  the  peritoneal  cavity.  The  edges  of  the  opening 
in  the  gut  should  be  sutured  to  the  skin. 

If,  on  the  other  hand,  it  is  intended  that  the  anus  be  permanent.  * 
spur  should  be  formed,  so  that  none  of  the  fecal  contents  will  pa.ss 
beyond  it  and  perhaps  act  as  an  irritant  to  the  diseased  bowel  below, 
or  accumulate  in  a  pocket  and  cause  poisoning  by  absoqjtion.  The 
steps  of  the  operation  will  here  al.so  depend  on  the  necessity  forim! 
diate  opening  of  the  gut.  If  this  can  safely  be  postponed  for  a  day 
two,  the  simplest  method  i.s  to  transfix  the  mesentery,  after  drawinf 
out  a  loop  of  gut.  by  a  glass  rod  or  metal  pin,  the  ends  of  which  restoi 
the  surface  of  the  abdomen.  It  is  generally  well  to  fasten  the  scrou 
coat  of  the  bowel  to  the  parietal  peritoneum  by  a  couple  of  sutures, 
to  prevent  protrusion  in  case  of  excessive  vomiting.  In  a  day  or  l»0 
adhesions  will  have  formed  between  the  intestine  and  panetal  pcrito-, 
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neum,  and  an  opening  can  be  safely  made  and  the  ed^es  sutured  to  the 
skin.     If,  on  the  other  hand,  the  intestine  must  be  opened  at  once,  the 

parallel  bninches  of  the  protruding  loop  arc  sutured  together  at  their 

mesenteric  border  for  a  distance  of  3  to  5  cm.  (li  to  2  inches),  and 

each  branch  at  its  point  of 

protrusion  carefully  sutured 

to  the  parietal  |)eriloneum. 

It  can  then  be  o[>encd  at 

once  (sec   Fig.  230).     Un- 
less the   distention  is  very 

great,  the  intestine  does  not 

generally  empty    itself   to 

any  great  extent  until  sev- 
eral   hours    have    elapsed 

after  the  opening  has  been 

made. 

Unfortunately  the  spur 

is  very  often  inefficient,  and 

for  this  reason  it  is  some- 
times  ad\'isablc   to   divide 

the  intestine  completely  at 

a     point     several     inches 

above   the    obstruction   or 

disease.     The  distal  end  is 

then    closed    by   inversion 

of  its  edges  by  means  of 

one  or  two  rows  of  X^m- 

bert  sutures,  and  the  open 

end  of  the  proximal  portion 

is  fastened  in  the  incision  in 

the  abdominal  wall. 

It  will   occasionally   be 

found  that  on  account  of 

extreme   distention   of  the 

intestines  and  thinning  of 

their  wall  the  introduction 

of  sutures  is   not   |)ossible. 

Under  these  circumstances 

it  may  be  necessary  to  draw 

a  loop  out  of  the  abdominal  incision,  or  as  cIo.se  to  it  as  possible,  and 

wall  It  off  from  the  general  cavity  of  the  peritoneum  by  abundant 

gauze  packing.     It  can  then  be  ojxrned  without  much  risk  if  the  first 

gush  of  intestinal  contents  is  carefully  handled. 

Colopexy  is  an  opcmtion  which  consists  in  suturing  some  part  of 

the  colon  to  the  abdominal  wall.     It  is  indicated  in  some  cases  of 

entcroptosls.  the  transverse  colon  being  sutured  to  the  anterior  abdom- 
inal wall  just  below  the  ensiform  cartilage,  and  in  cases  of  extreme 
,  prolapse  of  the  rectum  the  sigmoid  flexure  being  drawn  upward  and 
I  sutured  in  the  left  iliac  or  lumbar  region.  A  few  Lembert  or  mattrcss- 
I  sutures  unite  the  serous  coat  of  the  bowel  to  the  parietal  peritoneum 
1      and  abdominal  muscles. 


Fig.  S30, — Inguinal  coloctomy :    colon  snturvd  uid 
ready  to  be  iipened. 
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are  of  purely  mechanical  origin,  and  are  not  evidences  of  '**frr*inw  ad 
inflammation.  That  such  hyperemia  and  hypersecretion  talre  pboe 
other  organs  of  the  body  as  a  result  of  mechanical  or  chemical  atn 
lation  is  beyond  question  ;  that  the  same  conditions  may  arise  in  tk 
appendix  without  the  intervention  of  bacterial  infection  is  certaii^ 
probable. 

The  jr>';«//£W/j  of  appendicular  colic  usually  begin  suddenly  irith  i 
sharp  attack  of  pain,  which  may  be  general  or  referred  to  almost  aur 
region  of  the  abdomen — very  frequently  to  the  epigastric  region— bnt 
which  sooiiL-r  or  later  becomes  localized  in  the  right  iliac  fossa.  That 
attacks  of  pain  will  be  early  associated  with  nausea  or  even  persist- 
ent vomiting,  and  with  considerable  prostration;  but,  nevertheless, tk 
patient  does  not  appear  seriously  ill.  The  temperature  and  pul§eibov 
no  marked  change  from  the  normal,  except  that  the  temperatuc  ii^ 
be  from  \  to  i  degree  below  the  normal.  These  symptom  Mf 
last  for  from  one  to  twenty-four  hours;  or  the  pain  m^  pnritf 
after  the  vomiting  has  ceased,  and  the  point-tenderness  may  persist  far 
a  day  or  two  after  the  acute  symptoms  have  subsided.  ICecuncux 
of  the  attacks  at  short  intervals  is  the  rule. 

Catarrhal  Appendicitis. — In  this  variety  of  the  disease  the  condi* 
tions  of  hyperemia  and  oversecrction  exist  as  in  the  previous  \'arietj"; 
but  here  they  constitute  the  di-sease  itself,  and  are  not  merely  pasan 
sequela:  of  a  pre-cxistin<:j  condition  of  another  type.  Here  the  abo\T- 
mentioned  conditions  do  not  arise  from  mechanical  causes  alone,  but 
arc  the  result  of  catarrhal  inflammation  involving  the  mucous  lining 
of  the  appendix  and  due  to  some  form  of  infection.  The  lai^e  amount 
of  lymphoid  tissue  contained  in  the  mucosa  of  the  appendix  renders 
it  prone  to  such  infection.  This  inflammation  and  the  consequent 
hyperemia  result  in  swelling  of  the  mucosa  with  its  lymphoid  tissue 
and  a  narrowing  of  the  lumen  of  the  tube.  This  narrowing  will  be 
specially  marked  at  the  cecal  junction  or  at  the  location  of  normal  or 
pathological  kinks  or  strictures;  and  the  oversecrction  which  occurs 
will  lead  to  a  dilatation  of  the  appendix  beyond  the  point  of  constric- 
tion. The  secretions  thus  confined  under  pressure  become  a  favorable 
medium  for  the  growth  and  multiplication  of  bacteria  which  under 
normal  conditions  in  the  intestinal  canal  would  remain  quiescent  ant) 
harmless. 

Such  an  attack  will  be  accompanied  by  pain  and  vomiting,  with 
ele^'ation  of  temperature  and  increased  rapidity  of  the  pulse.  Tlie 
pain  is  at  first  general,  or  may  be  referred  to  the  cpigastnum;  but  in 
a  few  hours  it  becomes  wxll  localized  in  the  right  fossa,  and  pressure  at 
or  very  near  McHurney's  point  will  elicit  a  marked  degree  of  tender- 
ness. The  vomiting  is  usually  pcnsistent,  the  vomited  matter  being  at 
first  composed  of  food,  later  of  mucus,  and  occasionally  bile.  The 
temperature  ranges  between  the  normal  point  and  103°  F,,  with  a  pulse 
of  from  90  to  120.  There  is  some  rigidity  of  the  abdominal  wall  upon 
the  right  side,  but  the  abdomen  elsewhere  is  generally  soft.  A  certain 
amount  of  prostration  exists  at  the  height  of  the  attack,  but  this  is 
rapidly  recovered  from  ;  and  if  the  swelling  in  the  mucosa  subsides,  all 
the  symptoms  will  abate,  and  in  from  one  to  three  or  four  days  the 
patient  will  seem  to  have  entirely  recovered  from  the  disease. 


Appemficili-i:  a,  appvitdix  iwrloraletl  near  tbe  cecum;  rrniDved  mi  ihc  third  titj-;  i, 
,  fan^renout  appenilin  ;  r,  appenilix  olili!rr.n!c«l  (^KCt't-l  a!  thr  tip ;  rcm<>vr<l  for  tMurhiig  attacks 
of  pwn;  /,  pantolly  olilitcralcil  ai>pcn<Jix  villi  lUiulou^  opcnhi]^  causiag  frci)iii!i)l  Tclafiees; 
removed  M  second  Oi>eiuti&n  ;  e,  hydro-a|^ciulix  due  lo  olililvraUoii  near  c«cuin. 
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Suppurative  Appendicitis. — In  this  form  of  tho  diseast;  there  exists 
within  the  wall  of  the  appendix  one  or  many  foci  of  suppurative  intlam- 
mation.  In  the  former  case  the  process  will  be  localized  at  one  point 
in  the  tube ;  while  in  the  latter  a  more  or  less  extensive  portion  of  the 
whole  apjxriidix  will  lie  involved.  All  the  coats  of  the  apjx-ndix  are 
included  in  the  inn.in] matin n.  but  not  to  tlie  same  degree.  The  infec- 
tion takes  place  from  within  through  the  muco.'W,,  and  the  infection 
atrium  occurs  most  usually  at  a  constriction  of  the  lumen  of  the  tube, 
and  Is  due  to  one  or  more  of  the  various  forms  of  traumatism  spoken 
of  previously  in  the  discussion  of  Etiology.  These  suppurative  attacks 
arc  often  prcceilcd  by  one  or  more  attacks  of  appendicular  colic  or  of 
catarrhal  appendicitis,  or  by  successive  attacks  of  both.  The  trauma- 
tism gives  rise  to  a  solution  of  continuity  in  the  mucous  membrane, 
which  may  be  only  epithelial  in  depth  or  only  of  microscopic  extent, 
but  which  in  cither  case  will  allow  of  the  entrance  of  bacteria,  which 
set  in  motion  a  suppurative  funn  of  inflammation.  As  a  result,  small 
abscesses  fonn  in  the  wall  of  the  appendix,  and  as  the  mucous  mem- 
brane over  them  breaks  down,  more  or  less  deep  ulcerations  are  pro- 
duced. The  secretion  from  the  mucous  membrane  will  be  increased  in 
amount  and  much  altered  in  quality,  and  will  become  mixed  with  the 
pus  and  detritus  from  the  ulceration ;  and  the  cavity  of  the  appendix 
will  come  to  contain  an  amount  of  mucopurulent  fluid  sufficient  to 
cause  a  high  dej^rcc  of  distention  of  the  organ,  so  that  the  appendix 
will  constitute  an  abscess-cavity.  The  peritoneal  covering  will  be 
involved  in  the  inflammation,  which,  if  sufficiently  intense,  will  be 
accompanied  by  a  plastic  exudate.  If  the  process  stops  here  and  recov- 
ery takes  place,  there  is  left  an  appendix  free  from  adhe.sions,  hut  with 
a  thickened  wall  arrt!  an  organized  stricture  occuppng'  the  position  of 
the  previous  inflammation.  Such  an  appendix  will  never  return  to  a 
normal  condition,  and  will  be  liable  to  subsequent  disease.  If.  how- 
ever, the  inflammatory  process  continues,  the  apjxrndicular  ]K"ritanilis 
will  excite,  through  bacteria  or  their  toxins,  an  inflammation  in  tlie 
serous  covering  of  a  viscus  or  of  the  abdominal  wall,  or  of  btith,  which 
may  be  contiguous  to  the  appendix.  Then,  the  jilastic  exudate  taking 
place,  adhesion  between  these  peritoneal  surfaces  will  occur  {adhesive 
peritonitis).  By  such  extension  of  the  peritonitis  the  appendix  will 
become  buried  in  coils  of  intestine,  or  between  intestine  and  abdominal 
wall;  and  should  the  infiltration  now  subside,  llie  apix-ndix  will  be 
bound  down  and  adherent  through  organization  of  the  exudate  into 
more  or  less  permanent  connective-tissue  bands.  'I'he  ptTmanency  of 
thc5c  adhesions  will  depend  largely  upon  how  much  continuous  irrita- 
tion is  kept  up  by  the  altered  appendix.  If.  however,  the  infective 
process  continues,  a  suppurative  inllammation  wilt  be  excited  outside 
the  appendi.x  and  within  the  area  of  the  exuilnte,  and  a  peri-appcnclicu- 
lar  abscess  will  result.  Such  an  abscess  will  be  sharply  confiiietl  by  the 
adhesions  around  it ;  and  it  is  even  now  possible  for  the  active  process 
to  terminate  and  the  contents  of  the  encapsulated  abscess  to  undergo 
gradual  absorption  or  caseation.  If,  however,  the  process  actively  con- 
tinues, the  abscess  will  become  progressively  larger,  but  with  a  ten- 
dency to  remain  limited  by  adhesions  formed  by  the  advancing  peri- 
tonitis on  the  outskirts  of  the  actively  infective  process.     The  direction 
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in  which  an  abscess  will  extend  depends  upon  the  position  and 
tion  (if  the  ap|x;ndix  (Hartley).  It  may  extend  across  the  pdvis 
the  left  fossa,  down  into  the  pelvis,  upward  and  inward  among  the  < 
of  ileum,  ur  upward  along  ihe  right  side  of  the  cecum,  rej 
to  the  diaphragm.  If  extendinj^  and  not  opened  by  the  sui 
abscess  may  rupture  into  the  cecum,  externally  through  the  abdoduiat' 
wall,  or  into  the  rectum,  bladder,  or  vagina ;  or  in  the  ascending  \trktf 
it  may  cause  a  perihepatitis  and  abscess  of  the  liver,  or  it  may  openote 
the  pleural  cavity;  or,  after  causing  an  adhesive  intlammation  bctvta 
the  costal  and  pulmonary  pleura,  it  may  open  into  a  bronchus.  TW 
abscess,  however,  may  break  through  the  confines  of  the  adhesiNTpnv 
tonitis  and  so  cause  a  genera!  septic  inflammation  of  the  whole  scjooi 
membrane.  Rupture  through  the  abdominal  wall  rarely  takes  pba 
spontaneously  (McKunicy,  Park). 

Such  an  attack  of  appendicitis  will  begin  suddenly,  with  pain  rrfcrtod 
to  the  epigastric  or  umbilical  region  of  the  abdomen,  nausea  aodvos- 
iling  occurring  simultaneously  with  the  apjiearance  of  the  pain.  Tk 
temperature,  which  i.s  rarely  ushered  in  by  chills,  and  almost  never  bj 
a  distinct  rigor,  ranges  from  lOO*'  to  103"  I'.  The  pulse  at  the  bcpn- 
ning  of  the  attack  is  full  and  about  100;  but  occasionalU-  after  an  al^ 
of  vomiting  it  may  be  more  rapid.  After  from  six  to  twelve  hours  the 
pain  is  locidi/cd  in  the  right  iliac  fossa  ;  the  temperature  usually  rcmaia* 
elevatetl,  and  the  pulse  more  rapid  and  bounding  than  normal.  Pre» 
ure  over  the  base  of  the  ap]>fiKlix  elicits  well-marked  point-tenderncs, 
the  abdomen  is  tympanitic,  and  distinct  muscular  resistance  is  noted 
upon  the  alifccted  side.  If  the  inflammation  docs  not  extend  bntwid 
the  appendix-wall,  no  tumor  will  be  felt ;  but  the  dilated  approAx 
itself  may  in  some  cases  be  readi!>-  made  out.  In  order  to  fccl  tk 
appendix  strong  pressure  should  be  made  with  the  hand,  at  first  in  the 
median  line,  anil  then  moved  outward  and  downward  toward  the  ilijc 
spine,  suflTtcient  pressure  being  maintained  to  identify  structures  whidi 
become  interposed  between  the  hand  and  the  posterior  abdominal  walL 

Should  the  inflammation  subside  at  this  point  in  the  attack,  all  symp- 
toms will  gradually  disappear  within  a  few  days,  the  point-tcndcmcss, 
which  is  the  most  persistent  of  the  signs,  remaining  for  a  longer  pcfiod. 
If  adhesive  peritonitis  takes  place  the  symptoms  persist,  and  there  b 
addeil  the  local  sign  of  a  tumor  in  the  right  fossa,  caused  by  the  adhe- 
rent mass  of  coils  of  intestine.  Where  an  abscess  forms  and  extend 
the  tumor  is  seen  to  grow  larger,  and  the  symptoms  of  septic  inton- 
cation  of  a  varying  degree  of  scvcrit>^  will  present  themselves.  If  no( 
surgically  treated,  such  an  abscess  may  yet  rarely  undergo  .<tpontaneoe5 
cure  by  cnca[)siil;ition  of  the  abscess,  with  gradual  caseation  and 
absorption  of  its  contents ;  or  the  abscess  may  rupture  and  discharge 
its  contents  externally  or  into  some  viscus;  or  the  rupture  may  occur 
into  the  free  abdominal  cavity,  with  .septic  general  [x'ritonitis  and 
death ;  or  the  patient  may  die  of  prolonged  sepsis  and  exhaustion. 

Perforative  Appendicitis. — When  perforation  of  the  appendix  takes 
place  after  protective  adhesions  Jiavc  been  formed  by  a  previous  attack 
of  inflHinniation,  the  contents  of  the  appentllx  will  escape  into  the  ma*^ 
of  connective-tissue  adhesions  rather  slowly,  exciting  a  suppuratirr 
inftammatton   and   resulting  in   the  formation  of  a   jieri -appendicular 
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abscess,  whose  course  and  symptoms  will  be  similar  to  those  already 
de*M:ril>ed  under  Supimrative  Ap[>endtcitis.  If  the  current  attack  has 
caused  the  adhesions,  abscess  will  follow  the  [wrforation  as  before ;  but 
its  growth  will  be  more  rapid  because  of  the  smaller  resistance  offered 
by  the  fresh  adhesions.  These  cases  may  start  as  comparatively  mild 
attacks,  and  will  be  apparently  doing  welt  when  a  sudden  rise  of  tem- 
perature with  some  collapse  and  increased  pulse-rate  show  that  per- 
foration has  taken  place.  When  the  perforating  ulceration  has  been 
caused  by  a  fecal  concretion,  this  concretion  will  be  found  within  the 
lumen  of  the  appendix,  opposite  the  opc-nin^  made,  or  will  have 
escaped  through  the  opening  and  be  found  loose  in  the  abscess -cavity. 
Such  an  attack  cannot  undergo  cure  by  encapsulation  and  absorption. 
Perforation  may  occur  witliout  the  presence  of  a  fecal  concretion,  in 
which  case  the  current  attack  of  inflammation  has  caused  a  swelling 
of  the  coats  of  the  appendix  that  has  rendered  a  previously  existing 
stricture  impervious.  Hyjiersecretion  and  overdi  stent  ion,  with  stretch- 
ing and  thinning  of  the  parietes  of  the  appendix,  may  then  cause  a 
rupture  of  the  wall,  with  leakage  of  the  contents  into  the  surrounding 
mass  of  connective  tissue. 

In  the  second  variety  of  (wrforative  appendicitis  either  there  have 
been  no  previous  attacks  of  inflammation  or  they  have  left  no  perma- 
nent adhesions,  and  the  present  attack  has  given  rise  to  none ;  but  the 
appendix  is  strictured,  and  on  the  distal  side  of  the  stricture  there  may 
have  been  formed  a  concretion  made  up  of  food-detritus  and  desqua- 
mated epithelium,  and  pressure  by  this  concretion  may  cause  an  ulcer- 
ation of  the  appendix-wall,  which  is  likely  to  be  accompanied  by  few, 
if  any.  symptoms.  Or  the  perforation  may  be  the  result  of  overdis- 
tcntion  of  the  lumen  of  the  appendix.  With  the  rupture  and  the 
escape  of  the  contents  of  the  appendix  into  the  free  abdominal  cavity 
there  will  occur  sudden  pain  of  an  excruciating  character,  referred  to 
the  ejMgastrium,  vomiting,  fever,  rapid  pulse,  board-like  abdomen  which 
is  tympanitic  on  percus.'iion,  collap.se,  and  all  the  symptoms  of  a  general 
purulent  peritonitis  with  septic  intoxication. 

Qansrenuus  Appendicitis. — In  this  variety  of  the  disease  the  bac- 
terial infection  is  sufficiently  intense  to  cause  a  rapid  necrosis  of  the 
appendix  in  whole  or  in  part,  with  immediate  infection  of  the  general 
peritoneum,  frequently  resulting  in  death  of  the  individual  from  septic 
intoxication.  It  has  been  claimed  that  septic  thrombosis  of  the  appen- 
dicular artery  is  the  cause  of  this  rapid  gangrene  en  masse  of  the 
appendix,  but  recent  investigators  have  failetl  to  find  either  thrombosis 
or  endarteritis  of  the  afierent  vessel  of  the  appendix  (Hawkins).  Very 
little  exudate  is  found  in  the  peritoneal  cavity  in  these  cases,  and  this  i.s 
of  a  serosanguinolent  character.  The  reaction  of  the  tissues  in  the 
immediate  neighborhood  of  the  wound,  in  such  of  these  cases  as  have 
been  operated  upon,  is  especially  striking.  No  attempt  at  limiting 
adhesions  takes  place,  and  the  wound  will  be  almo.st  dr>'  or  will  con- 
tain at  the  bottom,  between  the  coils  of  gut.  a  small  amount  of  thin, 
brownish-colored  fluid  pos.se.ssing  an  offensive  characteristic  odor.  No 
granulations  appear  anywhere  upon  the  wound-surface,  and  even  after 
five  or  six  days,  should  the  patient  live  so  long,  the  wound  will  have 
the  appearance  of  having  but  recently  been  made.     Death  frequently 
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takes  place  at  the  end  of  three  or  four  days  aflcr  the  beginntag  ufi 
attack.     In  these  cases  the  symptoms  presented  from  the  vcr^'ii 
tion  of  the  attack  arc  those  of  profound  septic  intoxication  and  ct 
Thu  pulse  is  small,  compress ible,  and  rapid — i  20  to  140;  the 
turc  is  usually  subnornial ;  ilic  .skin  is  cold  and  covered  with  a 
(>erspiration ;  the  urine,  either  suppressed  entirely  or  small  in  qnaflttf/ 
will  contain  albumin  and  casLs.     Restlessness  and  delirium  gi\x  va;to 
coma  and  death-     The  abdomen  may  be  retracted,  or,  because  (rf  tir 
absolute  intestinal  paresis,  it  may  be  t}'mpanitic  from  distcntiofi  04' ik 
intestines  with  gas. 

Recovery  from  such  an  attack  without  operation  is  inconcdxitie. 
and  it  is  in  such  cases  that  operative  treatment  is  to  be  insbtElcd 
immediately  upon  the  making  of  the  diagnosis.  With  the  soorcc  of 
the  infection  radically  removed  and  the  danger  of  continuous  rtznfec- 
tion  eliminated,  the  prognosis  will  depend  upon  the  amount  and  dtptt 
of  general  septic  intoxication  already  present,  and  upon  the  rractiop  t/ 
the  individual  to  the  nietliods  of  treatment  instituted  to  combat  ii 

Chronic  Appendicitis — An  appendix  which  has  been  the  xx\  d 
even  so  nnid  a  disturbance  as  an  attack  of  ap|>ondicuIar  coltc  U  in  a 
abnormial  condition,  and  is  a  menace  to  the  healtli  and  even  to  the  liit 
of  its  possessor.  When,  however,  a  more  serious  varictj'of  appcodcn- 
lar  disease  has  occurred,  the  organ  will  be  left  in  a  distinctly  cripfiici: 
condition,  and,  as  a  rule,  will  be  the  seat  of  chronic  changes  in  its  «lu}e. 
its  lumeii,  or  in  some  of  its  coals.  Such  an  appendix  will  ihereforf  be 
more  liable  than  before  the  first  attack  to  subsequent  attacks  of  tfct 
disease.  If  these  attacks  are  separated  by  more  or  less  long'  intcn'ah. 
during  which  the  patient  is  free  from  symptoms,  the  condition  is  knowi 
as  rdapsing  appendicitis ;  and  in  this  disease  the  succeeding  atlacb 
have  a  marked  tendency  to  become  more  and  more  severe  in  chaTdCto 
hi  the  trcurrcttl  variety  the  intervals  between  the  attacks  arc  short. 
and  the  patient  is  at  no  time  in  a  state  of  health  ;  indeed,  he  is  mudt 
more  commonly  a  confirmed  chronic  invalid.  The  attacks  may  be 
mild  or  .severe,  with  the  .same  tendency  as  in  the  relapsing  variet)  tii 
become  more  and  more  severe,  and  arc  usually  acconifianied  hy  xi\ 
increased  amount  of  peri-appcndicular  adhesions,  so  that  when  pcrfitfj- 
tion  takes  place  In  these  Ciises  the  formation  of  a  circumscril>cd  ;ib««c»^ 
is  more  apt  to  occur  than  general  peritoneal  infection.  The  ^rcnpCoas 
which  accompany  the  attacks  rtf  chronic  appendicitis  arc  pain  wiA 
nausea  and  vomiting  and  a  var>'ing  degree  of  prostration.  Constip** 
tion  is  more  common  than  diarrhea  in  the  chronic  form  of  appendicular 
disease. 

The  prognosis  of  appendicitis  depends  largely  upon  the  variety  of 
the  disease  under  consideration  ;  bui  the  severity  of  the  lesion  an*! 
of  the  .symptoms  is  in  direct  ratio  to  the  virulence  of  the  infcct>o(L 
Another  important  factor  in  this  connection  is  the  ability'  of  the  paticrtt 
to  resist  infection.  Persons  of  a  gouty  or  a  rheumatic  diathesis,  tbtsc 
with  inactive  or  diseased  kidneys  or  of  well-marked  alcoholic  habits^ 
or  those  in  whom  malnutrition  is  cvidcnLcd  by  large  accumulabons 
of  adipose  ti-ssuc.  arc  peculiarly  prone  to  become  \'ictims  to  in(ccti%c 
processes.  The  condition  of  the  kidneys  is  perhaps  one  of  the  be*: 
guides  upon   which  to  ba.se  a  prognosis  in    append icitis-sepckcirai 
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\Vhcn  the  urine  cuntains  large  amounts  of  albumin  and  many  casts  it 
shows  that  the  kidneys  arc  choked  with  bacteria,  and  the  prognosis 
is  unfavorable  with  or  without  operative  treatment.  That  appendicitis 
frequently  occurs  and  is  recovered  from  sufficiently  to  permit  of  the 
individuals  dying  of  other  diseases  years  ;ifterward,  has  been  amply 
proved  ;  and  it  has  been  recorded  tluit  in  230  autopsies,  70  per  cent. 
showed  evidences  of  chronic  inflanmiation  in  the  peritoneum  about  the 
ilco-appendlcular  region  (Byron  Robinson). 

Diagnosis. — An  attack  of  appendicitis  accompanied  by  the  charac- 
teristic symptoms  of  the  disease  is  rarely  mistaken  for  any  other  con- 
dition ;  but  other  diseases  within  the  abdomen  may  present  many  of 
the  symptoms  of  appendicitis.  Inflaminatioii.s  of  other  portions  of  the 
gastro-intestinal  tract  that  are  accompanieii  by  pain  and  vomiting  may 
be  mistaken  for  appendicitis  ;  but  they  may  be  early  differentiated  by 
the  shorter  duration  of  all  the  symptoms,  and  more  surely  by  the 
absence  of  localized  pain  and  point-tendeniess.  InRammation  and 
fecal  impaction  of  the  cecum  are  certainly  rare,  and  need  only  be  men- 
tioned. The  passage  of  gall-stones,  wilh  or  without  distention  of  the 
gall-bladder,  may  be  recognized  by  the  history  of  the  case,  by  the 
jaundice  if  present,  by  the  character  of  the  pain  and  its  location,  and, 
if  the  gall-bladder  be  distended,  by  the  po.sition  of  the  tumor.  In 
renal  colic,  when  on  the  right  side,  the  pain  and  the  vomiting  with  the 
prostration  will  often  mislead  even  a  very  careful  observer,  and  such 
cases  have  been  operated  upon  for  appendicular  disease.  The  sudden 
cessation  of  the  |Kun  in  ureteral  calculus  is  one  of  the  strong  points  of 
a  difTerenlial  diagnosis.  A  purulent  cyst  of  the  ureter  has  led  to  oper- 
ation for  a  di.seased  apjicndix,  the  .symptoms  of  the  case,  both  subjective 
and  objective,  simulating  tho<;e  of  appendicitis  (Guiteras). 

Tumor  of  the  kitlney  or  floating  kidney  may  lead  to  errors  in  diag- 
nosis;  but  a  careful  historj' of  the  case,  with  a  '!tndy  of  the  urinary 
symptoms,  will  allow  of  exclusion  of  the  appendix  as  the  cause  of  the 
symptoms.  To  differentiate  an  attack  of  typlmid  fever  from  one  of 
apjiendtcitts  fs  at  times  exceedingly  difficult  for  the  first  day  or  two  of 
the  illness;  but  later  the  range  of  tlie  temperature  characteristic  of 
the  former  inflammation  will  make  the  differentiation  easy.  The 
Widal  reaction  of  the  typhoid  bacillus  is  of  but  little  positive  assistance 
here,  as  it  is  usually  present  only  late  in  the  disease;  if  present,  it 
might  be  impossible  lo  know  that  it  was  nut  jjrnduced  by  a  former 
attack,  or.  if  absent,  that  it  would  not  subsequently  develop.  The 
diagnosis  between  these  conditions  is  rendered  still  more  difficult  by 
the  fact  that  both  may  be  present  at  the  same  time,  and  the  perfora- 
tion that  takes  place  may  be  from  a  typhoid  ulcer.  Again,  tj'phoid 
fever  will  often  j)resent  very  irregular  symptoms,  and  occasionally  the 
diagnosis  cannot  be  positively  made  until  the  belly  Is  opened.  This  is 
es|>eclally  true  where  the  patient  ha-s  not  been  under  previous  observa- 
tion, or  where  no  particular  symptoms  have  been  noted  until  perfora- 
tion has  occurred  with  the  sudden  development  of  its  symptom.  In 
such  a  case  no  satisfactory  opinion  can  be  formed  until  the  abdomen  Ls 
opened  and  tlie  site  of  the  jjerforation  found.  Fortunately,  the  posi- 
tions of  the  perforation  in  the  two  diseases  are  not  far  apart,  and  an 
incision  along  the  outer  border  of  the  rectus  muscle  will  give  salisfac- 
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lor>'  access  in  cither  cast;  the  perforation  may  then  be  surpciEt 
treated  wliatcver  its  cause  may  have  been.  The  point-tcndemo-  - 
appendicular  itivolvenieitt  is  of  especial  value  in  this  diffcrentiatvio,  «tu 
is  very  unlike  the  jjcncral  regional  tenderness  of  typhoid  fc\-cr. 

In  children  it  may  be  diflflcuU  to  dificrentiatc  an  -intussusccpboi 
from  an  appendicitis  witli  adhcsiuns  nr  with  abscess  ;  but  in  the  forme 
disease  the  tumor  is  scldnin  lucalijted  in  the  right  iHhc  fossa,  and  llx 
tentlerncss  is  geiieral.  The  history  of  the  case,  and  especially  ot 
onset,  will  materially  aid  the  observer  in  making  the  diagnosis.  Tut 
cular  peritonitis  has  frequently  been  operated  upon  for  appenc 
(Morris,  Bull) ;  indeed,  an  appendix  wliich  has  received  a  traui 
may  become  infected  with  tubercle  bacilli  instead  uf.  or  in  comfainBtiti' 
with,  the  colon  bacillus  or  other  pyogenic  bacteria,  and  become  tie 
starting-point  of  a  general  tubercular  |)eritonitis  (di  Zcrega).  Farti^ 
nately.  opening  the  abdomen  in  cases  of  tubercular  infection,  with  ur 
without  removal  of  the  appendix,  is  the  proper  treatment,  and  is  &r- 
quently  followed  by  happy  results ;  therefore,  in  a  surreal  sense.  iIk 
error  of  diagnosis  is  not  of  great  moment.  The  coexistence  of  ockr 
acute  general  diseases — scark-1  fever  (McNaughton).  pneunH>Ria  (Eife- 
bohls),  malaria  (Simon  Flcxner).  and  others — with  appendicitu  wit 
frequently  mask  the  sj-mptoms  of  the  latter  disease  or  render  il»  recog- 
nition .slow  and  uncertain. 

Carcinoma  of  the  cecum  has  been  operated  ujjon  for  appendkifc 
(Bull),  and  appendicitis  has  been  found  at  operation  when  a  dugnos 
of  cancer  of  the  cecum  had  been  made  (J.  [).  Brj'ant).  Frequcnth'  ft 
is  even  necessar>'  to  resort  to  the  microscope  for  a  positive  dJTenntal 
diagnosis.  The  most  frequent  errors  in  the  diagnosis  of  appcQckxit 
have,  however,  been  in  women,  in  whom  diseases  of  the  appenduc  sid 
di.seases  of  the  right  ovar>^  and  tube  have  been  mistaken  each  for  tbe 
other :  indeed,  either  one  existing  may  be  the  direct  cause  of  inAz» 
matory  disease  in  the  other  (Kdebohls.  H.  A.  Hare).  A  most  can&Bj 
prepared  treatise  on  the  diOrrential  diagnasis  in  women  has  bm 
written  by  Fowler,  wlio  reports  a  number  of  cases  which  sbov  tbc 
difficulties  encountered. 

While  appendicitis  may  be  complicated  by  the  simultaneous  or< 
secutive  occurrence  of  any  other  disease,  there  is  one  conditiav 
vihich  especial  attention  may  be  drawn — \iz..  phlebiti.s.  It  not  ■! 
quently  happens  that,  following  an  operation  for  appendicitis;  ii 
mation  and  thrombosis  of  the  femoral  or  ihac  \'cin  occur;  ud  is 
somewhat  remarkable  that  this  pathological  process  is  Just  as  fie^ 
quently  found  to  follow  an  aseptic  operation  upon  a  quiescent  ^V^- 
dix  as  to  occur  after  operation  upon  a  septic  case.  It  is  much  mat 
common  upon  the  left  than  upon  the  right  side,  which  wocdd  go  to 
show  that  it  is  not  of  local  origin :  and  \x-t  the  patient  m^*  pnaOK 
no  other  signs  or  sv'mptoms  of  sejilic  infection.  It  would  seeai  la  be 
caused  by  a  vrry  mild  systemic  infection  which  v^  not  of  sn&aeit 
tnirnstty  In  cause  general  symjitonis.  but  which  in  that  particnlar  aifr 
vidual  finds  a  point  of  sufftctent  vulnerability  in  the  wall  of  tberaaftr 
£ivorable  lodgement  and  the  development  of  infective  raatcriaL 

The  Treatment  of  Appendicitifi. — Tbc  number  of  { 
who  regard  appendicitis  as  a  medical  disease  is  rapidly  i 
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even  those  who  claim  ilmt  some  attacks  of  appendicitis  yield  to  medi- 
cal measures  are  entirely  unable  to  select,  in  the  early  stages  of  the 
disease,  the  cases  which  they  have  confidence  in  treating  by  internal 
remedies.  No  medical  treatment  of  proved  value  for  appendicitis  has 
ever  been  presented  to  the  profession,  and  the  pathology  of  this  disease 
renders  it  extremely  unlikely  that  any  such  treatment  will  ever  be  dis- 
covered. In  other  words,  every  case  of  appendicitis  is  liable  sooner  or 
later  to  demand  surgical  interference  for  its  cure.  Nevertheless,  the 
dictum  liiat  every  ca:>e  of  appendicitis  should  be  operated  upon  as  soon 
as  diagnosis  is  made  is  not  to  be  accepted.  In  many  mild  cases  oper- 
ation should  be  delayed  until  the  acute  attack  h;ts  passed,  in  order  that 
a  much  better  and  safer  operation  may  be  done  in  tlic  quiescent  period. 
In  some  cases  the  shock  aiiid  (genera]  disturbance  accompanying  sudden 
peHbralions  render  it  advisable  to  defer  operation  for  at  least  a  few 
hours;  and  tn  others  it  is  wise  to  postpone  operation  until  favorable 
conditions,  such  as  light,  good  assistants,  and  complete  preparations, 
can  be  obtained.  During  this  period  of  delay,  treatment  which  may 
properly  be  called  paUiativc  should  be  adopted.  Excluding,  then,  the 
cases  of  acute  appendicitis  which  arc  characterized  by  such  violent 
symptoms  at  the  very  onset  that  operation  cannot  be  done  too  soon, 
palliative  treatment  is  to  be  made  use  of  on  all  occasions  for  a  longer 
or  shorter  time.  Absolute  rest  in  the  recumbent  position  is  to  be 
insisted  upon  ;  and  generally  some  cold  application,  such  as  the  ice- 
bag  or  the  rubber  coil,  is  of  great  value  in  relieving  pain  and  tending, 
perliaps,  to  diminish  inflammatory  action.  Counterirritation  to  the 
skin  over  the  site  of  the  disease  is  of  no  value  <!c  far  as  controlling  the 
disease  is  concerned,  and  usually  produces  an  unfavorable  elTcct  upon 
the  skin  in  case  operation  should  be  required.  As  nausea  is  a  frequent 
early  symptom,  food  and  drink,  so  far  as  possible,  should  be  omitted. 
Stimulation,  if  necessary,  may  be  given  by  the  rectum.  In  the  early 
stige  vomiting  is  better  controlled  by  hypodermic  injections  of  mor- 
phin  in  small  doses  than  by  any  other  means.  Anodynes,  however, 
should  be  very  cautiously  made  use  of  until  a  positive  diagnosis  has 
been  made,  as  they  tend  to  mask  the  symptoms  and  so  to  mislead  the 
surgeon.  Cathartics  should  not  be  employed,  as  they  increase  [jeris- 
talsis  and  nausea,  and,  so  far  as  known,  have  no  beneficial  effect  upon 
the  disease  itself  When  nausea  and  vomiting  have  ceased,  fluid  nour- 
ishment may,  of  course,  be  given. 

The  diagnosis  of  appendicitis  having  been  cstabhshed,  suBicient 
anodjme  to  give  reasonable  comfort  may  be  made  use  of;  but  neither 
anodynes  nor  antipyretics  should  be  administered  to  such  an  extent  as 
to  lead  one  to  underestimate  the  gravity  of  the  attack.  No  attack  of 
ap[x:ndiciti5  can  be  considered  as  recovered  from  until  the  function  of 
the  bowels  has  become  restored  and  all  other  symptoms  have  disap- 
peared, if  we  except  some  slight  tenderness  when  pressure  is  made 
over  the  base  of  the  appendi.x.  This  last  sign  may  continue  for  a  long 
period  after  all  others  have  disappeared,  and  even  until  a  recurrence  of 
the  disease  takes  place. 

At  the  commencement  of  every  ca.se  of  appendicitis  the  question  of 
operative  interference  should  be  carefully  considered,  as  it  is  quite  pos- 
sible that  a  few  hours  may  determine  the  absolute  necessity  for  opera- 
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tory  access  in  either  case ;  the  perforation  may  then  be  suipoSj 
treated  whatever  its  cause  may  have  been.  The  point-tcndcrocaa  k 
ap)>cndicular  involvement  is  of  especial  value  in  this  difrerentiatido,ji4 
is  very  unlike  the  yencral  regional  tenderness  of  typhoid  fever. 

In  children  it  may  be  difficult  to  differentiate  ati  -intussusccpbu 
from  an  appendicitis  with  adhesions  or  with  abscess  ;  but  in  the  \oam 
disease  the  tumor  is  seldom  locali/.ed  in  the  right  ihac  fossa,  and  tk 
tenderness  is  general.  The  histor>'  of  the  case,  antl  especial!}'  of  o. 
onset,  will  materially  aid  the  observer  in  making  the  diagnosis.  Tibo- 
cular  peritonitis  has  frequently  been  operated  upon  for  appeodidlK 
(Morris,  Bull) ;  indeed,  an  appendix  which  has  received  a  traumatbn 
may  become  infected  with  tubercle  bacilli  instead  of,  or  in  combJnatiaD 
with,  the  colon  bacillus  or  other  pyogenic  bacteria,  and  become  tlv 
starting-point  of  a  general  tubercular  peritoniti.s  (di  Zercga).  FoftH- 
nately,  opening  the  abdomen  in  cases  of  tubercular  infection,  with  « 
without  removal  of  the  appendix,  is  the  proper  treatment,  and  is  6t- 
quently  followed  by  happy  results ;  tliercfore,  in  a  surgical  scn*c,tl« 
error  of  diagnosis  is  not  of  great  monienL  The  coexistence  of  other 
acute  general  diseases — scailet  fever  (McNaugliton).  pneumonia  (Fj*- 
bohls),  malaria  (Sinton  l-lexiier),  and  others — with  appendicitis  ti 
frequently  mask  the  symptoms  of  the  latter  disease  or  render  its 
nition  stow  and  uncertain. 

Carcinoma  of  the  cecum  has  been  operated  upon  for  appendices 
(Bull),  and  appendicitis  has  been  found  at  operation  when  a  diagnoa 
of  caiiccr  of  the  cecum  had  been  miidc  (J.  D.  Bryant).  Krcqucntlvii 
is  even  neccssar)'  to  resort  to  the  microscope  for  a  positive  diflcrcAtiil 
diagnosis.  The  most  frequent  errors  in  the  dia)f  nosis  of  ai>pendioti> 
have,  however,  been  in  women,  in  whom  diseases  of  the  appendix  and 
diseases  of  the  right  ovary  and  tube  have  been  mistaken  each  for  tbc 
other  ;  indeed,  either  one  existing  may  be  the  direct  cause  of  infUav- 
matory  disease  in  the  other  (Edebohls,  H.  A.  Hare).  A  most  carcWir 
prepared  treatise  on  the  diflerential  diagnosis  in  women  has  been 
written  by  Fowler,  who  reports  a  number  of  cases  which  show  tk 
difficulties  encountered. 

While  appendicitis  may  be  complicated  by  the  simultaneous  orcM- 
sccutivc  occurrence  of  any  other  disea.se.  there   is   one   conditioo  » 
which  especial  attention  may  be  drawn— viz..  phlebitis.     U  not  inftt- 
quently  happens  that,  follnwing  an  operation  for  appendicitis,  infiso- 
mation  and  thrombosis  of  the  femoral  or  iliac   vein   occur;  and  it  is 
somewhat  remarkable  that  this  pathological   process   is  just  as  6^ 
quently  found  to  follow^  an  a.scptic  operation  upon  a  quiescent  appeft- 
dix  as  to  occur  after  operation  upon  a  septic  case.      It  is  much  mat 
common  upon  the  left  than  upon  the  right  side,  which  would  eo  w 
show  that  it  is  not  of  local  origin ;  and  yet  the  patient  may  pftsctf 
no  other  signs  or  symptoms  of  septic  infection.      It  would  scemiok 
caused  by  a  very  mild  systemic  infection  which   is   not  of  suffici«i( 
intensitj'  to  cause  general  symptoms,  but  which  in  that  particular  in* 
vidual  finds  a  point  of  sufficient  vulnerabilit>-  in  the  wall  of  the  vcin(w 
favorable  lodgement  and  the  development  of  infective  material 

The  Treatment  of  Appendicitis.— The  number  of  practitioflw 
who  regard  appendicitis  as  a  medical  disease  is  rapidly  dimmjshinfi.ind 
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'even  those  who  claim  that  some  attacks  of  appendicitis  yield  to  medi- 
cal measures  arc  entirely  unable  to  select,  in  the  early  stages  of  the 
disease,  the  cases  which  they  have  confidence  in  treating  by  internal 
rcmt'dics.  No  medical  treatment  of  pruved  value  fur  ap]K.'ndicitis  has 
e\"er  lieun  presented  to  the  profes-sioii.aiid  the  patliology  of  this  disease 
renders  it  extremely  unlikely  thai  any  such  treatment  will  ever  be  dis- 
covered. In  other  words,  every  case  of  appendicitis  is  liable  sooner  or 
later  to  demand  surgical  interference  for  its  cure.  Nevertheless,  the 
dictum  that  evcr>'  case  of  appendicitis  should  be  operated  upon  as  soon 
as  (iiagnosis  is  made  is  not  lo  be  accepted.  In  iTinny  mild  cases  oper- 
ation should  be  delayed  until  the  acute  attack  has  passed,  in  order  that 
a  much  better  and  safer  oiieration  may  be  tione  in  ilie  tjuiescent  period. 
In  some  cases  the  shock  and  general  disturbance  accompanying  sudden 
perforations  render  it  advisable  to  defer  operation  for  at  least  a  few 
hours;  and  in  others  it  is  wise  to  postpone  operation  until  favorable 
conditions,  such  as  light,  good  ussistanLs.  and  complete  preparations, 
can  be  obtained.  During  this  period  of  delay,  treatment  which  may 
properly  be  called  palliative  shouUl  be  ado])tcd.  Hxcluding,  then,  the 
casett  of  acute;  ap]iendieitis  which  are  characterized  by  such  violent 
symptoms  at  the  verj'  onset  that  operation  cannot  be  done  too  soon, 
palliative  treatment  is  to  be  made  use  of  on  all  occasions  for  a  longer 
or  shorter  time.  Absolute  rest  in  the  recumbent  position  is  tu  be 
insisted  upon ;  and  generally  some  c<jkl  application,  sucti  as  the  ice- 
bag  or  the  rubber  coil,  is  nf  tjrcat  value  In  relieving  pain  and  teiuling, 
perhaps,  to  diminish  inflammatory'  action.  Countcrirrttation  to  the 
skin  over  the  site  of  the  disease  is  of  no  value  so  far  as  controlling  the 
disease  is  concerned,  and  usually  produces  an  unfavorable  effect  upon 
the  skin  in  case  operation  should  be  required.  As  nausea  is  a  frequent 
early  symptom,  food  and  drink,  so  far  as  possible,  should  be  omitted. 
Stimulation,  if  necessary,  may  be  given  by  the  rectum.  In  the  early 
stage  vomiting  is  belter  control]e<l  by  hypodermic  injections  of  mor- 
phin  in  small  doses  than  by  any  other  means.  Anodynes,  however, 
should  be  very  cautiously  maiJe  use  of  until  a  positive  diagnosis  has 
been  made,  as  they  tend  to  mask  the  symptoms  and  so  to  mislead  the 
surgeon.  Cathartics  should  not  be  employed,  as  they  increase  [x;ris- 
tatsis  and  nausea,  and,  so  far  as  known,  have  no  beneficial  effect  upon 
the  disease  itself  When  nausea  anil  vonn'ling  have  ceased,  fluid  nour- 
ishment may.  of  course,  be  given. 

The  diagnosis  of  appendicitis  having  been  established,  sufficient 
anodyne  to  give  reasonable  comfort  may  be  made  use  of;  but  neither 
anodynes  nor  antipyretics  should  be  administered  to  such  an  extent  as 
to  lead  one  lo  underestimate  the  gravity  of  the  attack.  No  attack  of 
ap{K*ndicitis  can  be  considered  as  recovered  from  until  the  fimction  of 
the  bowels  has  become  restored  and  all  other  symptoms  have  disap- 
peared, if  we  except  some  slight  tenderness  when  pressure  is  made 
over  the  ba.sc  of  the  appendix.  This  last  sign  may  continue  for  a  long 
period  after  all  others  have  disappeared,  and  even  until  a  recurrence  of 
the  disease  takes  place. 

At  the  commencement  of  every  case  of  appendicitis  the  question  of 
operative  interference  should  be  car4.'fully  considered,  as  it  is  quite  poii- 
sible  that  a  few  hours  may  determine  the  absolute  necessity  for  opera- 
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tion ;  and  it  is  only  by  the  careful  study  of  the  signs  in  each  individual 
case  during  the  first  days  or  hours  of  its  existence,  that  a  safe  conclu- 
sion can  be  reached  in  regard  to  operative  or  nan-operative  treatment. 
In  some  cases,  within  one  or  two  thiys  it  will  become  evident  that  the 
attick  will  soon  subside  and  thai  a  more  favorable  opportunity  for 
operation  may  be  selected  than  during  the  acute  stage.  In  others, 
again,  the  study  of  the  symptoms  from  the  beginning  may  demonstrate 
clearly  that  the  disease  is  on  the  increase,  and  that  the  ultimate  safely 
of  the  patient  demands  that  operation  should  be  dune  at  a  vcrj'  early 
period.  As  operation  in  any  case  may  be  \tiry  difficult,  it  shoultl  not 
be  undertaken  until  all  the  conditions  have  been  made  as  favorable  as 
possible ;  and  even  when  operation  is  indicated  by  the  sj'mptoms,  con- 
tra-indi cations,  such  as  coincident  disease  of  a  serious  nature,  may 
properly  induce  the  surgeon  to  postpone  or  even  abandon  it. 

Careful  sterilization  over  a  wide  area,  including  the  ope  rating- field. 
should  be  made,  and  ever}'  precaution  should  be  taken  that  the  work 
may  be  done  aseptically.  Kven  when  jjus  exists  in  abundance,  as  in  a 
large  abscess  about  the  appendix,  the  healing  of  the  wound  will  be 
largely  influenced  by  the  introduction  or  the  non-introduction  of  sepsis 
from  without. 

Good  light,  cither  natural  or  artificial,  is  of  the  utmost  importance ; 
and  too  much  stress  cannot  be  laid  upon  the  value  of  skilled  assistants. 

Much  information  in  regard  In  the  lesion  is  frequently  gained  at  the 
last  moment,  after  anesthesia  has  become  complete  and  muscular  rigid- 
ity has  entirely  passed  off  One  can  often  then  distinctly  recognize  the 
existence  of  a  tumor  which  before  could  not  be  appreciated  on  account 
of  the  rigiditj'  of  tlie  abdominal  wall  or  the  amount  of  pain  caused  by 
examination.  It  is  well,  too,  at  this  stage,  if  it  has  not  been  done 
before,  to  make  lht>rough  rectal  or  vaginal  examination,  as  in  some 
cases  most  valuable  information  in  regard  to  deep-tying  inflammatory 
masses  is  obtained  in  this  manner. 

In  determining  the  character  and  size  of  the  abdominal  incision,  one 
should  be  largely  influenced  by  tlie  historj'  of  the  attack,  which  will 
show  more  or  less  accurately  the  probable  extent  of  inflammatory 
adhesions.  As  a  rule,  the  presence  of  an  appreciable  tumor  will 
determine  one  to  make  such  incision  in  the  abdominal  wall  as  niay  be 
extended,  In  ca.se  of  necessity,  to  permit  of  wiile  dissection.  In  general, 
incision  should  be  so  made  that  the  base  of  the  appendix  may  readily 
be  reached  at  an  early  stage  in  the  operation,  although,  of  course, 
there  are  many  cases  of  abscess-formation  of  greater  or  less  size  in 
which  the  situation  of  the  incision  will  be  dcterminetl  by  the  location 
of  the  most  prominent  part  of  the  tumor.  One  should  never  forget  in 
planning  the  abilominal  incision  that,  so  fa:r  as  is  consistent  with  secur- 
ing the  safet\'  of  the  patient  and  the  proper  treatment  of  his  disease, 
every  effort  should  be  made  to  avoid  the  subsequent  formation  of 
hernia  at  the  site  of  operation.  Excepting  in  .<!omc  very  unusual  cases, 
incision  of  the  abdominal  wall  should  always  be  made  to  the  right  of 
the  e<!ge  of  the  rectus  muscle  and  to  the  inside  of  the  anterior  spine 
of  the  ilium  and  Poupart's  ligament.  No  one  niethod  of  operation  is 
suitable  for  all  cases,  for  they  vary  much  in  the  extent  of  the  ojierative 
work  required  and  in  the  difficulties  met  with.     The  most  perfect  oper- 
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ation  can  be  done  in  cases  of  recurring  or  chronic  disease,  in  which  few 
or  no  adhesions  cxist^  and  in  winch  the  metiiuds  adopted  are  almost 
identical  with  tJiose  Uiat  would  be  madtr  use  uf  in  removing  a  perfectly 
healthy  appendix.  It  is  best,  then,  to  stii Jy  this  nearly  normal  removal 
of  the  appendix  first. 

In  every  case  of  recurring  appendicitis  surgical  interference  should 
be  fairly  considered  during  the  quiescent  period.  Many  surgeons  and 
most  physicians  hesitate  to  urge  operation  in  the  case  of  an  individ- 
ual who  lias  hiid  only  one  very  mild  attack,  and  would  advise  wait- 
ing until  other  attacks  have  occurred.  In  numerous  instances  the 
position  thus  taken  will  a[>parently  be  justified  by  the  outc^ime,  and 
either  no  second  attack  will  occur  or  the  second  attack  will  be  at  least 
no  worse  than  the  first.  On  the  other  hand,  of  a  given  number  of 
individuals  in  whom  the  disease  has  commenced  with  a  single  mild  dis- 
turbance, a  proportion  large  enough  to  be  of  grave  importance  will  at 
the  first  recurrence  develop  a  type  of  the  disea.se  that  is  either  very 
dangerous  or  even  fatal.  It  is  liifTicull  or  impossible  to  predict  after 
one  mild  attack  of  appendicitis  whether  no  recurrence,  recurrence  in 
a  mild  form,  or  recurrence  of  a  severe  and  dangerous  type  will  ensue. 
One  is  forced,  therefore,  to  regard  the  future  of  every  individual  who 
has  had  a  clearly  ilefined  attack  of  appendicitis — no  matter  how  mild 
— as  uncertain.  It  is  easy  enough  to  reach  a  conclusion  in  tlie  case 
of  individuals  who  have  suffered  from  a  number  of  severe  attacks 
accompanied  by  much  loss  of  time  and  disability,  and  who  arc  suffering 
from  constantly  increasing  disease.  The  most  frequent  diflcrence  of 
opinion  among  professional  advisers  will  arise  in  the  case  of  the  indi- 
vidual who  has  had  only  one  attack.  My  own  feeling  in  regard  to 
such  cases  is  that  while  recurrence  is  far  from  certain,  it  is  extremely 
probable ;  and  that  as  the  second  attack  may  easily  be  severe  and 
dangerous,  calling  for  an  undesirable  form  of  operation,  it  is  much 
wiser  to  select  the  quiescent  period,  when  all  conditions  are  favorable, 
to  do  the  safest  and  best  kind  of  operation.  Of  course,  one  must  con- 
trast the  danger  connected  with  the  operation  with  the  danger  as.so- 
ciated  with  allowing  the  disease  to  recur.  That  this  last  danger  is  a 
real  one  there  is  abundant  evidence ;  and  the  danger  from  operation 
done  after  one  mild  attack,  and  before  serious  complications  in  the 
form  of  unmanageable  adhesions,  tumors,  etc..  have  arisen,  is  so  very 
small  (not  even  1  per  cent,  in  the  hands  of  some  practitioners)  that  it 
may  practically  be  left  out  of  consideration.  I  feel  justified,  therefore, 
in  advising  every  patient  vvho  has  had  a  single  clearly  defined  attack 
of  appendicitis  to  have  his  appendix  removed  in  the  quiescent  period 
and  before  a  secon<i  attack  can  occur.  Of  course,  if  after  the  first 
attack  a  well-defined  tumor  or  an  enlarged  and  tenilcr  ap])endix  can 
be  appreciated,  there  should  be  no  heshation  in  the  mind  of  anyone 
as  to  the  propriety  of  early  operation.  Many  lives  have  been  lost 
through  delay  under  these  circumstances.  If  numerous  attacks  have 
occurred,  and  especially  if  the  attacks  have  increased  in  severity, 
operation  affords  the  only  reasonable  hope  of  a  restoration  to  health. 
The  small  risk  of  the  operation  should  be  compared  with  the  uncer- 
tainty of  life,  the  loss  of  lime,  the  disability,  the  impairment  of  general 
health,  and  the  constant  dread  which  exists  in  most  cases  of  recurring 
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appendicitis ;  ;ind  jt  is  not  to  be  forgotten  that  if  another  attack  is 
allowed  to  occur,  a  much  less  successful  operation  may  be  demanded 
to  save  life  at  a  time  when  the  risk  is  very  much  y;reater. 

The  bowels  should  be  properly  evacuated  on  the  day  before  opera- 
lion.  A  few  hours  before  operation  a  large  enema  should  be  given. 
The  entire  abdominal  wall  should  be  carefully  slL-nlized. 

The  particular  method  of  oj>eralion — that  is.,  of  incision — will  depend 
largely  upon  the  extent  of  iiitra-abdominal  work  that  the  operator 
anticipates,  and  partly  upon  the  experience  of  the  operator.  The  sim- 
plest operation,  and  the  one  applicable  to  all  cases,  is  begun  by  making 
an  incision  in  the  same  line  through  all  the  tissues  o{  the  abdominal 
wall.  Tile  incision  should  begin  about  i  inch  above  a  line  drawn 
from  the  anterior  .spinous  process  of  the  ilium  to  the  umbilicus,  and 
should  be  so  placed  as  to  correspond  with  a  line  drawn  parallel  to  and 
about  \  inch  to  the  right  of  the  edge  of  the  rectus  muscle.  This  inci- 
sion is,  of  course,  not  a  vertical  one.  parallel  with  the  median  line.  The 
edge  of  the  rectus  muscle  in  the  lower  fourth  is  constantly  inclining 
toward  the  median  line.  The  incision,  then,  will  be  quite  oblique  and 
nearly  in  line  with  tlic  course  of  the  fibers  of  the  external  oblique 
aponeurosis.  The  externa!  oblique  aponeurosis  should  be  expo.sed  and 
the  incision  extended  through  it  parallel  to  the  course  of  its  fibers  and 
without  cutting  them  transversely.  VV'licn  the  edges  of  this  incision  in 
the  external  oblique  aponeurosis  arc  separated,  the  tendinous  termina- 
tion of  the  interna]  oblique  will  be  exposed,  The  incision  should  now 
be  continued  through  the  internal  oblique  and  transversalis  muscles,  just 
external  to  the  termination  of  their  muscular  fibers  in  tendon.  At  this 
point  the  abdominal  wall  is  thin,  comparatively  few  muscular  fibers  are 
severed,  and  the  edges  of  the  wound  are  subsequently  sutured  in  layers 
with  great  accuracy.  This  incision  avoids  the  verj-  undesirable  open- 
ing of  the  sheath  of  the  rectus  muscle.  At  this  stage  in  the  operation 
the  incision  through  the  internal  oblique  and  transversalis  should  be 
little  more  than  i  inch  in  length,  for  it  is  often  quite  possible  through 
an  opening  of  no  greater  extent  than  this  easily  to  extract  and  remove 
the  appendix.  If,  after  digital  examination  through  the  small  wound, 
it  is  found  that  larger  intra-abdominal  .section  is  required — as  will  surely 
be  the  case  if  an  inflammatory  tumor  exists — the  incision  can  be  readily 
extendcti  upward  and  downward  so  as  to  permit  of  greatly  extended 
work.  Before  the  jjcritoneal  cavity  is  opened  all  blood-vessels  should 
be  ligatcd.  all  arterv'-forccp.s  removed,  and  the  wound  and  the  surround- 
ing area  thoroughly  cleansed  and  dried.  Incision  of  the  fascia  trans- 
versalis, and  peritoneum  should  be  made  cautiously,  the  operator 
remembering  that  at  any  point  adhesion  of  the  intestine  to  the  anterior 
abdominal  wrdl  may  exi.st.  The  finger  is  now  to  be  introduced  through 
the  wound  and  the  appendix  searched  for.  .Sometimes  it  will  be  readily 
found,  and.  if  no  adhesions  exist,  can  be  brought  out  through  the 
wound,  and  the  rest  of  the  work  can  be  finished  outside  of  the  canty. 
In  other  cases  vcrj*  firm  adhesions  will  be  discovered,  or  .in  inflamma- 
tory tumor  not  prtviuusly  susjKretcd  will  be  found  ;  in  either  case  it  may 
be  desirable  5io  to  enlarge  the  entire  abdominal  incision  as  to  permit  of 
safe  dissection.  Frequent  search  with  the  finger  will  not  be  suflficient ; 
and  in  order  to  discover  the  appendix,  it  will  be  nccessar}*  to  draw  out 
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of  the  wound  the  first  part  of  the  ascending  colon  that  comes  into  view, 
and  then,  tracing  it  downward,  one  will  find,  when  the  caput  coli  is 
re.'ichcd.  that  tlic  anteri'ir  of  the  three  longitudinal  muscular  bands  leads 
directly  to  the  base  i.*^  tliL-  appenilix.  At  thi.s  sliigt-  it  will  generally  be 
best,  with  the  aid  of  the  blunt  aneurysn-iiecillc,  to  surrcjund  the  appen- 
<iix  near  its  base  with  a  lifjature.  which  should,  howevur,  iml  be  lied 
until  later.  ICvcn  now  it  may  be  jwssible  without  teariiij^  adhesions  to 
bring  the  appendix  completely  through  the  wound ;  but  frequently  the 
appendix  will  be  found  to  be  very  firmly  tied  dou-n.  perhaps  forming 
part  of  a  small  infianimatory  tumor,  and  perh;tps  even  communicating 
with  siinie  portion  of  adjacent  intestine  by  a  palhcilngical  ripening.    If  the 
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tip  of  the  appendix  can  be  readily  reached  and  liberated,  one  may  begin 
the  separation  of  adhesions  by  tying  off  the  mesentery  of  the  appendix 
from  the  tip  toward  the  base.  Slight  adhesions  can  generally  be 
broken  down  by  blunt  dissection,  even  with  the  finger;  but  if  strong 
and  vascular,  they  should  be  tigated  in  sections  with  fire  catgut  If  the 
appendix  is  adherent  to  a  coil  of  intestine,  much  care  must  be  exercised, 
and  in  some  cases  it  will  be  safer  to  leave  a  thin  layer  of  the  outer  coat 
of  the  appendix  attached  to  the  intestine  than  to  run  the  risk  of  injuring 
the  wall  of  the  gut.  When  the  appendix  is  closely  attached  to  intes- 
tine, the  point  of  attachment  may  cover  a  communication  between  the 
two ;  and  if  separation  were  incautiously  made,  an  opening  in  the  intcs- 
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tinal  wall  would  necessarily  be  exposed.  If  this  accident  happens,  the 
intestinal  wound  should,  of  course,  be  sutured.  As  a  rule,  it  is  best  to 
Hgatc  the  niescntcr)'  of  the  appendix  in  separate  sections,  the  appendix 
being  then  cut  away  from  Us  mesentery  beyond  the  location  of  the  liga- 
tures. Very  frequently,  however,  the  distal  end  of  the  appendix  is 
deeply  and  strongly  adherent,  and  even  tlie  whole  organ  may  be  very 
fimily  bound  down  by  inflammatory  jjroducts.  In  such  instances  one 
had  better  begin  by  detaching  the  base  of  the  appendix  from  the  colon, 
the  dissection  being  then  made  from  base  to  apex.  The  appendix 
should  usually  be  severed  at  a  point  about  \  inch  distant  from  the 
colon.  It  should  not  be  ligaled  at  first  between  the  point  of  section 
and  the  colon,  becau.se  a  stricture  or  even  a  complete  obliteration  may 
exist  between  the  point  of  division  and  the  cavity  of  the  intestine. 
Therefore,  before  finally  disposing  of  the  base  of  the  appendix,  one 
should  determine,  with  the  aid  of  the  probe,  whether  the  stump  left  has 
free  drainage  back  into  the  colon  or  not.  If  obstacle  to  free  drainage 
in  the  form  of  stricture  exists,  the  stump  may  be  cut  off  at  a  still  higher 
point  or  the  stricture  may  be  dissected  out  from  the  interior. 

In  a  small  number  of  cases  very  great  difficulty  may  be  experienced 
in  finding  the  appendix,  for  by  previous  inflammation  it  may  have  been 
so  altered  in  shape,  size,  or  position,  or  be  so  completely  covered  by 
dense  inflammatory  exudation,  as  to  require  most  careful  search  for  its 
discovery.  Patient  search,  however,  will  always  be  rewarded  ;  although 
it  may  become  necessary-  to  enlai^e  the  wound  and  to  displace  carefully 
all  overlying  pieces  of  intestine.  Kvcn  when  the  eye  fails  to  notice 
any  sign  of  a  deeply  buried  appendix,  the  finger  may  still  feel  its  indu- 
rated outline.  Careful  removal  of  overlying  false  membrane  and  sepa- 
ration of  adhesions  through  natural  lines  of  cleavage  will  eventually 
uncover  the  organ. 

If  the  stump  of  the  appendix  has  not  been  previously  attended  to. 
it  should  now  be  disposed  of  in  one  of  several  different  ways:  The 
peritoneal  coat  of  the  .Uump  may  be  brought  over  tlic  middle  and 
inner  coats  and  carefully  sutured  with  fine  silk  or  catgut ;  or  the  mucous 
membrane  of  the  stump  may  be  cut  out  and  the  middle  and  outer 
coats  sutured;  or  the  stump  may  be  cut  away  very  close  to  the  colon, 
and  that  portion  of  the  wall  of  the  colon  which  includes  the  orifice  be 
depressed  with  a  probe  or  forceps,  and  the  edges  of  the  furrow  thus 
made  carefully  sutured. 

Robert  Dawbarn  has  suggested  the  following  excellent  method  of 
closing  the  stump:  A  continuous  purse-string  suture  of  silk,  passing 
through  the  superficial  layers  of  the  cecum  \  inch  distant  from  the 
base  of  the  appendix,  is  first  placed,  but  not  tied  ;  the  appendix  is  cut 
away,  leaving  a  stump  about  \  inch  long.  The  canal  of  this  .stump  is 
dilated  with  fine  forceps,  and  the  stump  i.s  then  completely  invaginatcd 
into  the  intestine.  The  purse-string  suture  is  to  be  tied,  the  instrument 
used  for  invagination  being  withdrawn  at  the  moment  of  tjang.  In 
suitable  cases  this  is  a  ver>*  neat  and  perfect  method;  but  when  the 
stump  is  rigid  or  is  much  diseased  such  invagination  is  impossible;  or 
when  the  stump  is  thick  and  hard  and  the  caliber  narrow,  the  attempt 
at  invagination  may  result  only  in  depressing  the  whole  stump  into  the 
wall  of  the  colon.    The  remnant  of  the  appendix  might  under  such 


conditions  entirely  fail  to  drain  into  the  intestine,  and  abscess  in  the 
wall  of  the  colon,  with  subsequent   complications,  might  ensue. 

My  own  preference  in  all  cases,  excepting  such  as  require  suture 
and  repair  of  a,  considerable  opening  into  the  large  intestine,  is  for  the 
ftiUowing  mcthcid:  The  peritoneal  coat  of  the  ap(>ciidix  is  severed  by 
a  circular  incision  at  a  point  }  inch  distaiil  from  the  cecum.  This  coat 
is  peeled  back  for  a  short  distance  toward  the  intestine,  and  then  com- 
plete section  of  the  middle  and  inner  coats  of  the  appendix  is  made  at 
a  point  very  close  to  the  cecum.  Tlie  permeability  of  tlie  stump  is 
first  lo  be  determined  with  a  probe,  and  then  with  tlie  fine  point  of  the 
Paquelin  cautcrj'  the  interior  of  the  stump  is  to  be  thoroughly  burned; 
with  a  pair  of  fine  forceps  the  edges  of  tlte  stuinj)  are  bn^ught  together, 
the  stumj)  itself  slightly  depressetl,  and  a  purse-string  suture  of  cat- 
gut, previously  placed  J  inch  distant  from  the  base  of  the  appendix,  is 
to  be  tigluly  tied.  At  different  stages  blood  and  fluids  should  have 
been  carefully  removed,  and  occasional  washing  with  hot  sterile  salt 
siihition  resorted  to.  Every  bleeding  point  should  l>e  tigatcd  before 
the  wnunil  is  closed,  and  a  final  thorough  wnshing  with  hot  sterile  salt 
solution  made.  The  jwritoneal  wiuincl.  alsti  the  incision  in  the  fascia 
transversalis,  should  be  sutured  closely  with  fine  catgut.  The  muscular 
and  tendinous  tissues  of  the  abdominal  wall  are  separately  sutured  and 
vcrj*  careful  apposition  made,  in  order  that  subsequent  hernia  may  be 
avoided  so  far  as  possible.  If  no  contra -indication  in  the  nature  of  the 
wound  exists,  its  complete  closure  without  drainage  is  ttj  be  preferred. 
This  method,  of  course,  can  only  be  successful  when  most  careful 
attention  has  been  given  to  asepsis  throughout  the  entire  work.  Some- 
times, however,  one  will  find  in  the  course  of  the  operation  that  a 
small  encysted  abscess  exists  as  a  result  of  a  previous  attack.  In 
such  cases  suitable  drainage  of  one  kind  or  another — usually  a  strip 
of  gauze  is  sufficient — is  required  fur  safety.  Drainage  should  be  dis- 
conlinued  at  the  earliest  safe  opportunity,  as  long  coitliruiance  of  it 
renders  the  occurrence  of  hernia  not  unlikely.  At  each  end  of  the 
skin  wound  a  small  strip  of  gutta-percha  tissue  will  drain  the  sub- 
cutaneous space  of  scrum.  This  should  be  removed  at  the  first 
change  of  dressings,  and  never  leaves  a  sinus.  The  first  change  of 
dressings  may  be  conveniently  made  at  the  end  of  forty-eight  hours, 
and  any  large  sutures  may  be  removed  at  that  time.  The  fine  cdgc- 
sulure  had  better  l>e  left  until  the  sixth  or  seventli  day.  If  the  wound 
has  required  gauze  drainage  from  the  time  of  operation,  this  material 
should  be  removed  at  the  first  change  of  dressings,  and  replaced  or 
not  according  to  the  necessities  of  the  case.  The  recumbent  position 
should  be  insisted  upon  for  at  least  three  weeks  in  every  case  in  which 
the  o[)cration  just  described  has  been  done.  Complete  repair  should 
then  have  occurred,  and  the  tendency  to  hernia  will  be  as  slight  as 
possible.  No  operation,  however,  which  involves  a  division  of  the 
muscular  and  tendinous  fibers  of  the  abdominal  wall  at  right  angles 
to  their  course  is  entirely  free  from  the  danger  of  hernia,  no  matter 
how  small  the  wound.  The  reason  is  that  when  muscular  fibers  have 
been  completely  cut  across,  it  is  totally  impossible  to  replace  the  tissues 
forming  the  edges  of  tlie  wound  so  that  tliey  will  unite  with  absolute 
accuracy   throughout  their  entire  thickness.     The  tendency  of  each 
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single  liivided  muscular  fiber  is  to  retract  from  tlic  point  of  division, 
and  every  inu-scular  movement  increases  this  tcniiency.  Moreover, 
such  section  as  has  been  described  necessarily  involves  the  severance 
of  nerves  which  cross  the  line  of  section,  and  therefore  paralyzes  the 
muscular  fibers  to  which  they  are  distributed.  The  result  is  that  tlur 
abdominal  wall  on  the  side  operated  upon  cannot  have  the  same  mus- 
cular strength  and  capacity  for  resistance  to  intra-abdominal  pressure 
as  it  had  before  operation.  To  avoid  such  damage  to  the  abdominal 
wall,  to  allow  of  absolute  replacement  of  the  parts  involved,  and  to  do 
away  entirely  with  the  liabiiily  to  subsequent  lierriia,  the  writer  devised 
the  following  method  of  operation — one  which  he  invariably  adopts 
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Pic  S39. — Incbion  and  separation  of  the  different  layen  of  the  abdomiiiAl  wall,  expuaiog  the 

peri  til  ncum. 

where  there  are  no  contra-tndications  to  its  use.  and  which  has  never, 
to  his  knowledge,  been  followed  by  the  slightest  weakness  at  the  site  of 
inci.sion  when  the  wound  hai  been  closed  primarily  without  drainage. 

Beginning  at  a  point  1  inch  above  the  line  drawn  from  the  anterior 
iliac  spinous  process  to  the  umbilicus,  passing  obliquely  downward,  an 
incision  is  made  which  crosses  that  line  at  a  point  li  inches  internal  to 
the  spinous  process,  and  corresponding  as  accurately  as  possible  in 
direction  to  the  fibers  of  the  external  oblique  muscle  and  aponeurosis. 
Separation  of  the  fibers  of  the  external  oblique  is  now  made  in  a  line 
corresponding  to  the  skin-incision,  and  no  tendinous  fibers  arc  cut 
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Excepting  in  fat  subjects,  the  incision  just  described  need  not  be 
of  greater  length  than  2  or  3  inches.  The  edges  of  the  wound  in 
the  external  oblique  aponeurosis  arc  to  be  pulled  apart  with  retractors 
(Fig.  232),  when  the  surface  of  the  internal  oblique  muscle  will  be 
seen,  the  fibers  of  this  latter  crossing  the  stipcrBcial  incision  nearly  at 
right  angles.  At  a  point  opposite  the  anterior  superior  spine  of  the 
ilium  the  muscular  sheath  of  the  internal  oblique  is  to  be  divided  with 
scissors  in  a  line  parallel  with  the  muscular  fiber.  With  blunt-pointed 
scissors  or  the  handle  of  the  scalpel  the  fibers  of  the  internal  oblique 
and  transvcrsalis  muscles  can  now  be  separated,  willuiut  division,  iti  a 
line  piirallcl  wilh  their  course;  that  is,  nearly  at  right  angles  tn  the 
incision  in  the  external  oblique  aponeurosis.  When  llie  separation  is 
complete  the  fascia  transvcrsalis  will  be  seen  lying  at  the  bottom  of 
the  wound.  Blunt  retractors  should  be  introduced  through  the  line  of 
separation,  and  the  edges  pulled  apart  until  a  considerable  area- — ^I 
inch  or  more  in  diameter — of  fascia  transversalis  can  be  distinctly  seen. 
If  the  opening  through  these  two  muscles  appears  too  small,  it  can 
readily  be  enlarged  by  introducing  the  two  forefingers,  acid  by  direct 
traction  still  further  .separating  the  muscles  to  almost  any  extent 
desired.  The  outer  surface  of  tlie  fasda  transversalis,  with  the  perito- 
neum closely  adherent  to  it, 'now  comes  readily  into  view.  With  finc- 
loothcd  forceps  these  membranes  may  be  lifted,  either  separately  or 
together,  and  an  opening  made  with  the  scissors,  Througli  ihis  ojk-u- 
ing  one  blade  of  the  scissors  is  introduced  and  the  opening  enlarged. 
first  t«»ward  the  nn'ddle  line  of  the  body,  and  then  outward  toward 
the  anterior  spine  of  the  ilium.  Excepting  from  the  smalt  vessels  of 
the  skin  and  subcutaneous  tissue  no  bleeding  will  occur,  and  no  mus- 
cular nerves  of  any  size  will  have  been  injured.  At  this  stage  a  suita- 
ble sponge  or  pad  on  a  handle  should  be  introduced  into  the  wound  to 
prevent  the  escape  of  intestine  or  omentum;  and  while  the  wounti  is 
thus  securely  pluggcil  al  the  bottom,  its  whole  superficial  area  antl  the 
surrounding  integument  should  be  thoroughly  cleansed  with  hot  .sterile 
salt  solution  and  again  dried.  The  .sponge  having  now  been  removed 
from  the  opening  in  the  peritoneum,  the  edges  of  the  external  oblique 
aponeurosis  should  be  held  apart  with  one  set  of  retractors  and  the 
rest  of  the  wound  \vith  another  pair.  Direct  inspection  of  the  intestine 
Or  nmenluni  which  fills  the  wound  can  then  be  made.  Some  portion 
of  the  caput  coH  or  ascending  colon  is  usually  to  be  seen  at  once,  or 
can  be  readily  found  and  brought  directly  into  view.  If  the  appendix 
can  be  at  once  felt  with  the  finger  and  brought  out  of  the  wound,  the 
rest  of  the  operation  may  be  finished  outside  of  the  abdominal  cavit>*. 
If  it  is  not  so  found,  the  intestine  should  be  drawn  out  until  the  base 
of  the  apjKndix  is  appreciated,  and  then  the  opcratifm  may  be  finished 
as  has  already  been  described  in  connection  with  the  former  method. 
After  the  appendix  has  once  been  identified,  it  is  well  to  lay  aside  the 
retractors,  in  order  that  no  injury  may  happen  through  their  use  to  the 
intestine.  The  appendix  having  been  removed  and  its  stump  disposed 
of.  the  wound  in  the  |>critoncum  and  fascia  transvcrsalis  is  to  be 
closely  sutured  with  fine  catgut.  Although  the  fibers  of  the  internal 
oblique  and  transvcrsalis  muscle  fall  together  as  .soon  as  the  retractors 
are  withdrawn,  it  is  well  tn  make  their  apposition  complete  throughout 
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the  whole  depth  of  the  wound  wjtli  a  few  fine  catgut  stitches.  The 
incision  in  the  external  oblique  ajjoncurosis  is  also  lo  be  sutured  with 
catgut  from  end  to  end.  Complete  restoration  of  tlie  elements  oi  the 
abdominal  wall  is  thus  made ;  and  if  aseptic  healinjj  takes  place,  abso- 
hitely  no  impairment  of  the  strength  of  the  abdominal  wall  will  result. 
The  patient  may  leave  his  bed  an  the  thirteenth  or  fourteenth  day. 

This  operation  has  the  following  advantages:  Muscular  and  tendi- 
nous fibers  are  .sej»arated  but  never  divided,  so  that  subsequent  muscular 
action  does  not  tend  lo  draw  the  edges  of  the  wound  apart,  but  rather 
actively  approximates  them.  KxcepUng  from  tiie  skin  and  subcuta- 
neous tissue  no  bleeding  occurs.  The  fascia  transversaljs  not  being 
drawn  away  by  the  retraction  of  the  deep  muscular  fibers,  it  retains  its 
relation  to  the  peritoneum,  and  with  the  latter  membrane  is  completely 
sutured.  As  muscular  fibers  and  nerves  have  not  been  divided,  tlicre 
is  scarcely  any  pain  felt.  Owing  lo  the  absence  t^f  nerve-scction.it  can 
always  be  noted  in  a  {latient  on  whom  this  oijcration  has  been  done, 
that  there  is  perfect  symmetry  of  the  abdominal  wall  when  the  erect 
posture  is  resumed  ;  that  is.  no  paralysis  of  the  rectus  muscle  follows. 

This  operation  requires  more  time  than  the  simpler  one.  The 
opening  into  the  peritoneal  cavity  can  easily  be  made  large  enough  for 
a[iy  ordinaiy  case,  and  the  opening  may  be  much  extended,  if  neces- 
sar\%  by  continuing  the  se|>aratior  of  the  fibers  of  the  internal  oblique 
and  transver.salis  as  far  as  the  rectus  muscle  in  one  direction,  and  as  far 
as  the  anterior  spine  of  the  ilium  in  the  other;  or  if  tt  is  desired  to 
make  a  .specially  large  opening,  the  separation  of  the  internal  oblique 
and  transversalis  may  be  made  at  a  somewhat  higher  level  than  the 
anterior  spine,  so  that  tlie  wound  may  be  enlarged  outward  to  a  con- 
siderably greater  c.vtcnt  along  the  crest  of  the  ilium.  If  for  special 
reasons  a  still  larger  opening  is  required,  it  can  be  obtaine<l  by  making 
further  section  vertically  downward  from  the  inner  end  of  the  wound, 
just  external  to  the  edge  of  the  rectus  muscle.  In  this  manner  a  con- 
siderable triangular  flap  is  made,  whicli  can  be  turned  outward  an<l 
downward,  and  thus  a  large  area  of  the  abdominal  cavitj'  be  exposed. 

The  advantages  of  the  operation  are  largely  dependent  upon  free- 
dom from  deep  drainage  of  the  wound,  as  only  in  the  absence  of  such 
drainage  can  perfect  reposition  of  the  separated  parts  be  made.  If 
necessary,  however,  the  deep  wound  can  be  drained  as  in  any  other 
abdominal  incision. 

Operations  during  the  acute  stage  of  appendicitis  can  sometimes  be 
carried  out  in  a  manner  very  similar  to  the  methods  already  described; 
but  the  fact  that  the  s|)ecial  indication  for  operating  in  acute  conditions 
is  the  evidence  that  positive  infection  of  the  tissues  has  taken  place, 
demands  that  such  opcmtion  should  be  done  as  will  permit  the  disease 
lo  be  eradicated  as  completely  as  pos.sibIe  and  proper  drainage  to  be 
made.  Whether  the  infection  is  still  confined  lo  the  appcndi.v  alone  or 
has  already  reached  the  ti.ssucs  surrounding  it,  safe  treatment  requires 
that  the  whole  involved  area  should  be  exposed,  disinfected  with  great 
thoroughness,  and  carefully  and  eflTicicntly  drained.  Such  symptoms 
as  indicate  at  the  end  of  twenty-four  or  thirty-six  hours  that  the 
disease  is  progressing,  and  that  there  is  positive  danger  in  allowing 
it  to  pr<^ress   further,   call   for  immediate   operation    in   the  acute 
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condition.  These  symptoms  may  be  high  temperature,  quick  pulse, 
intense  pain,  and  clearly  defined  muscular  rigidit>';  and  yet  in  ninny 
cases  equally  severe,  one  or  more  of  these  symptoms  may  be  absent. 
The  important  indication  is  a  progressive  infection;  and  if  one  is  in 
doubt  as  to  the  necessity  for  operation,  it  is  far  wiser,  when  no 
special  contra-indication  exists,  to  operate  than  to  delay.  In  some 
cases  it  is  perfectly  evident  within  the  first  few  hours  that  opera- 
tion should  be  done  immediately,  for  the  severity  and  rapid  incre<ise 
of  the  symptoms  clearly  indicate  the  serious  illness  of  the  patient 
When  pulse  and  temperature  arc  both  high,  when  vomiting  is  per- 
sistent, and  when  the  signs  of  a  rapid  involvement  of  peritoneum  arc 
present,  operation  should  be  done  at  once.  In  other  cases,  although 
Doth  the  pulse  and  temperature  may  be  low.  the  general  appearance  of 
the  patient  will  indicate  dangerous  sepsis.  An  abnormally  sallow  color, 
a  general  sense  of  weakness,  a  feeble  pulse,  ill-defined  pain  in  the  usual 
locality,  with  rather  widespread  tenderness  on  prcs.sure,  especially  over 
the  pelvis,  are  indications  of  a  septic  condition  of  dangerous  impor- 
tance. With  such  signs  gangrene  of  the  appendix  often  exists,  or  a 
suppurative  condition  without  limiting  adhesions. 

It  is  vcr)'  evident  that  it  is  not  necessary  to  operate  immediately 
upon  ever>*  case  of  acute  appc-ndicitis,  for  we  meet  with  numerous 
patients  whose  histories  show  clearly  that  they  have  had  a  number  of 
acute  attacks  and  have  apparently  recovered  from  each  one  of  them. 
Nevertheless,  every  acute  attack  is  worthy  of  careful  .study  and  frequent 
observation,  for  only  by  such  attention  can  we  distinguish  between  the 
cases  which  should  be  operated  upon  at  once  and  those  in  which  it  will 
be  wiser  to  allow  the  attack  to  subside,  in  order  that  better  and  safer 
operation  may  he  done  during  the  period  of  quiescence.  It  is  very 
much  to  be  hnpcd  that  no  pr.ictilioner  will  so  construe  the  last  state- 
ment that  he  will  be  encouraged  to  delay  attending  to  important  cases 
in  the  mere  hope  that  their  attacks  will  subside.  Careful  watch  at  Iea.";t 
should  be  maintained,  so  that  the  slightest  change  for  the  worse  may 
be  appreciated. 

The  usual  type  of  acute  api^endicitis  is  characterized  by  sharply 
defined  signs  such  as  have  been  already  described.  These  cases 
should  be  frequently  observed  tluring  the  first  twenty-four  or  thirty- 
six  hours.  In  some  of  them  it  will  become  very  clear  long  before 
this  period  has  elapsed  that  operation  should  be  done  immediately; 
and  in  many  others,  although  by  the  end  of  twenty-four  or  thirty-six 
hours  the  symptoms  are  becoming  only  moderately  more  severe, 
oijcration  shouhl  he  done,  Opemtion  at  this  stage  is  not  difficult ; 
it  is  radical  and  ver>'  safe.  It  is  true  that  if  no  operation  be  done, 
the  patient  may  recover  from  this  particular  attack ;  with  strong 
probability,  however,  that  the  disease  will  recur,  or  an  abscess  will 
form  which  will  rcqiiire  operation  at  a  less  favorable  time,  or  that 
general  septic  peritonitis  will  be  initialed,  from  which,  even  with  opera- 
tion, most  patients  die.  If  at  the  end  of  the  same  period  the  condition 
of  the  patient  is  doubtful  and  it  is  uncertain  wlit-lher  the  attack  Is  sub- 
sifiing  or  getting  worse,  the  safer  course  is  to  operate.  It  is  a  grave 
mistake  to  delay  until  highly  developed  signs  of  serious  disease  have 
arisoi  before  deciding  to  interfere.     To  be  at  all  uniformly  successful. 
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operation  must  be  done  before  the  gravest  signs  of  disease  have 
appeared.  If  at  an  early  pt'riod  it  becomes  clear  that  the  attack  is  a 
itiJld  one  and  will  readily  subside,  operation  should  be  postponed  until 
all  signs  of  illness  have  disappeared.  The  wisest  course  will  then  be  to 
operate  upon  such  a  patient  during  the  quiescent  period  and  before  he 
can  suffer  from  another  attack  ;  but  such  operation  should  not  be  done 
immediately  after  the  subsidence  of  the  acute  attack,  as  some  Httic 
time  is  required  to  get  rid  of  infection  in  and  about  the  appendix.  So 
long  as  any  active  infection  exists,  the  operative  wound  cannot  safely  be 
treated  without  drainage,  and  the  most  perfect  result,  as  regards  the 
strength  of  the  abdominal  wall  and  freedom  from  liability  to  hernia, 
can  only  be  obtained  when  the  wound  is  completely  closed.  In  most 
cases  this  favorable  time  will  have  been  reached  about  ten  days  after 
subsidence  of  the  acute  attack. 

In  acute  cases  the  abdominal  inci.sion  should  be  so  placed  that  the 
appendi.x  may  be  readily  removed,  the  surrounding  tissues  thoroughly 
cleansed,  and  the  whole  area  property  treated  with  completeness  and 
safety.  Careful  examination  af^cr  the  patient  is  thoroughly  anesthetized 
should  be  made  to  discover,  if  possible,  the  exact  situation  of  the 
appendix  or  of  the  suppurative  process  about  it,  whicli  is  generally 
indicated  by  the  presence  of  tumor.  The  result  of  this  examination 
may  lead  one  to  carry  the  incision  further  upward  or  downward 
than  usual,  or  to  place  it  along  a  line  very  near  to  the  outer  part  of 
Poupart's  ligament.  Frequently  in  acute  cases  an  oblique  incision 
quite  close  to  the  anterior  spinous  process  of  the  ilium  and  Poupart's 
ligament  is  to  be  preferred  to  the  incision  made  near  to  the  edge  of  the 
rectus  muscle.  Through  such  incision  septic  material  can  be  most 
safely  removed  and  drainage  most  perfectly  maintained.  Moreover, 
there  is  less  liability  to  hemia  when  the  wound  lies  near  the  edge  of  the 
abdominal  cavity  than  when  it  is  nearer  the  median  line. 

As  regards  ojjeration,  most  acute  cases  may  be  placed  under  one  of 
two  heads :  First  come  those  in  which  it  is  evident  before  operation  is 
begun  that  the  general  peritoneal  cavity  mu.st  be  deliberately  opened 
as  soon  as  the  abdominal  incision  has  been  made.  Secondly,  those  in 
which  the  abscess  approaches  and  involves  the  anterior  abdominal  wall, 
so  that  the  abscess  may  be  opened  without  invading  the  non-infected 
part  of  the  general  cavit>'-  The  large  majority  of  acute  cases  that  are 
operated  upon  within  the  first  two  or  three  days  of  the  disease  belong 
to  the  first  class ;  and  in  the  second  class  we  ^nd  many  of  the  abscess 
cases  of  longer  standing  and  which  are  operated  upon  at  some  period 
after  the  third  day. 

When  operating  upon  one  of  the  first  class  of  cases  the  operator 
should  begin  with  the  full  intention  of  searching  for  the  base  of  the 
appendix  as  soon  as  the  peritoneal  cavity  is  opened,  for  if  the  base  of 
the  appendix  is  identified,  the  remainder  of  the  operation  can  usually 
be  completed  with  certainty  and  safety.  Of  course,  not  infrequently 
some  other  portion  of  the  appendix  than  its  base  will  be  immediately 
appreciated,  in  tvhich  case  the  sc|>aration  of  the  appendix  may  com- 
mence with  the  part  first  discovered.  One  should  begin  his  incision 
at  a  point  about  i  inch  above  the  anterior  spinous  process  nf  the 
ilium  and   i^  inches  internal  to  that  process,  and  the  skin  should  be 
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incised  obliquely  downward  for  about  4  inches  in  a  direction  parallel 
with  that  oi  the  fibers  of  the  external  oblique  aponeurosis.  The  fibers 
of  this  aponeurosis  should  be  separated  in  a  single  line,  without  other 
injury,  throughout  the  whole  length  of  the  incision,  and  the  edges  of 
this  wound  should  be  held  apart  witli  retractors.  At  this  point  one 
may  recognize  acute  edema  of  tlie  connective  tissue,  indicating  that 
the  inflammatory  process  lies  just  beneath  or  near  to  the  anterior  wall 
of  the  abdomen.  The  internal  oblique  and  transversalis  muscles  are 
now  to  be  cut  in  the  same  direction,  nearly  at  right  angles  to  the  course 
of  their  fibers.  This  muscular  incision  should  be  some  3  inches  in 
length,  so  as  to  allow  of  free  access  to  the  lesion.  Immediately  beneath 
the  deepest  muscular  fibers  will  be  found  the  transversalis  fascia,  often 
thickened  by  edema  so  as  to  resemble  a  dense  ncw-fornicd  tissue. 
This  fascia  should  be  divided  without  cutting  the  peritoneum.  All 
bleeding  vessels  are  to  be  ligated,  and  all  clamps  and  retractors  laid 
aside.  The  whole  wound  and  the  abdominal  wall  are  to  be  thoroughly 
cleansed,  and  tlien  the  peritoneum  should  for  the  first  lime  be  opened. 
The  incision  in  the  peritoneum  should  correspond  in  length  with  that 
in  the  fascia  transversalis,  in  order  that,  from  the  beginning  of  the 
inspection  within,  complete  control  of  the  diseased  area  may  be  main- 
tained. At  this  stage  not  infrequently  fluid,  either  of  a  pure  serous 
character  or  more  or  less  turbid  from  septic  changes,  will  be  seen.  All 
such  fluid  should  be  removed  with  sponges  before  any  other  step  is 
taken.  The  situation  of  the  appendix  can  now  usually  be  determined 
by  the  finger,  for  in  acute  casts  it  will  be  markedly  enlarged  from 
inflammatory  swelling,  and  even  closely  wrapped  in  an  overlying  mass 
of  omentum.  Free  intestinal  coils  which  tend  to  bulge  into  the  wound 
are  to  be  pushed  to  one  side  or  upward  and  downward,  and  held  in  this 
position  by  the  operator's  assistant,  aided  by  sponges  or  gauze.  Gen- 
erally in  this  manner  complete  ocular  inspection  of  the  inflammatory 
mass  can  be  made.  Fresh  adhesions  should  be  gently  separated  with 
the  finger  until  the  appendix  is  entirely  uncovered  or  it  is  evident  that 
an  abscess-cavity  is  close  at  hand.  Heforc  such  cavity  is  opened 
renewed  precautions  are  to  be  taken,  lest  with  the  escape  of  pus  some 
portion  of  the  non-infected  general  cavity  should  receive  the  fluid. 
With  care  such  a  space  around  the  lesion  itself  can  be  so  safely  walled 
off  that  the  fluid  may  be  evacuated  and  safely  removed.  If  pus  exists, 
it  should  be  entirely  removed  before  any  other  step  is  taken.  The 
cavity  which  held  it  should  also  be  gently  but  thoroughly  cleansetJ, 
and  for  this  purpose  nothing  is  better  than  careful  irrigation  with  hot 
sterile  salt  solution.  The  appendix  may  now  be  entirely  separated  from 
the  tissues  to  which  it  is  adherent,  the  mesentery  ligated  in  sections 
with  catgut,  and  the  appendix  cut  free  until  it  remains  attached  to  the 
colon  by  its  base  only.  If  the  base  of  the  appendix  is  healthy,  as  it 
often  is.  the  appendix  should  be  divided  about  J  inch  from  the  cecum 
and  without  previous  application  of  ligature.  The  canal  of  the  stump 
should  now  be  probed  to  ascertain  whether  or  not  it  opens  freely 
into  the  intestine.  If  it  does,  it  should  be  tied  with  catgut  quite 
close  to  the  intestinal  wall,  its  interior  having  previously  been 
disinfected  with  the  fine  point  of  the  Paquelin  cautery;  or,  after  the 
ligature  has  been  applied,  the  interior  of  the    stump  down  to  the 
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ligature  may  be  cauterized  with  pure  carbolic  acid.  When  the 
stump  is  thick  and  hard,  or  partially  gant^rciious  or  entirely  necrosed, 
it  may  be  necessary  to  handle  it  in  a  dilTerent  manner  and  somewhat 
imperfectly.  Certainly  all  necrotic  tissue  should  bu  removed  ;  and  if  in 
doing  so  a  distinct  opening  into  the  large  intestine  is  left,  this  must  be 
carefully  inverted  and  stitched.  In  some  cases  the  appendix  will  be 
found  so  closely  identified  with  the  wall  of  the  abscc<is.  that  its  re- 
moval would  involve  no  little  risk  of  infecting  the  tissues  behind  it;  or 
when  suppuration  is  abundant  the  ojxrrator  may  have  been  entirely 
unable  to  discover  the  appendix.  In  either  case  it  must  depend  upon 
the  judgment  of  the  operator  whether  il  is  best  to  insist  on  the 
removal  of  the  appendix,  no  mattei*  how  difficult  and  prolonged  the 
dis-scction,  or  to  leave  it  and  trust  that  the  reparative  wound-healing 
will  render  it  harmless.  Certainly  in  some  cases  it  is  much  wiser  and 
safer  to  leave  the  appcndi.\-  than  to  insist  on  a  dangerous  and  prolonged 
dissection.  It  is  true  that  occasionally  a  remnant  of  appendix  which 
has  been  deliberately  left  will  at  a  later  period  be  the  cau.se  of  a  fresh 
attack  of  appendicitis ;  or  it  may  considerably  prolong  tlie  healing  of 
the  wound.  Nevertheless,  the  most  imporLint  consideration  for  the 
time  being  is  the  life  of  the  patient;  and  it  is  much  better  to  remove 
the  appendix  by  a  second  operation  done  at  a  favorable  time,  than  seri- 
ously to  risk  the  patient's  survival  at  the  first  operation. 

"The  wound  should  now  be  thoroughly  cleansed  throughout  its 
entire  extent  by  gently  washing  with  hot  salt  .solution.  Irrigation.^ 
with  such  Auids  as  bichlorid  and  carbolic-acid  preparations  have  no 
better  cleansing  effect,  and  leave  the  tissues  in  a  condition  unfavorable 
for  healing.  The  wound  having  been  cleansed  and  the  sponges  or 
pads  removed,  the  intestines  should  be  carefully  held  out  of  the  way 
by  (he  fingers  of  an  assistant,  and  iodoform  gauze  introduced  so  that 
it  may  lie  tn  contact  with  every  portion  of  tissue  that  has  been  infected. 
Such  gauze  drainage  is  always  to  be  preferred  to  that  of  tubes.  In 
many  cases  the  abdominal  wall  may  be  partly  sutured.  In  some 
instances,  where  the  entrance  to  the  abscess-cavity  is  necessarily  very 
small  and  the  depth  and  extent  of  the  cavity  great,  so  that  gauze  can- 
not be  properly  introduced,  a  well-placed  tube  may  be  valuable.  Each 
operator  must  decide  for  himself  in  each  ca.'Je  how  much  of  the  wound 
may  be  closed  by  suture ;  but  he  should  never  forget  that  the  life  of 
the  patient  who  has  been  operated  upon  for  acute  appendicitis  at  a 
time  when  there  is  always  more  or  less  infection  of  the  surrounding 
peritoneum,  is  safer  if  the  wound  is  left  entirely  open  and  thorough 
gauze  drainage  is  made  use  of,  than  it  is  when  drainage  is  limited  and 
the  wound  largely  closed.  The  outer  dressing  should  be  large  and 
thick,  and  is  best  made  of  .sterilized  gauze.  Over  this  dressing  a 
broad,  firm  bandage  should  be  applied.  Immediateh'  after  opera- 
tion the  patient  should  receive  a  hypodermic  injection  containing  \ 
grain  of  morphin  and  ^\^  grain  of  .itropin.  A  stimulating  enema 
may  be  gpvcn  or  not  according  to  the  necessities  of  the  case;  but 
certainly  nothing  should  be  given  by  the  moutli  for  a  good  many 
hours  unless  It  be  a  small  quantity  of  hot  water  to  diminish  thirst.  By 
the  end  of  twelve  hours  most  patients  will  be  able  to  take  fluid  nour- 
ishment, which  may  be  given  to  them  in  increasing  amount  during  the 
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first  two  or  three  days.  Solid  food  may  then  l>c  given  in  moderation 
if  the  symptoms  permit,  iJiiring  the  first  dsy  or  two  after  ojit-raiion 
accumLiiatiuiis  of  gas  in  the  intestinal  canal,  \vliicli  tl»e  patient  is  unablt: 
to  expel,  frcciuently  give  rise  to  a  good  deal  of  pain.  This  condition 
can  girnerally  be  relieved  by  a  hot-water  enema,  or  Ihc  rectal  tube 
carefully  introduced  will  answer  the  same  purpose.  The  ability  to 
expel  gas  generally  returns  by  the  end  of  the  second  day.  The  outer 
dressings  should  be  changed  on  the  day  fullowing  operation,  as  they 
will  often  be  found  quite  wet  from  senui-s  drainage.  The  deep-wmind 
packings  should  be  removed  on  the  iliird  day  unless  they  are  found  to 
be  so  adherent  that  they  cannot  be  safely  drawn  out.  in  which  case  it 
is  often  better  to  allow  them  to  remain  another  twenty-four  hours. 
When  the  deep  packing  is  removed  the  woimd  should  be  held  open 
wth  the  flat  retractor,  gently  cleansed  with  pledgets  of  cotton  wet 
with  sterile  salt  solution,  and  then  sliould  be  again  packctl,  but  with 
mucli  less  gauze  tlian  was  introduced  at  the  first  dressing.  Tlie  wound- 
dressing  should  be  repealed  every  second  or  third  day,  iJie  packing 
being  made  less  on  each  occasion  as  the  wound  closes  from  the  bot- 
tom. When  reduced  to  a  shallow  granulating  cavity,  this  may  be 
gently  curetted  and  the  skin  wound  tightly  sutured. 

The  method  just  described  is  that  which  should  be  made  use  of  in 
the  management  of  the  average  case  where  tlie  infection  is  confined  to 
the  usual  sittiatif.ni  of  the  a])i)endi.\  and  its  inniu-iliate  neighborhood; 
but  often  marked  variations  111  the  details  of  llie  method  must  be  made 
in  order  to  meet  the  peculiarities  of  the  case.  The  appendix  may 
pass  in  an  upward  direction,  along  the  outer  side  of  the  colon,  as  far  a.s 
the  kidney  or  liver,  so  that  its  dissection  may  require  a  considerable 
prolongation  of  the  incision  ujjward ;  or  it  may  extend  downward  into 
the  pelvi-s,  or  even  across  the  peritoneal  cavity  to  the  left  side.  In 
none  of  these  conditions,  however,  is  it  necessary  to  essentially  alter 
the  situation  of  the  abdominal  incision. 

In  the  second  class  of  cases,  when  a  well-defined  abscess  lies  near 
to  and  involves  the  anterior  wall  of  the  abclomen,  its  cavity  may  be 
reached  without  handling  the  non-infected  peritoneum.  In  these 
instances  the  tumor  is  usually  a  week  or  more  old,  and,  as  a  rule,  its 
most  prominent  portion  will  be  found  lying  next  to  the  outer  half  of 
Poupart's  ligament.  In  some  instances  this  most  prominent  portion 
occupies  a  situation  nearer  the  median  line  or  well  up  above  the  crest 
of  the  ilium.  It  can  generally  be  easily  recognized  by  pal[>aiiiin  ;  but 
the  percussion  over  it  is  not  always  dull,  as  gas,  produced  by  decompo- 
sition, may  give  rise  to  tympanitic  resonance.  In  general,  one  should 
approach  such  absces.ses  as  near  the  outer  edge  of  the  peritoneal  cavity 
as  is  possible,  although  their  situation  may  require  incision  at  a  quite 
diflerent  point.  Usually,  however,  incision  will  be  made  close  to  and 
parallel  with  the  outer  half  of  Poupart's  ligament.  Palpation  will  gen- 
erally determine,  before  the  incision  in  the  abdominal  wall  has  been 
completed,  at  what  point  the  abscess  can  be  entered  without  opening 
the  general  i>eritoneal  cavity.  The  deeper  tissues  will  be  found  edema- 
tous and  thickened;  and  the  more  clearly  these  changes  are  defined, 
the  more  certain  is  it  th.at  the  pus  is  close  at  hand.  If  inflammatory 
changes  in  the  abdominal  wall,  as  one  approaches  the  peritoneum,  are 
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entirely  absent,  one  may  feel  quite  sure  that  the  abscess  lies  more 
dcqily  than  was  expected,  and  that  the  general  peritoneal  cawly  will 
be  ncccssanly  opened  before  pus  can  be  evacuated.  This  condition  is 
not  accompanied  by  any  special  danger,  for  careful  attention  to  the 
exclusion  of  the  general  cavity,  by  means  of  sponges  or  gauze  pads, 
before  pus  is  allowed  to  escape,  wilt  provide  against  all  nsk.  Wherever 
it  may  lie,  the  actual  opening  of  the  abscess-cavity  should  be  matle  with 
great  caution,  so  that  fluids  may  escape  extremely  slowly,  and  thus 
render  it  possible  to  remove  them  gradually  and  before  any  general 
wetting  of  the  surrounding  tissues  can  take  place.  One  should  rarely 
attempt  to  make  the  final  opening  of  the  abscess  with  the  point  of  tlic 
knife  unless  it  is  perfectly  clear  that  fluid  lies  immediately  beneath. 
Generally  it  is  safer  to  separate  adhesions  or  break  through  the  over- 
lying peritoneum  with  the  end  of  the  finger  or  with  some  blunt  in.stru- 
mcnt.  This  precaution  will  prevent  one  from  accidentally  cutting  into 
an  adherent  |>ortion  of  intestine.  When  the  fluid  has  partly  escaped 
the  opening  may  be  enlarged.  The  ca\*ity  can  then  be  completely 
cleansed  by  the  gentle  use  of  small  sponges;  and  finally  the  entrance  to 
the  abscess  should  be  extended  upward  and  downward  as  far  as  may 
be  safely  done,  in  order  that  subsequent  treatment  may  be  rendered 
more  thorough.  One  should  search  carefully  with  the  finger  for  loose 
fecal  concretions  and  for  the  appendix  itself  This  latter  may  have 
already  esca{>ed  in  the  form  of  a  slough,  or  it  may  still  remain  and 
hang  loosely  in  the  pus-sac.  The  greatest  care  should  be  taken 
not  to  break  the  wall  of  the  abscess  at  an  unprotected  |x>int,  lest 
general  infection  of  the  ijeriloneuni  result  If  the  appendix  can  be 
readily  fouiul  and  removed,  it  should  certainly  be  taken  away  and  the 
stump  treated  in  the  usual  manner.  As  a  rule,  in  abscess  cases  it  is 
quite  sufficient  to  cauterize  and  tigatc  the  stump  of  the  appendix  with- 
out any  attempt  being  made  to  suture  it.  Even  if  no  suture  can  be 
applied,  the  slump  will  almost  invariably  heal  after  cauterization  if  gauze 
packing  is  introduced  and  laid  directly  against  tt.  As  already  explained, 
no  very  prolonged  search  for  the  appendix  in  abscess  cases,  and  no  dan- 
gerous dissection  for  its  removal,  should  be  made. 

The  appendix  is  frequently  completely  destroyed  by  the  suppurat- 
ing process.  Prolonged  search  for  it  in  such  cases  would,  of  course, 
be  purely  harmful.  If  it  has  not  been  destroyed,  it  is  frequently  oblit- 
erated by  the  subsequent  process  of  repair.  Not  infrequently  have 
patients  been  sacrificed  to  excessive  zeal  in  handling  the  cavity  of  these 
abscesses,  and  this  is  especially  true  of  children.  The  only  irr>' impor- 
tant point  is  to  give  free  exit  to  the  pus ;  and  after  this  has  been  done, 
the  less  the  operation  Is  prolonged  the  better. 

Wiicn,  as  is  sometimes  the  case,  a  vcr>'  old  abscess  has  approached 
so  closely  to  the  rectum  or  vagina  or  the  loin  that  the  tissues  over  it 
are  extremely  thin,  scarcely  anything  more  is  needed  than  incision  at 
the  most  prominent  point.  In  some  of  these  cases,  however,  owing  to 
the  extent  of  the  suppurating  process,  it  may  be  necessary  to  make  a 
second  incision  to  provide  for  satisfactory  after-treatment. 

Some  most  important  cases  not  included  in  the  two  classes  just 
dcscribcft  arc  characterized  by  entire  ab^icnce  of  any  natural  attempt 
to  localize  the  process  through  the  formation  of  a  protecting  wall  of 
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adhesions  or  by  incompleteness  of  this  protecting  wall.  In  these, 
infection  of  the  peritoneum  spreads  rapidly  from  poidt  to  point,  this 
infection  being  accompanied  by  abundant  production  of  septic  fluid, 
which  first  fills  the  pelvis  and  then  overflows  .and  involves  the  whole 
cavity.  If  si:cn  at  a  late  stage  in  the  process,  the  symptoms  of  this 
condition  are  usually  clearly  defined,  the  most  characteristic  one  being 
a  tenderness  to  pressure  over  a  vcr>'  wide  area.  In  many  instances  of  this 
class,  however,  at  an  early  stage  it  is  quite  impossible,  before  incision 
has  been  made,  to  decide  wlicther  the  septic  process  is  a  local  or  a 
general  one  ;  but  the  moment  the  peritoneal  cavity  is  opened,  the  escape 
of  n»orc  or  less  turbid  serum  and  the  appearance  of  actively  inflamed 
intestinal  coils  make  the  character  of  th<:  case  clear.  In  such  cases,  as 
soon  as  the  peritoneum  has  been  incised,  fluid  should  be  removed  with 
the  sponge  as  fast  as  it  appears.  When  the  immediate  area  beneath 
the  incision  has  been  cleared,  further  search  for  fluid  should  be  made, 
and  generally  the  larger  quantity  of  septic  material  will  be  found  in  the 
pelvis.  If  it  is  even  suspected  that  this  cavity  is  involved,  the  whole 
of  it  should  be  carefully  examined  and  every  particle  of  septic  material 
removed.  After  this  has  been  done — and  search  should  also  be  made 
in  other  directions  for  seropurulent  accumulations — the  appendix  itself 
should  be  sought  for  and  removed.  Then  systematic  wasjiing  of  every 
portion  of  the  peritoneal  cavity  that  has  been  involved  should  be  made. 
For  this  purpose  no  fluid  is  to  be  compared  to  the  hot  sterile  salt 
solution  of  the  strength  of  ^5  of  i  per  cent.  Such  a  solution  has  no 
damaging  effect  upon  the  cndotliclium  of  the  peritoneum,  for  with  it 
one  may  cleanse  without  injuring  the  most  delicate  tissue.  The  tem- 
perature of  the  solution  should  be  not  lower  than  1 15"  F.,  nor  higher 
than  120^  F.  The  temperature  can  be  quite  accurately  estimated  with 
the  hand:  if  one  can  bear  to  hold  the  hand  continually  immersed  in 
the  solution,  it  is  not  too  hot.  While  the  wound  is  held  wide  open  by 
the  fingers  of  an  assist;int,  this  fluid  should  be  freely  poured  in  from  a 
pitcher.  This  first  washing  will  cleanse  the  immediate  neighborhood 
of  the  wound  and  of  the  appendix.  The  intcstints  should  then  be 
still  further  held  to  one  side,  so  that  the  solution  may  pass  deeper  into 
the  cavity.  This  again  should  be  removed  with  sponges,  and  then 
the  washing  introduced  to  a  deeper  point  still.  Finally  the  pelvis  should 
be  completely  filled,  a  sponge  on  a  lung  handle  thrust  down  to  the 
deepest  iwint,  and  while  the  fluid  is  .still  being  poured  in,  the  sponge 
should  be  drawn  up  and  down  very  much  like  the  piston  of  a  pump. 
Sooner  or  later  the  fluid  will  return  perfectly  clear,  and  then  the  oper- 
ator's attention  should  be  given  to  any  other  infected  area  that  may 
exist ;  and  if  the  process  is  extremely  widespread,  involving  the  whole 
cavity,  the  intestines  should  be  completely  drawn  out  of  the  wound,  in 
order  that  the  cleansing  process  may  be  made  absolutely  complete. 
Of  course,  all  of  this  work  should  be  done  as  rapidly  as  is  consistent 
\hK\\  thoroughness,  for  the  condition  of  patients  suflcring  from  general 
septic  peritonitis  of  the  character  described  is  always  unsuitcd  to  pro- 
longed anesthesia  and  manipulation.  Complete  removal  of  septic  mate- 
rial offers  the  only  hope  of  success.  After  this  process  an  abundant 
serous  discharge  from  the  peritoneal  surface  is  sure  to  take  place; 
therefore  drainage  should  be  very  thorough.     A  large  glass  drainage- 
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tube,  open  at  both  ends  and  with  .small  tatcral  openings,  long  enough 
to  reach  from  the  abdominal  wound  to  the  boLtoni  of  the  pelvis,  should 
be  passed  in  near  the  lower  anj^Ic  of  the  uoiuid.  Some  fluid  will 
immediately  be  found  at  the  bottom  of  the  tube.  This  should  be 
removed  with  the  aid  of  a  strip  of  gauze  until  tlie  tube  Is  found  to  be 
quite  dry.  Sometimes  a  similarly  infected  area  will  be  found  to  the  right 
of  the  colon,  involving  the  anterior  surface  of  the  kidney  and  the  lower 
surface  of  the  liver.  When  this  is  tlic  case,  a  glass  tube  should  be 
passed  from  the  upper  angle  of  the  wound  to  the  highest  point  that 
requires  drainage.  The  rest  of  the  wound  should  be  extensively 
drained  by  means  of  iodoform-gauze  packings,  strips  of  which,  in 
extensive  lesions,  should  be  introduced  in  various  directions  among  the 
folds  of  intestine.  Finally  the  whole  neighborhood  of  the  appendix, 
the  wound  being  left  wide  open,  is  to  be  well  filled  with  gauze.  All 
patients  who  have  been  subjected  to  the  treatment  just  described  should 
receive  after  operation  a  stimulating  enema  containing  an  ounce  of 
whiskey  or  brandy,  and  a  hypodermic  injection  of  morphin.  If  shock 
is  well  marked,  they  should  also  receive  an  intravenous  infusion  of  hot 
sterile  salt  solution,  which  is  best  introduced  through  a  vein  at  the 
bend  of  the  elbow.  Before  the  outer  dressing  is  applied,  strips  of 
gauze  should  be  passed  to  the  very  bottom  of  the  glass  tubes  and 
allowed  to  remain.  These  should  be  removed  at  the  erid  of  from 
four  to  six  hours,  and  dry  strips  inserted.  This  process  should  be 
repeated  from  three  to  four  limes  in  the  course  of  the  first  day;  and 
if  by  the  end  of  thirty-six  hours  the  lube  is  found  to  be  dry  or  to 
contain  but  a  small  quantity  of  perfectly  clear  serum,  the  glass  tube 
may  be  permanently  removed,  a  single  narrow  strip  of  gauze  being  left 
in  its  place.  The  outer  dressings  arc  to  be  changed  whenever  they 
become  wet.  the  deeper  packings  at  the  end  of  three  days;  although  in 
some  cases  the  difticidty  of  renu>val  may  be  so  great  that  it  will  be 
necessary  to  leave  them  in  place  one  iir  two  days  longer.  These,  of 
course,  shoidd  be  replaced  by  fresh  packings  much  less  in  size.  At  the 
beginning  of  the  second  day.  or  soon  after  that  period,  J-grain  doses 
of  calomel  should  be  given  once  an  hour  for  from  six  to  eight  hours; 
this  medication  to  be  followed  within  an  hour  or  two  by  a  large,  hot 
enema.  If  no  evacuation  of  the  bowels  and  no  jmssagc  of  wind  occur 
in  consequence  of  the  medication  and  enema,  saline  cathartics  should 
be  administered  until  an  evacuation  is  obtained.  Complete  change 
of  the  dressing  should  now  be  made  ever>'  second  or  third  day.  the 
quantity  of  packing  being  made  less  on  each  occasion.  As  a  rule, 
in  the  treatment  of  these  open  wounds  left  after  operation  for  suppu- 
rative appendicitis,  irrigations  and  other  medicated  applications  should 
seldom  be  used. 

If  the  operation  has  been  well  done  and  the  infected  area  thoroughly 
cleansed,  little  or  no  discharge  will  be  met  with  when  the  first  change 
of  dressings  is  made.  Gentle  clcan.ning  of  the  wound  with  pledgets 
of  sterile  cotton  or  sterilised  gauze  is  in  most  cases  all  that  is  required 
before  the  wound  is  repacked.  If,  however,  a  somewhat  abundant 
purulent  discharge  continues,  it  will  be  well  to  wash  this  away  with  a 
hydrogcn-pcroxid  solution  or  with  normal  salt  solution.  As  soon  as 
the  wound  becomes  perfectly  clean    even  iodoform  gauze  should  be 
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avoided,  the  packinj^s  being  made  of  plain  sterilized  material.  In  suc- 
cessful cases  it  will  be  very  clear  by  the  end  of  two  days  that  all 
danger  is  past,  for  the  temperature  will  become  nearly  nomial,  nausea 
will  not  return,  and  all  the  signs  of  rapid  convalescence  will  be  recog- 
nized. Sometimes,  however,  after  a  few  days  of  apparent  normal  con- 
dition the  temperature  and  pulse  will  again  rise  and  pain  and  nausea 
return.  These  indications  of  relapse  are  very  sure  to  be  due  to  a 
secondary  formation  of  abscess  which  has  originated  from  some  rem- 
nant of  the  primar)'  septic  e.xudation  that  had  been  overlooked  among 
the  intestines.  Such  a  collection  is  certain  to  give  rise  to  constitutional 
disturbance,  and  to  increase  in  quantity  until  it  evacuates  itself  sponta- 
neously or  with  the  assistance  of  the  surgeon.  If  it  lies  in  the  immedi- 
ate neighborhood  of  the  wound,  such  evacuation  is  likely  to  take  place 
at  that  point;  but  if  its  situation  is  at  some  distance  from  the  abdominal 
wound,  it  may  require  fresh  incision  for  its  relief.  The  exact  position 
of  such  secondary  collections  can  usually  be  determined  by  localized 
tenderness  on  pressure.  If  the  operation  in  cases  of  septic  peritonitis 
has  been  imperfectly  done,  or  if  the  general  sepsis  had  already  become 
too  intense  to  be  relieved  by  washings  and  drainage,  the  original  symp- 
toms will  not  entirely  subside,  and  will  after  a  few  hours  return  with 
renewed  vigor.  High  temperature,  vomiting,  a  rapid,  feeble  pulse,  and 
increasing  distention  of  the  abdomen  will  be  noted.  In  this  event 
death  will  be  inevitable,  and  in  such  cases  it  is  useless  to  attempt  a 
.secondary  cleansing. 

When  the  wound  has  been  imperfectly  disinfected  at  the  time  of 
operation,  or  when  the  disease  has  affected  especially  the  base  of  the 
appendix  and  the  adjacent  portion  of  colon,  complete  closure  of  the 
entrance  to  the  colon  may  not  occur.  In  such  cases,  at  the  second  or 
third  dressing  some  fecal  discharge  will  be  noted  in  the  wound,  and 
this,  of  course,  indicates  the  existence  of  fecal  fistula.  As  a  rule,  no 
immediate  treatment  for  such  fistula;  is  advisable,  it  being  only  neces- 
sary to  cleanse  and  pack  the  wound  more  frequently  than  in  an  ordi 
nary  case.  Most  of  these  ft:cal  fistula  gradually  close  without  otlier 
help  than  cleanliness  and  packing.  It  is  useless  to  apply  sutures  to 
such  fistulous  openings  while  the  wound  is  actively  discharging.  If 
applied  at  this  stage,  such  sutures  arc  certain  to  cut  their  way  out 
Generally,  as  the  whole  wound  contracts  in  size,  the  fecal  fistuls  will 
not  infrequently  heal  without  the  surgeon's  help.  It  will  be  quite  soon 
enough  to  discuss  the  question  of  sj>ecial  operation  for  the  closure  of 
such  fecal  fistulas  after  the  genera!  wound  has  healed  at  all  points.  When 
nothing  remains  but  a  small  ft.stulous  orifice,  a  few  applications  of  the 
Paquelin  cautery  will  frequently  serve  to  complete  the  cEosurc.  If  such 
fecal  fistula;  or  other  chronic  opening  persist  unchanged,  showing  no 
tendenc>*  to  diminish  in  size,  the  question  of  radical  operation  should 
be  discussed.  It  is  generally  very  unsafe  to  attack  such  openings 
directly  with  the  knife,  for  the  danger  of  o[)ening  some  adjacent  coil  of 
intestine  is  very  great.  If  radical  operation  Ls  determined  upon,  it  is 
better  to  make  a  fresh  laparotomy  near  the  original  wound,  and  so 
guard  against  the  injury  of  intestines.  Through  this  new  opening  the 
necessary  work  can  be  safely  done.  The  old  fistula,  or  the  remnant 
of  the  appendix,  or  the  margin  of  a  fecal  opening,  can  now  be  deliber- 
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ately  dissected  out,  and  careful  suturing  of  any  unnatural  opening  into 
the  gut  be  made.  The  edges  of  the  fecal  fistula  should  be  completely 
refreshed  with  the  scissors,  and  the  opening  closed  by  inversion  of  its 
mai^ns  and  careful  suturing.  Occasionally,  to  secure  recovery  from 
large  chronic  openings  into  the  colon,  it  will  be  necessary  to  resect  a 
portion  of  the  intestine,  and  follow  this  operation  with  an  immediate 
anastomosis.  All  these  abdominal  wounds  which  it  has  been  neces- 
sary to  treat  wide  open  or  by  extensive  packings  are  likely,  within  a 
brief  period  after  complete  healing  has  occurred,  to  yield  at  the  scar 
to  intra-abdominal  pressure  until  a  more  or  less  well-defined  hemia  has 
been  formed.  It  is  well  to  provide  in  all  of  these  cases  against  the 
occurrence  of  such  defect,  and  these  patients  should  be  ui^ed  to  wear 
a  well-fitting  elastic  band  as  soon  as  they  resume  the  erect  position. 
Some  patients  require  for  the  proper  treatment  of  their  cases  to  wear 
a  band  that  is  provided  with  a  convex  pad  placed  directly  over  the 
cicatrix.  Generally,  however,  such  pads  should  be  omitted,  sufficient 
support  being  given  by  a  broad  band. 


CHAPTER    XIV. 

SURGERY   OF   THE   LIVER.    GALL-BLADDER,   BILIARY 
PASSAGES,  AND  PANCREAS. 

Anatomical. — Tliesc  organs,  all  situated  in  the  upper  abdomen, 
are  connected  by  peritoneal  folds  whicli  in  certain  cases  contain  their 
blood-supply;  hence  a  clear  understanding  of  the  peritoneal  relations 
is  important  to  the  surgeon. 

Fig,  253  shows  the  peritoneal  folds  and  ligaments  which  are  visible 
when  the  abdomen  is  first  opened. 
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Pic.  733.— Hcparic  uid  splenic  ligamptiu  {aXm  Henle]:  t,  hepatic  flexure  of  ihe  colon; 
a,  lirer;  3,  Rall-Wadder;  4.  li^mrniiim  cnmnnrium  hcpalis:  5.  pylorui;  6.  tig«mcn!um  Icrcm: 
7.  lobe  of  Spisclius.  ihowing  in  outline  through  the  gAitrohepAlic  oroetilum;  S.  tigAmcolum 
liinni^ilnre  siniifnim;  4,  upprr  rnd  urnumAch;  10,  diaphrajcTn ;  It,  ligamcntum  phrenico* 
gnttricum:  I2.lisafn«tituni  rp»iroltn.ea.t«  ;  13,  spleen  \  14,  aplenic  flrxutc  of  cnton ;  15,  lijptmeiiluni 
phrenicnccillcufn;  lA.  irnn^vrrv;  colon  ;  17.  ri;ain«ntun))p»lrtf<n>licuni ;  18,  gastrocolic  omentum. 

In  Fig.  234  the  lesser  omental  cavitj*  has  been  opened  by  cutting 
the  peritoneum  between  the  stomach  and  colon.  The  stomach  is  drawn 
upward  and  the  colon  downward,  showing  the  interior  of  the  lesser 
omental  cavity,  with  the  pancreas  and  a  part  of  the  spleen  appearing 
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just  under  tlic  peritoneum.  A  probe  is  passed  through  the  foramen  of 
Winslow  and  comes  directly  into  the  lesser  omental  sac.  This  illustra- 
tion suggests  plainly  that  iiiflaumiallons  and  diseases  of  the  pancreas 
would  extend  almost  at  once  to  the  lesser  omental  cavity,  which  is  a 
closed  sac ;  ali«>,  that  the  most  direct  route  to  the  pancreas  is  through 
the  gastrocolic  ligament  between  the  stomach  and  the  transverse  colon. 

In  Fig.  235  the  liver  is  lield  up  to  show  the  gastrohcpatic  omentum. 

M.  H,  Richardson  in  1893,  and  Morrison  again  in  1894,  demon- 
stratetl  the  fact  that  there  exists  a  pouch,  below  and  behind  the  liver, 
which  is  more  or  less  isolated  from  the  peritoneal  cavity.     Richardson 
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Fir.  aj4. — Interior  of  the  lesser  oraentnl  cnvity  («flet  Hcnle) :  i.  right  lobe  o(  liver; 
«.  Rall-btadcler :  %,  posterior  vrall  of  stomach ;  4.  posterior  biibde  of  gutrohopatic  omentum : 
5,  lobuN  Spigelii:  6.  pniscrens;  7.  spleen;  8.  the  pnri  of  llic  spleen  covered  by  the  hning  of 
the  lesser  omental  cavity;  9,  vena  llnealts;  10,  tmniversc  colon;  ti.  jpeat  otnenium;  la. 
■nlerior  upper  hlndc  of  the  mesocolon ;  13,  first  flcKure  of  the  duodenum. 

thus  describes  it :  "  Tlie  right  upper  quadrant  of  the  abdomen,  contain- 
ing the  liver,  gall-bladder,  and  portions  of  the  kidney,  stomach,  and 
duodenum,  is  separated  from  the  peritoneal  cavity  below  by  the  trans- 
verse and  ascending  colon  with  their  mesentery.  The  colon  is  usually 
in  contact  with  the  abdominal  wall  from  the  ileocecal  valve  to  the 
splenic  flexure.  Extravasations  will  be  immediately  opposed  by  this 
intestinal  and  mesenteric  barrier,  which  may,  however,  be  avoided  by 
travelling  downward  along  the  right  border  of  the  ascending  colon. 
In  extensive  extravasations  the  fluid  will  easily  overcome  any  such 
obstacle,  but  in  the  slow  escape  of  bile  the  opposing  surface  will  be 
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sufficient  to  prevent,  by  rapid  adhesion-formation,  any  considerable 
infection."  This  space  can  often  he  drained  with  advantage  by  an 
opening  posteriorly  just  below  the  kidney. 

The  liv«r  is  situated  in  tlie  right  hypochondriac  region,  and  extends 
across  the  epigastrium  to  about  1 J  or  2  inche:*  beyond  the  left  margin 
of  the  sternum.  Its  upper  surface  is  moulded  to  fit  the  arch  uf  the  dia- 
phragm. It  is  protected  on  the  right  side  by  tlie  ribs,  but  in  the  middle 
hne  it  lies  just  beneath  the  abdominal  wall  in  front  of  the  stomach, 
and  extends  down  to  a  point  about  half-way  between  the  xiphoid  car- 


F{C  33S.  —  FVritr>nrAl  fo1H%  cnnnrrtm];  ihe  kidney,  dnwlFnutn,  Ant)  stoniAch  to  the  liver 
ITeitui):  I.  ns*"  '"li*  ''•^  liver;  a.  kft  lobe;  3.  quadrate  lob*:  4.  1obua  Spig«Iii,  showing 
in  oiillm«  ihroiigh  thr  *'■mi-rrnn^fw,^rnI  gastiwhr-pftllc  omrntumL  5.  stftiniKh  drtiggcd  duwn- 
wnrd ;  6.  duodrnum  ;  7,  pan  hepatoduodcaale  ;  lU  right  bofcler  boundt  the  foramen  of  WiiM- 
li>w.  This  part  of  Ihc  gn«trotirpatlc  llgitmr nl  it  o(  great  iin|Mirt*nc<.'  t'l  the  iturgrun,  bccaiue  it 
leads  him  lo  the  (oramf  n  of  Wiiulow,  aod  with  a  finger  in  Ihe  foramen  and  the  thumb  on  tbii 
peritoneal  told,  he  liolili  the  bile-du<:t  and  the  he{m'tic  vcMels  und  nrire&  between  hix  lingen, 
A  veillcal  inciAion  throii);h  this  fold  expose*  the  camrnoD  duct,  the  head  uf  the  piincreaa.  and 
the  under  iurfa>cc  of  the  duodenum  where  the  common  duct  and  the  pancreatic  enter  it.  8  and 
4,  pftn  fUccida.  the  transparent  lax  potiion  oi  Ihe  pisirohepfltic  omcniiim.  On  cutttng  thin 
fold  uf  peritoncuin  Ihc  li:»eT  vmcniii]  cnvily  a  opened:  (he  surgeon  can  thfreforc  appruach 
ihu  luinereiu  K\l\\vt  ibuve  at  lieluw  Uie  stomach,  as  in  Fie.  ^34-  9-  liKaini'iHuin  hep-ilnrt-nnle ; 
to.  right  kidney:  ii>  ncht  adrenal;  la.  gall-blsddcr:  13.  umbilical  vein;  14.  sound  pasung 
through  Ihe  fommen  01  Wiruluw  and  ending  in  the  lesser  amenlal  cnvtiy. 

tilage  and  the  navel.  The  right  lung  lies  in  front  of  the  liver  as  far 
down  a.s  the  .sixth  rib  in  the  nipple-line,  and  the  heart  as  far  as  the  same 
rib  on  the  left  side.  Behind,  the  right  lung  is  over  the  liver  as  (ar 
down  as  the  eleventh  dorsal  vertebra. 

The  liver  is  quite  movable,  and  its  position  varies  with  ins^Hration 
and  expiration,  as  well  as  with  changes  in  the  position  n^  the  body. 
The  relative  po.silion  of  tlie  lung  may  be  greatly  altered  by  disease  of 
either  the  lung  or  the  liver.  Its  position  varies  also  with  the  ascent  or 
descent  oi  the  diaphragm. 

T\yc  galt-biaiidfr  is  situated  in  the  fossa  on  the  under  surface  of  tlie 
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rif;ht  lobe  of  the  liver,  to  which  it  is  usually  attached  by  areolar  tissue. 
In  case  of  ordinary  distention,  it  is  in  contact  with  the  abdominal  wall 
at  a  point  opposite  the  tip  of  the  cartilage  of  the  tenth  rib.  It  is  not 
possible  to  feel  a  normal  gall-bladder  through  the  abdominal  wall.  It 
is  in  contact  with  the  liver  and  abdominal  wall  above ;  with  the  liver, 
and  often  the  pylorus,  and  the  hepatic  flexure  of  the  colon  below.  It 
is  tJicrcfore  possible  to  unite  the  gall-bladder  with  either  the  duode- 
num or  the  colon. 

The  periloneuni  completely  invests  the  fundus  of  the  gall-bladder. 
but  covers  the  body  and  neck  only  on  the  under  surface.  When  the 
peritoneum  is  cut  and  the  areolar  tissue  between  the  gall-bladder  and 
liver  dissected,  it  is  held  only  by  a  pedicle  consisting  of  the  cystic  duct 
and  its  artery  and  veins,  and  can  be  easily  cut  away  ii"  the  pedicle  is 
tied. 

The  cystic  duct  is  about  \\  inches  in  length,  and  passes  backward 
and  downward  and  to  the  left  from  the  neck  of  the  gall-bladder, 
and  joins  the  hepatic  duct  to  form  the  cpmmon  duct.  At  its  point 
of  junction  it  lies  in  front  of  the  lower  surface  of  the  portal  vein. 
The  cystic  artcr\'  is  on  the  left  side.  Its  mucous  membrane  is  raised 
into  a  senes  of  folds  which  project  into  ihe  duct,  giving  the  appearance 
of  a  spiral  valve.  Gall-stones  are  frequently  cauglit  in  these  folds  and 
obstruct  the  duct.  The  n(>rmal  duct  is  very  small  and  cumol  be 
cathelerized  ;  but  the  entarget!  duct  will  often  admit  a  finger. 

The  hepatU  diul  is  formed  by  the  union  of  a  right  and  a  left  branch 
which  come  from  the  bottom  of  the  transverse  fissure  of  the  liver.  It 
descends  to  the  right,  within  the  gastrohcpatic  omentum,  in  front  of 
the  portal  vein,  and  with  the  hepatic  arlcr>'  to  its  left.  It  is  about  2 
inches  in  length,  and  joins  the  cystic  duct  to  fonii  the  common. 

The  common  duel  Ls  situated  at  the  right  free  border  of  the  hepatico- 
duodetial  ligament  or  at  the  free  border  which  forms  the  fold  at  the 
entrance  of  the  foramen  of  W'insiow.  The  hepatic  artery  is  situated 
on  its  left  side  close  to  it,  and  behind  both  lies  the  vena  porta  (I  tcnle). 
It  passes  behind  the  first  part  of  the  duodenum  and  then  between  the 
pancreas  and  the  descending  portion;  joining  the  pancreatic  duct,  it 
passes  obliquely  through  the  inner  wall  of  the  descending  portion  of 
the  duodenum.  Fenger  describes  a  case  where  the  portal  vein  over- 
lapped the  right,  or  lower,  border  of  the  common  duct  in  its  upper 
half,  making  it  unsafe  to  incise  the  duct  at  that  point.  The  relation  of 
the  gall-ducts  to  the  portal  vein  and  hepatic  artery  is  so  intimate  that 
the  ducts  should  always  be  cleared  before  Ihey  are  incised.  The 
obstructed  and  enlarged  ducts  may  show  a  wide  variation  from  the 
normal,  but  tlicy  are  usually  not  diflicult  to  trace. 

The  pancreas  is  a  long  gland  lying  across  the  posterior  wall  of  the 
abdomen  behind  the  stomach,  opposite  the  first  and  second  lumbar 
vcrtcbrx  (Tig.  236).  The  head  of  the  pancreas  is  embraced  by  the 
second,  tliird.  and  fourth  parts  of  the  duodenum.  The  superior  mes- 
enteric vessels  are  in  contact  with  the  anterior  surface  near  the  left 
border. 

The  superior  and  inferior  pancreaticoduodenal  vessels  pass  down  in 
front  of  tile  head  and  near  the  right  and  left  borders.  Posteriorly  it  lies 
upon  the  inferior  vena  cava,  the  left  renal  vdn,  and  the  aorta.     The  com- 
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inon  bile-duct  lies  behind  it  The  tail  extends  to  the  left  as  far  as  the  spleen 
and  is  placed  over  the  left  kidney.  The  duct  runs  through  the  entire 
length  of  the  gland  from  left  to  right ;  near  its  termination  it  runs  side 
by  side  with  the  common  bile-duct  into  the  muscular  coat  of  the  duo- 
denum, and  finally  opens  by  a  common  orifice  into  the  intestine. 

The  pancreas  lies  behind  the  posterior  wall  of  the  lesser  omental 
cavity  and  between  the  blades  of  the  inesacolon  of  the  transverse 
colon.  It  maybe  exposed  in  three  ways  :  (1)  by  cutting  the  perito- 
neum between  the  greater  cur\'ature  of  the  stomach  and  the  transverse 
colon  (Fig.  234);  {2)  by  dividing  the  inferior  layer  of  the  mesocolon  ; 
(3)  by  tearing  through  the  gastrohcpatic  omentum  (Fig.  235). 
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Fig,  036.— View  of  duodenum  nnil  paticre**.  The  part  rtf  stomach  removed  b  tncllctiled 
by  dolled  linc»(T«luO:  ^.  quftdralc  lobc;  ^  rig  lit  kidney;  C'C.  rljlil  an  J  li-fl  iuprarcMl 
cainulvi;  i>.  (eft  kidncjr;  ^.  puncTra*;  /\  upper  p«ri  of  utomach ;  C.  »plcen  ;  //,  du»d<rnum. 
•rith  a.  t.  r,  d,  t,  it*  6vc  parU ;  /.  jejunum  ;  A',  dtuxJenojcjuiiAl  .ingle.  i.  lower  end  of  ooph- 
af  u»;  a,  pyloric  oriiicc;  3.  celiac  3114;  4.  caronnry  nrtery  ;  j,  hepatic  orlcry  .  h,  Spigcltun  lobe 
of  liver ;  7. 7".  ftplenic  vcMcli ;  8.  left  gn^Ctn-cpipIoic  nrti-ry  ;  9.  right  gulro-epiploic  artery  ;  lo, 
tuprriur mi>«cnlenc  vvucb;  11,  portal  vein;  la,  hepaUc  dud:  13,  cyMic  duel.  14.  ^Il-liladdcr  i 
15,  left  L-rus  of  diftpfaracm;  16, aorta;  17,  veria  cava  inlenoTi  18.  inferior  in«cntenc  vcueb; 
19,  ipcnnnlic  tchcIk. 


Kronlein  caused  gangrene  of  the  transverse  colon  by  t\'ing  the 
colica  media  arterj*  close  to  the  lower  border  of  a  sarcoma  of  the 
pancreas.  This  vcs.scl  must  therefore  be  carefully  avoided  in  going 
through  the  mesocolon.  Usually  the  best  and  safest  route  to  the  pan- 
creas is  between  the  stomach  and  colon,  through  the  le.sser  omental 
cavity. 
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SURGICAL  DISEASES  OF  THE  UVER- 

Injuries  of  the  Liver. — The  liver  is  liable  to  serious  injury  by- 
crushing,  as  when  a  cart-wheel  passes  over  the  middle  of  the  body, 
from  blows  or  falls  which  break  one  or  more  ribs  on  the  right  side,  or 
from  pcriftrating  wounds. 

The  diagnosis  of  rupture  of  the  liver,  when  the  abdominal  wall  Li 
not  pcnetrati'd,  is  vcr)'  difficult  It  depends  on  symptoms  of  collapse 
and  internal  hemorrhage.  Oulness  in  the  loin  may  indicate  a  collec- 
tion of  blood.     The  danger  is  from  hemorrhage. 

The  treatment  is  primarily  directed  wholly  against  hemorrhage ; 
hence  early  explorator>'  laparotomy  is  advisable  in  all  cases  in  uliich 
suspicious  symptoms  follow  injuries  in  that  region.  Penetrating 
wounds  of  the  abdomen  should  always  be  explored.  Wounds  of  the 
liver  should  be  treated  by  suture,  ligature,  Paquclin  cautery,  or  gauze 
tampon,  as  the  case  may  require.  The  mortality  of  wounds  of  the  liver 
has  been  wonderfully  lowered  since  the  above  treatment  has  prevailed 
— from  86  per  cent,  to  28  per  cent.  (Terrier  and  Auvray). 

Abscess  of  the  Liver.' — Suppuration  in  the  liver  may  be  due  to 
an  injur)',  to  a  cliolangitis  caused  by  gall-stones,  or  to  parasites.  The 
writer  has  recently  observed  a  case  of  actinomycosis  of  the  liver  in  which 
two  abscesses  were  opened  and  drained,  with,  however,  only  temporary 
relief.  A  more  common  cause  is  embolism  or  pyemia.  Infection  often 
takes  place  through  the  portal  vein  in  dysenterj'  and  other  ulcerations 
of  the  bowel,  in  appendicitis,  tj'phoid,  and  diseases  of  the  rectum. 

As  a  general  rule,  only  single  abscesses  are  favorable  for  opera- 
tion. They  occur  in  hot  climates  and  arc  called  tropical  abscesses. 
The  Amceba:  dyscntcrix  have  repeatedly  been  found  in  the  pus  from 
these  abscesses  and  in  the  evacuations  from  the  bowels.  This  explains 
the  frequently  noticed  sequence  of  abscess  of  the  liver  after  dysentery, 
which  is  probably  its  true  cause. 

Symptoms. — A  history  of  dysentery,  pain,  and  tenderness  over  the 
liver,  enlarf;ement  of  the  liver,  erratic  temperature  (running  from  97° 
to    103*^   I'.),  sweats,  chills,  and  emaciation. 

Treatment. — No  treatment  of  this  condition  is  worthy  of  consider- 
ation except  complete  evacuation  of  the  abscess-cavity,  with  free 
drainage.  The  aspiraling-neetlle  should  not  be  used,  even  for  diag- 
nosis, as  it  is  dangerous  and  unreliable.  The  liver  must  be  reached 
by  criKssing  either  the  pleura  or  the  peritoneum.  In  either  case  the 
serous  cavity  must  be  protected.  If  there  arc  local  tenderness,  redness, 
and  edcina  of  the  skin,  it  is  evident  that  adhesions  exist,  and  the  abscess 
may  be  incised  directly;  othcrwi.se  the  liver  must  be  exposed  by  an 
incision  through  the  abdominal  or  chest-wall. 

The  line  of  incision  will  be  determined  by  the  position  of  the  abscess. 
If  the  abscess  is  in  front  and  points  fonvard,  a  vertical  incision  is  the 
best,  because  it  gives  an  opportunity  for  opening  the  ab.scess  at  a  point 
sufficiently  below  the  chest-walls  to  prevent  the  liver  wound  from 
receding  behind  the  ribs  when  the  swelling  of  the  liver  subsides.  The 
liver  being  exposed  by  a  large  incision,  the  peritoneal  cavity  must  be 
"  walled  off"  by  packing  sterile  gauze  between  the  liver  and  the  abdnmi- 

>  Scr  chapter  on  Tropical  diseases. 
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nal  wall.  An  asfHratur  may  now  be  used  to  locate  the  ab<;ces£,  if  nec- 
essary. Thtr  abscess  is  freely  incised,  and  the  cavity  wiped  out  with 
gauze.  It  should  then  be  filled  with  gauze  packing  and  a  drainage- 
tube.  Kresh  gauze  should  then  be  placed  between  the  liver  and 
abdominal  wall,  Some  surgeons  advise  stitching  tlic  liver  wound  to  the 
abdominal  wound,  but  the  liver-tissue  is  too  friable  for  reliable  stitch- 
ing, and  the  gauze  packing  is  perfectly  safe.  The  gauze  in  the  liver 
wound  is  changed  every  day  and  is  rapidly  diminished  in  amount ;  but 
the  protective  gauze  is  allowed  to  remain  five  to  seven  days  for  the  sake 
of  forming  strong  peritoneal  adhesions  about  the  wound. 

In  passing  through  the  pleura,  it  is  necL-ssary  to  resect  one  or  mort: 
ribs.  Ihe  opening  into  the  pleura  must  be  carefully  made  and  tlie 
parietal  pleura  secured.  The  diaphragmatic  pleura  is  next  incised,  and 
the  cut  margins  of  both  pleurx  are  stitched  together  so  as  to  close  the 
pleural  cavity,  leaving  a  passage  through  It  to  the  diaphragm.  The 
diaphragm  is  then  incised,  and  the  Uvcr-absccss  may  be  searched  for 
and  dramcd  as  in  the  first  instance. 

The  danger  of  the  operation  is  not  great,  as  the  pus  is  often  sterile. 
Johnston  reports  5  cases  treated  in  this  way  with  4  recoveries.  Fontan 
of  Toulon  favors  curetting  the  abscess-cavity,  and  reports  40  ca.ses  with 
80  pt.?r  ceiil.  of  cures. 

Hydatids  of  the  I/iver. — The  hydatid  worms  arc  the  larvx  of 
the  Tienia  cchitiococcus  of  the  dog.  The  cmbr}'o,  freed  from  its  shell 
by  digestion,  may  burrow  througli  the  intestinal  wall,  or  is  more  com- 
monly carried  to  the  liver  by  the  portal  circulation.  The  disease  is 
common  in  Australasia,  where  clrinking-viater  is  e."ic(>osed  to  contamina- 
tion by  dogs  and  ailtlc.     Its  growth  is  stow. 

The  symptoms  are  merely  an  increase  in  the  size  of  the  liver.  The 
tumor  is  smooth  and  clastic,  and  sometimes  the  characteristic  hydatid 
tremor  may  be  felt.  When  suppuration  occurs  the  symptoms  arc  the 
same  as  in  abscess  of  the  liver. 

Treatment. — At  the  present  day  there  are  three  operations  in  vogue 
fof  the  removal  nf  hydatids  of  the  liver:  r.  0|>eralion  in  two  stages. 
1.  Evacuation  of  the  cyst  with  drainage.  5.  Partial  or  complele 
removal  of  the  cyst  and  closing  the  abdomen  without  drainage — intra- 
peritoneal. 

1.  Operation  in  hvo  slaves  (V'olkmann)  aims  at  causing  adhesions  to 
form  between  the  liver  and  the  parietal  peritoneum  as  a  result  uf  the 
first  operation,  so  that  the  contents  of  the  cy.st  can  be  removed  at  the 
second  without  infection  of  the  peritoneum.  This  operation  is  going' 
out  of  use.  because  the  one-stage  o])eralions  are  superior. 

2.  Evacuation  of  thf  Cyst  and  Draina^f. — A  longitudinal  incision  is 
made  over  the  abdominal  part  of  the  swelling  when  possible.  The  liver 
is  e.\amined  through  this  incision,  which  may  be  enlarged  to  suit  the 
condition  found. 

The  space  between  the  liver  and  the  abdominal  wall  is  packed  with 
sterilized  gauze  to  prevent  extravasation  of  the  fluid.  As  much  of  the 
fluid  as  possible  is  drawn  off  with  a  cannula.  The  cyst  is  now  inci.sed, 
evacuated,  and  wiped  out.  The  cyst-walls  arc  then  sutured  to  the 
abdominal  wound,  and  tlie  cyst-ca\'it)'  packed  lightly  with  gauze  and  a 
large  rubber  drainage-tube. 

2« 
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The  after-treatment  consists  in  keeping  the  cyst-cavity  clean  and 
gradually  diminishing  the  amount  of  gauze  packing  at  each  dressing. 

3.  Intraperitoneal  Operation. — In  i8gi  Bond  of  Leicester  noticed 
that  there  was  an  elastic  cyst  inside  the  fibrous  adventitia,  and  that 
after  drawing  off  the  fluid  the  elastic  lining  shrank  and  could  easily  be 
removed.  He  found  that  by  simply  removing  the  daughter-cysts  and 
the  parasite  endocyst,  which  has  no  organic  connection  with  the  adven- 
titious cyst,  and  by  not  making  any  attempt  to  remove  or  separate  from 
surrounding  parts  the  latter  fibrous  investment,  the  danger  from  hemor- 
rhage was  avoided.  He  therefore  advocates  treating  all  hydatid  cysts, 
dead  or  alive,  which  are  not  suppurating,  by  evacuation  of  the  contents 
and  closure  of  the  abdominal  wound  without  drainage.  He  reports  3 
cases  cured  by  this  operation. 

Favorable  cases  are  reported  by  Hamilton  Russell,  fiyan,  and  others.  Wilmore  of  Mel- 
bourne reports  3  favorable  cases.  He  left  the  two  incisions,  even  when  the  cyst  was 
empty,  in  contact  with  each  other,  so  that  the  cyst  could  easily  be  drained  later  if  necessary. 
The  adventitia  can  be  inverted  and  sutured  in  large  cysts  or  anchored  to  the  abdominal  wall 
near  the  wound. 

Hernia  after  this  operation  is,  of  course,  much  less  frequent  than  in 
cases  where  the  cyst  is  drained.  Syme  reports  a  case  by  Bond's  method 
in  which  bile  leaked  and  came  to  the  surface,  and  the  patient  recovered. 

One  or  two  fatal  results  have  also  been  reported  from  the  intraperi- 
toneal operation.  From  the  reported  cases  the  mortality  does  not 
appear  to  be  greater  than  that  following  the  usual  operation  of  drainage. 

Rarely  the  cysts  are  pediculated  and  can  be  excised  in  toto  with  more 
or  less  liver-tissue.  The  procedure  in  such  cases  is  the  same  as  excis- 
ion of  part  of  the  liver  for  tumor,  and  the  reader  is  therefore  referred 
to  that  heading. 

Hydatids  on  the  upper  surface  of  the  liver  must  be  evacuated 
through  the  pleural  cavity.  The  operation  for  this  condition  is  identical 
with  the  operation  for  hepatic  abscess  in  the  same  situation  already 
described. 

Tnmor  of  the  I/iver ;  Excision  of  Portions  of  the  Mver. — 
Great  progress  has  been  made  in  the  last  few  years  in  the  technic  of  re- 
secting tumors  of  the  liver,  and  the  immediate  results  of  such  operations 
have  been  astonishingly  good.  The  organ  is  so  friable,  so  full  of  gaping 
vessels,  and  so  evidently  incapable  of  being  sutured,  that  it  has  always 
seemed  impossible  successfully  to  manage  large  wounds  in  its  sub- 
stance. In  fact,  Elder,  in  1886,  gives  the  mortality  of  liver  wounds  as 
62  per  cent.  The  new  departure  is  based  on  the  results  of  experiments 
on  animals  by  Gliick  (1883),  Ponfick  (1890),  Meister,  and  others. 

These  experiments  showed  that  large  pieces  of  liver  could  be  removed  from  rabbits  with- 
out causing  death.  In  caLs  and  dogs  the  removal  of  more  than  three-quarters  of  the  liver 
was  not  followed  by  any  serious  consequences.  Not  only  could  the  animals  bear  the  loss  of 
a  lai^e  part  of  the  liver,  but  the  ot^an  had  the  power  of  regeneration.  Meister  found  that 
after  three-quarters  of  the  liver  had  been  resected,  the  r^eneration  was  so  rapid  that  it 
r^ained  its  normal  weight  in  thirty-six  days. 

Bruns,  in  the  Franco-German  war  (1870),  was  the  first  to  resect  a  small  portion  of  the 
liver  in  man.  The  case  was  of  a  soldier  who  had  received  a  bullet  wound  in  the  abdomen, 
through  which  a  piece  of  liver  the  size  of  a  nut  protruded.     This  was  successfully  cut  away. 

More  or  less  extensive  resection  of  liver- sub  stance  in  the  removal  of  echinococcus<yst5 
has  been  done  by  Landour.y  and  Segon,  Lorcta,  I'ozzi,  and  Ruggi,  all  of  whom  stitched  the 
liver  wound  to  the  abdominal  wound.  Also  less  extensive  resection  by  Vohtr  and  Tanvni, 
who  stitched  the  liver  wound  together  and  closed  the  abdomen.     Terrillon  operated  in  two 
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stages,  bringing  the  cyst  outside  the  abdomen  and  strangulating  the  pedicle  with  an  elastic 
ligature,  and  cutting  it  away  at  a  later  operation.  Strange  to  say,  all  these  cases  recovered, 
although  the  resection  of  liver-substance  was  quite  extensive,  notably  in  the  cases  of  Loreta 
and  Pozzi. 

Since  Ponfick's  article,  in  1890,  a  number  of  operations  for  various 
kinds  of  hepatic  tumors  have  been  done  by  various  methods.  In  46 
reported  cases  more  or  less  hver-substance  was  resected  for  tumor. 
Nine  cases  were  echinococcus-cysts,  to  which  reference  has  already 
been  made.  Several  other  cases  are  not  included  here.  Nine  cases 
were  for  syphiUtic  nodules;  2  died. 

On  account  of  the  favorable  results  from  constitutional  treatment,  S^ond  and  Bergmann 
advise  against  operating  on  syphilitic  tumor  of  the  liver. 

Eight  cases  have  been  operated  on  for  cancer  by  Bruns,  Hochene^,  LUcke,  Jacobs, 
Watson,  M.  Robson,  and  Heidenhain.  One  case  by  Kiister  died  from  septicemia.  In 
Watson's  case  the  disease  recurred  in  two  months.  In  Jacobs's  case  recurrence  in  seven 
months.     In  Hochcnegg's  case  there  was  no  recurrence  after  eighteen  months. 

In  LUcke's  case  there  was  no  recurrence  after  two  years.  The  patient  was  a  woman, 
thirty-one  years  old.  The  tumor,  the  size  of  a  fist,  started  2  fingers'  breadth  below  the  xiphoid 
process,  and  was  quite  movable.  Diagnosis  of  probable  liver-tumor  was  reached.  At  the 
operation  a  cancer  of  the  left  lobe  of  the  liver  appeared,  which  was  connected  with  the 
liver  by  a  pedicle  20  centimeters  {8  inches)  in  circumference.  This  p>edicle  was  fastened 
into  the  abdominal  wound  and  surrounded  by  iodoform  gauze,  over  which  was  placed  an 
elastic  ligature.  Three  days  later  a  lighter  ligature  was  put  on.  After  nine  days  the 
remaining  pedicle  was  cut  with  the  thermocautery. 

Only  primary  cancer  in  a  single  nodule  is  suitable  for  operation : 
also  primary  cancer  of  the  gall-bladder  which  has  extended  to  liver- 
substance.  Such  were  the  cases  of  Hochenegg,  Watson,  Robson,  and 
Heidenhain.  The  latter  excised  a  cancerous  gall-bladder  with  a  wedge- 
shaped  piece  of  infected  liver  10  by  12  centimeters  (4  by  4*  inches). 
The  liver  wound  was  packed  with  gauze.  Recovery.  Liicke's  case  is 
astonishingly  favorable,  and  I  think  should  lead  to  a  further  trial  of 
excision  of  primary  cancer  of  the  liver. 

Four  cases  were  for  sarcoma.  They  were  by  Bardeleben,  Sklifossowsky,  Israel,  and 
Elliot.  Israel  removed  a  sarcoma  weighing  1225  gmrn^  [44  ounces)  from  a  girl  of 
fifteen.  Israel's  and  Elliot's  cases  died  in  four  months  from  recurrence.  In  the  writer's 
case,  about  one-firth  of  the  whole  liver  was  removed.  The  wound-surface  of  the  liver  was 
5  inches  long  and  2  inches  broad.  Bleeding  was  controlled  by  ligature  and  gauze  pressure. 
The  pedicle  was  dropped  and  surjoundetl  with  gauze  packing.  The  patient  made  a  good 
recovery  and  lived  four  months.  The  disease  relunicd  on  the  intestine.  There  was  no 
recurrence  in  the  liver.      Bardelcben's  case  was  well  two  years  after  the  operation. 

If,  then,  we  consider  all  the  malignant  cases  together,  we  have  12 
cases  operated  on,  with  1  death,  and  2  patients  were  known  to 
have  no  recurrence  of  the  disea.se  after  two  years.  This  is  certainly  a 
more  encouraging  beginning  than  could  have  been  expected. 

There  are  4  cases  of  adenoma  o[>eratcd  on  by  l.ius,  Beigmann,  Tricomi.  and  Goub^. 

Six  cases  of  cysts  of  the  liver  have  l>een  operated  on  hy  KSnig,  Muller,  Keen — and, 
according  to  Bergmann — Terrillon,  North,  and  I.ius. 

Tiffany  removed  a  nodule,  containing  a  small  amount  of  fine  biliary  calcareous  matter, 
from  the  convex  surface  of  the  liver. 

Eiselsberg  operated  on  a  cavenioma  hepatis,  a  unique  case.  Keen  (case  not  reported) 
has  successfully  remove<l  an  angioma  bv  elastic  constriction,  external  to  the  abdominal 
wall. 

From  an  analysis  of  these  46  ca.ses  it  appears  that  only  4  died, 
giving  a  mortality  of  less  than  lo  per  cent.  The  tumors  have  varied 
in  size  from  a  small  nut  to  three  fists.  In  Israel's  case  the  tumor 
weighed  1225  grams. 
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Symptoms  and  Diagnosis. — The  symptoms  were  not  usually  char- 
acteristic or  suggestive.  The  patiL-nts  were  often  in  a  dL-bilitaled  con- 
dition, and  many  complained  of  pain  in  the  region  of  the  tumor.  They 
often  noticed  a.  sense  of  weight  and  fulness  in  the  right  side.  Several 
sufTcred  from  gastric  disturbances  and  even  vomiting,  probably  due  to 
pressure  on  or  adhesions  to  tlie  stomach.  The  tumor  varied  in  its 
situation  according  as  it  arose  from  the  difierent  liver  lobes.  A  tumor 
of  the  right  lobe  was  found  in  the  right  loin,  in  the  kidney  region  ; 
while  a  growth  from  the  left  Eobe  appeared  in  tlic  epigastric  or  umbili- 
cal region. 

The  tumors  were  movable,  even  when  connected  by  a  broad  base, 
and  usually  more  so  in  a  lateral  than  in  a  vertical  direction.  Almost 
all  moved  with  the  respiration.  By  palpation  a  direct  connection  with 
the  li^-er  was  occasionally  made  out ,  but  in  more  than  half  the  cases 
percussion  showed  a  tympanitic  zone  between  llie  tumor  and  the  liver. 

The  diagnosis  was  made  in  only  a  few  cases.  The  tumors  were 
mistaken  for  tumor  of  the  pancreas,  mesentery,  omentum,  pylorus, 
colon,  ovary,  and  kidney.  A  tumor  of  the  right  lobe  can  often  be 
grasped  with  one  hand  in  the  loin  and  the  other  in  front,  and  moved 
about  freely ;  under  which  circumstances  it  may  feel  exactly  like  a 
kidney,  as  in  my  case. 

Operative  Technic— In  the  majority  of  the  cases  reported  the  liver- 
substance  was  cut  with  the  thermocautery  and  the  large  vessels  tied. 
In  a  few  cases  the  knife  or  scissors  were  used.  Keen  enucleated  the 
tumor  with  his  finger-nail.  In  several  cases  the  stump  was  strangu- 
lated with  an  elastic  ligature  or  lied  in  sections  with  .silk.  Gauze 
pressed  against  the  wound  was  often  eflective  in  stopping  the  general 
oozing. 

Israel,  in  operating  on  a  large  sarcoma,  found  that  gauze  pressure 
did  not  control  the  blecdinjj ;  he  therefore  wound  an  elastic  tube  twice 
around  the  whole  right  lobe,  which  completely  stopped  tlic  hemor- 
rhage, lie  then  pa.ssed  three  compressing  ligatures  of  stout  silk 
through  the  whole  thickness  of  the  right  lobe.  This  drew  the  tissues 
pretty  firmly  together. 

There  are  four  methods  of  treating  the  liver  wounds. 

(i)  Closing  the  abdomen  after  stopping  the  bleeding  and  sewing  the 
liver  wound  when  possible  and  dropping  the  stump  (intraperitoneal). 

This  method  was  followed  by  Itruns,  Langcnbuch,  Wagner,  Lius, 
Vohtz,  Keen,  and  others.  Lius's  and  Wagner's  cases  died  of  hemor- 
rhage, and  Langciibuch's  case  was  only  saved  by  reopening  the  abdcN- 
mcn  and  retying  the  vessels.  This,  then,  is  evidently  a  very  unsafe 
method,  except,  possibly,  for  small  tumors. 

(2)  Operation  in  two  sittings  (extraperitoneal).  Tillmans  fixed  the 
liver  to  the  abdominal  wound,  and  destroyed  the  growth  with  the 
cautery.  LiJckc  fa.stcned  the  pedicle  into  the  abdominal  wound,  and 
surrounded  it  with  an  elastic  ligature.  It  was  cut  awaj"  on  the  ninth 
day  with  the  cautery.     Terrillon  used  the  same  method. 

Laucnstein  operated  in  two  stages,  and  the  patient  died  of  septi- 
cemia on  the  twelfth  day.  Ktister  reports  a  death  from  septicemia 
due  to  this  method. 

(3)  Fixing  the  stump  into  the  abdominal  wound  (extraperitoneal). 
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In  many  cases  the  stump,  after  having  been  tied  in  sections  or  even 
with  an  elastic  ligature,  was  sewed  into  the  abdominal  wound,  and 
allowed  to  granulate  under  an  iodoforni-gauzc  dressing. 

Hochenegg  and  Rosenthal  fastened  the  stump  into  the  abdominal 
wound  by  transfixing  it  with  a  long  needle  resting  on  the  abdominal 
walls.  Hochcncgg  controlled  hcmorrliagc  by  holding  gauze  in  the 
liver  wound  by  tying  stitches  over  it.  This  method  has  the  serious 
defect  that  the  liver  is  pulled  out  of  its  position,  which  may  injure  the 
organ;  it  also  causes  a  constant  tendency  to  tear  out  the  stitches— 
every  respirator^'  movement  pressing  directly  on  the  wound. 

(4)  Liver  wound  packed  with  gauze  and  dropped  into  the  abdomen. 
Abdominal  wound  partly  closed  (intrapentonealj. 

Eisclsberg  first  practised  this  method  with  success,  and  Bergmann 
soon  followed  and  insisted  on  its  value.  Israel,  Mikulicz,  and  Heiden- 
hain  have  also  used  this  method  with  success. 

Gauze  packing  is  one  of  the  greatest  advances  in  abdominal  surgery, 
and  I  feel  certain  that  its  use  in  liver  wounds  is  going  to  prove  of  great 
value.  In  fact,  it  seems  to  me  to  have  settled  the  treatment  of  these 
wounds  for  some  time  to  come,  if  not  for  all  time. 

It  appears,  then,  that  it  is  unsafe  to  drop  a  large  pedicle  and  close 
the  abdominal  wound  on  account  of  the  danger  of  hemorrhage;  that 
bringing  the  tumor  out  through  the  abdominal  wound  and  slowly 
strangulating  it  with  an  clastic  hgature  around  its  base  is  liable  to  give 
rise  to  septicemia;  that  fiLstening  the  pedicle  into  the  abdominal  wound 
may  injure  the  liver,  and  make  the  edges  of  the  wound  liable  to  pull 
away  on  account  of  the  cutting  of  the  stitches. 

In  my  opinion,  the  best  procedure  is  to  use  a  rubber  tube  for  a 
tourniquet  during  the  operation  if  ncccssar>' ;  to  tic  all  the  large  vessels 
separately,  using  gauze  pressure  for  the  oozing;  to  close  the  liver 
wound  as  much  as  possible  with  sutures  ;  to  drop  the  stump  inside  the 
abdomen  and  to  surround  it  completely  with  sterilized  gauze,  packing 
iodoform  gauze  against  the  liver  wound,  and  leave  the  abdominal  wound 
sufficiently  open  to  facilitate  dressing  the  liver  wound. 

Uepatoptosis. —  The  subject  of  "  floating  liver"  has  lately  been 
treated  by  Terrier  and  Auvray  in  Rct'ne  de  Chtrurgic,  189",  and  com- 
mented on  by  Kinnie  in  Annals  of  Snt\^cry^)ixx\)X^ry.  1898.  Accord- 
ing to  these  writers,  l^nidnu  believes  that  the  primary  defect  is  a 
distention  of  the  abdominiil  walls  ;  but  Glenard  thinks  the  intestines  arc 
an  important  support  to  the  liver,  the  anterior  abdominal  wall  being 
their  point  d'appiti.  I'aurc  thinks  the  Inferior  vena  cava  important 
among  the  supporters  of  the  liver. 

"Floating  lobes  "of  the  liver  have  occasionally  been  noticed  at 
operations.  Riedel  has  shown  that  gall-bladder  disease  may  cause 
such  a  condition. 

The  position  taken  by  the  displaced  liver  varies  greatly.  Deniar- 
quay  found  the  liver  turned  upside  down,  with  the  gall-bladder  next 
the  diaphragm. 

Criffilhs  w\A  Tiu*h  found  thp  liv<r  rotated  on  ils  lrar»!*CT»e  asis.  its  wipcrfor  surface 
being  again*!  tlir  alxlnniriiul  vrall.  and  il.\  anlerlui  bontrr  in  llir  llinc  foMi.  llrMlirr  nml 
Binnie  fmind  the  convex  surfnce  n(  ihe  liver  lying  in  (he  rijiht  flank,  the  antrrior  <rdgt  t>rinfi 
vertical  and  \\k  inferior  lurfuce  facing  lo  the  len.    Kinuiuon  found  a  Uver  diiJucalcd  In  the 
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Oppoute  iide  of  tlic  alMli>iiK:]i.  Crawfonl  found  the  Jiver  completely  uitcvcited  and  lyinjE 
on  the  inl»lincs  in  the  luii;;  axis  of  (he  uUdomen,  ih«  lowrr  edge  of  the  right  lobe  ■  hand'* 
brndih  b«low  (he  costal  margin. 

The  abdominal  walls  arc  often  flabby  or  hanging. 

The  disease  is  often  associated  with  abnormal  mobility  of  the  other 
abdominal  organs. 

The  actual  causes  of  hepatoptosis  are  usually  strains,  heavy  work. 
violent  exercise,  etc.  A  pendulous  condition  of  the  belly-wall  follow- 
ing pregnancy  is  ;i  common  cau.se. 

Symptoms  and  Diaenosis. — "  Floating  lobes  "  often  cause  consid- 
erable pain.  Their  diagnosis  consists  in  demonstrating  the  presence 
of  a  tumor  of  slow  growth  which  is  connected  with  the  liver.  The 
diniTentiation  from  otlier  tumors  of  the  liver  is  difficult  or  impossible. 

When  complete  hepatoptosis  occurs  suddenly,  as  during  a  fit  of 
coughing  or  from  traumatism,  there  is  often  a  biliary  colic  and  feelings 
of  tearing  and  torsion  in  the  right  side.  Tlierc  may  be  difficulty  of 
respiration,  nausea,  feeling  of  fulness  in  the  abdomen,  and  tendency  to 
syncope. 

When  it  occurs  slowly  there  is  a  feeling  of  weight  and  dragging, 
which  is  increased  by  exercise.  There  ts  a  dull,  aching  pain  in  the  back, 
extending  up  between  the  shoulders.  Jaunclice  is  often  present.  In 
the  later  stages  there  are  pain  and  tenderness  over  the  liver,  ascites, 
swelling  of  the  legs,  and,  finally,  acute  abdominal  pain  and  local  peri- 
tonitis. 

Crawford  reports  a  case  with  autopsy  where  the  liver  was  ante- 
verted.  This  caused  obstruction  of  the  bile-ducts  and  of  the  portal 
circulation.  There  was  therefore  degeneration  of  the  livcr-celfs  and 
edema  of  the  liver,  with  jaundice,  ascites,  edema  of  the  legs,  emacia- 
tion, diarrhea,  and,  finaHy,  death. 

The  author  recently  opemtcd  on  a  lady  who  was  wholly  disabled, 
the  prominent  symptom  being  pain  in  a  tumor  which  occupied  the 
right  loin.  The  diagnosis  of  enlarged  movable  kidney  seemed  the 
most  probable.  A  lumbar  incision  showed  the  kidney  to  be  normal, 
but  dragged  out  of  place  by  a  tumor  which  rested  on  the  pelvis.  On 
incising  the  peritoneum  the  tumor  proved  to  be  the  liver,  the  right  lobe 
of  which  was  easily  turned  out  through  the  lumbar  incision  as  far  as 
the  gall-bladder.  The  abdomen  was  then  opened  in  front  by  the 
ordinary'  incision  for  cholccystotomy.  A  gall-stone  was  removed  from 
the  gall-bladder.  The  liver  was  then  pushed  up  into  its  normal  posi- 
tion, and  held  there  by  firmly  stitching  the  gall  bladder  to  the  abdom- 
initl  w;ill  (cholccystotomy).  The  patient  was  restored  to  health  by  the 
operation. 

The  liver  can  usually  be  made  out  in  its  new  position  by  palpation 
and  percussion. 

Glcnard  calls  attention  to  a  diagnostic  point  by  noting  that  the 
lower  part  of  the  umbilicus  is  hidden  by  a  fold  of  skin,  which  is  due 
to  traction  nf  the  liver  on  the  suspensory  ligament. 

The  treatment  of  partial  hepatoptosis  has  been  carried  out  in  three 
ways;  (d)  Hy  resection  of  the  "floating  lobe."  {b')  By  fixation  to  the 
abdominal  wall,  {c)  By  cholccystotomy,  in  the  hope  of  indirectly 
diminishing  the  lobe. 
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Lanfjcnbuch  resected  a  lobe  in  18S7. 

Billroth  stitched  a  "  floiiting  iobc  "  \o  the  .-ibcltjmiiial  wall  in  1SS4. 

Complete  hcpaluplosis  has  been  treated  by  bandages  to  hnU!  the 
liver  in  place,  but  tlicy  arc  tifleii  uncomfortable  and  have  to  be  aban- 
doned.    In  severe  cases  operation  seems  to  be  necessary  to  save  life. 

The  of»t'ration  of  stitching  the  liver  to  the  abdominal  wall  is  called 
//(■/(//(j/if-jr/,  and  was  first  done  by  Marcliant  in  1891.  According  to 
Binnie,  it  has  now  been  done  15  times.  The  abdominal  incisions  have 
been  cither  vertical  in  tlie  median  line,  al  the  outer  border  of  the 
rectus,  or  parallel  to  the  costal  arcli.  TIjc  Uver  is  returned  to  its 
normal  position,  and  fixed  there  by  sutures,  '['he  sutures  are  passed 
through  the  liver-substance  and  into  the  tissue  under  the  right  costal 
margin  or  tnto  the  abdominal  wall.  Hlunt  needles  and  coarse  catgut 
have  been  used.     From  2  to  8  stitches  arc  placed. 

Dcpagc  considers  hcpatopcxy  of  secondary  importance  to  laparec- 
tomy  in  these  cases.  He  excises  portions  of  the  abdominal  wall  trans- 
versely and  vertically  to  overcome  the  laxity  oi  the  belly-walls  and  to 
gain  support.     This  is  probably  the  best  operation. 

According  to  Binnie.  from  1 1  cases  of  hepatopcxy  (alone)  there  were 
8  recoveries  and  t  death,  the  result  of  2  being  uncertain.  "  \\\  the  8 
cascjt  the  condition  was  rendered  very  satisfactory  and  maintained  in 
this  state." 


SURGICAL  DISEASES  OF  THE  GALL-BLADDER  AND  BILIARY 

PASSAGES. 

The  most  important  surgical  diseases  of  these  parts  are  chole- 
lithiasis, ch[tlan;^rtis,  and  cancer. 

Cholelithiasis. — There  are  two  theories  as  to  the  cause  of  gall- 
stones. According  to  one.  held  by  Bouchard  and  others,  they  are 
formed  by  precipitation  of  the  cholesterin  from  special  chemical  changes 
in  the  bile.  According  to  the  other,  held  by  Naunjn  and  others,  they 
are  formed  by  a  catarrhal  condition  of  the  bile-ducts.  This  causes  a 
separation  of  cholesterin  and  other  salts  and  increases  their  quantity. 
Naunyn  has  found  b^icteria  in  inlralie[>;itic  calculi,  which  suggests  that 
the  catarrh  which  caused  their  formation  had  a  microbic  origin. 

When  the  hepatic  or  common  duct  is  obstructed,  the  back-pressure 
of  the  bile  causes  a  destructive  process  in  the  liver-substance ;  and 
Nasse  has  shown  by  experiments  on  animals,  that  as  soon  as  that  back- 
pa-ssure  is  relieved  the  liver-cells  arc  actually  capable  of  regeneration. 
Obstruction  of  the  ducts  is  almost  always  followed  by  bacterial  infec- 
tion of  the  bile,  which  nsiially  disappears  when  the  i>assagcs  are  opened. 
Thus  we  find  abundant  scientific  encouragement  for  the  removal  of 
calculi. 

Symptoms.— Gall-stones  cause  two  entirely  different  seta  of  symp- 
toms, according  as  they  are  situated  in  the  gall-bladder  and  cystic  duct 
or  In  the  common  and  hepatic  ducts.  When  they  are  located  in  the 
gall-bladder  or  cj'stic  duct  they  give  rise  to  painful  contractions  and 
enlargement  of  the  gall-bladder,  which  in  time  becomes  chronically 
thickened  and  often  ulcerated.  Adhesions  form  about  such  a  gall- 
bladder and  cause  symptoms  of  local  inflammation.     Such  a  gall-blad- 
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dcr  may  become  infected,  causing  an  acute  phlegmon  and  even  gangrene 
with  peritonitis  and  death. 

'Die  usual  history  of  llicsc  cases  is  of  occasional  attacks  of  pain  and 
jnflainniation  in  the  gall-bladtler  region,  more  or  less  severe,  either 
without  any  jaumlice  or  with  only  slight  jaundice. 

When  the  stones  are  located  in  the  hepatic  or  common  duct,  imjjor- 
tant  functions  of  the  h'vcr  arc  threatened,  and  the  symptoms  become 
more  serious.  Here  the  flow  of  bile  is  obstructed,  giving  rise  to  jaun- 
dice. It  is  characteristic  of  gall-stone  obstruction  tliat  the  jaundice  is 
intermittent  or  remittent.  This  is  due  to  the  pa.ssing  on  or  movirijj 
back  of  the  stones  (ball-valve  action  of  a  floating  stone — Fenger)  or  to 
relaxation  of  a  spasm  of  the  duct. 

With  the  onset  of  the  jaundice  there  are  usually  colic  and  a  rise  of 
temperature.  The  colic  ts  due  to  a  spasm  of  the  duct  or  gall-bladdcr ; 
while  the  rise  of  temperature  is  probably  due  to  septic  absorption 
caused  by  a  temporary  retention  of  the  septic  bile.  After  several 
months  there  is  nearly  always  a  marked  loss  in  weight,  due  to  impair- 
ment of  important  functions  of  the  liver.  Clay-colored  stools  sliow 
that  no  bile  reaches  the  intestine. 

Obstruction  of  the  ducts  by  cancer  causes  a  permanent  jaundice. 
Intense  and  continuous  jaundice  suggests  obstruction  by  tumor;  but 
jaundice  extending  over  a  number  of  years  indicates  obstruction  by 
stone,  because  a  malignant  tumor  would  have  become  evident  in  less  time. 

Operative  Treatment. — An  operation  is  indicated,  in  our  opinion, 
whenever  the  above  symptoms  are  present  to  such  a  degree  as  to  make 
it  probable  that  a  stone  is  present  which  will  not  pass.  It  is  to  be  re- 
membered that  when  .stones  are  present  the  bile  is  usually  infected  with 
bacteria,  and  that  the  patient  is  subjected  to  a  slow,  de.structive  process 
in  the  gall-bladdcr  or  liver,  and  is  always  liable  to  an  acute  infection. 

The  prindpal  contra-indication  (besides  the  general  surgical  contra- 
indications) is  a  hemorrhagic  diathesis.  Severe  icterus  causes  such  a 
condition,  and  many  cases  operated  upon  for  gall-stones  have  proved 
fatal  on  that  account.  It  is  therefore  necessarj*  to  investigate  this  point 
before  operating.  Mayo  Robson  gives  calcium  chlorid  to  deeply  jaun- 
diced patients,  before  operation,  in  30-gratn  doses.  "  to  make  the  blood 
more  plastic  and  to  lessen  the  tendency  to  bleeding." 

Ckotccystotoiny  is  the  operation  most  frequently  done  for  gall-stones. 

For  all  gall-stone  operations  I  think  it  is  best  to  use  the  reversed 
Trendelenburg  position.  The  patient  is  hung  by  straps  under  the 
arms  on  an  tnclincfl  plane,  at  an  angle  of  something  less  than  45 
degrees.  A  sand-bag  is  placed  under  the  back  so  that  the  patient  is 
bent  over  it.  In  this  position  the  intestines  gravitate  to  the  lower  part 
of  the  abdomen,  so  that  when  the  liver  is  held  up  by  a  retractor,  the 
air  sucks  in  between  the  liver  and  intestines  much  as  it  cntei^  the  pelvis 
in  the  Trendelenburg  position.  This  position  makes  it  possible  to  see 
and  manipulate  the  gall-bl.idder  and  ducts. 

The  abdomen  is  opened  in  the  right  linca  semilunaris.  Kocher 
employs  an  oblique  incision  parallel  to  the  right  costal  margin.  If  the 
gall-bladder  is  found  distended,  it  is  aspirated  and  then  opened,  the 
parts  being  isolated  by  sterilized  gauze.  If  stones  are  present,  they 
are  easily  removed  with  forceps  or  fingers.     The  <ystic  duct  is  next 
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examined  by  passing  the  hand  down  bcsitic  the  gall-bladdcr  along  the 
duct;  in  this  way  stones  can  usually  be  felt  in  tlie  duct  anti  niaiiipu- 
latcd  back  into  the  gall-bladder.  Sometimes  it  is  useful  to  pass  an 
instrument  into  the  duct,  guided  by  the  right  hand  outside.  Stones 
impacted  in  the  duct  con  often  be  removed  by  a  curct  or  a  scoop,  or  by 
milking  the  duct.  If.  however,  their  removal  requires  much  manipu- 
lation, it  i-s  -safer  to  incise  the  duct  at  the  point  of  impaction.  When  the 
ducts  are  clear,  or  when  it  seems  advisable  to  slop  the  ojjeration.  the 
opening  in  the  gall-bladder  is  stitched  into  the  abdominal  wouni)  and  a 
rubber  drainage-tube  is  placed  in  the  gall-bladdcr.  It  is  advisable  to 
stitch  the  gall-bladdcr  to  the  peritoneum  or  aponeurotic  layer  and  not 
to  the  skin,  as  being  less  liable  to  leave  a  permanent  fistula.  In  ordi- 
nary cases  the  drainage-tube  is  removed  after  five  or  six  days,  and  the 
opening  allowed  to  close.  Terrier  suggests  that  in  cases  <if  suppurative 
cholangitis  the  discharge  should  Ixr  tested  baclerinlogically,  and  (hat 
the  tube  should  not  be  removed  until  the  bile  is  sterile  or  nearly  .so.  A 
purse-string  suture  passed  around  the  opening  in  the  gall-bladder  at  the 
operation  may  be  tightened  seven  or  eight  days  later.  This  will  mate- 
rially shorten  the  duration  of  the  bite-fistula,  if  it  is  desirable  to  do  so. 

In  cases  of  long-standing  disease  the  gall-bladder  may  be  found 
embedded  in  adliesions,  so  that  all  anatomiciil  lamiinarks  seem  to  be 
lost;  when  reached,  tlie  gall-bladder  Is  often  fouiui  to  be  small  and 
contracted,  lying  deep  under  the  liver.  In  such  a  case  it  is  manifestly 
impossible  to  fasten  it  to  the  abdominal  wall.  Here  a  drainage-tube 
may  be  passed  into  tlic  opening  in  the  gall-bladder  and  surrounded  by 
sterilized  gauze.  This  leads  the  bile  to  the  surface,  and  soon  adhesions 
are  formed  to  protect  the  iK-rit^mcal  cavity.  In  such  cases,  if  the  ducts 
arc  known  to  be  clear  and  free  from  severe  inflammation.  I  tlitnk  it  is 
safer  to  do  a  cholecystectomy.  The  mortality  of  cholecyslntomy  is 
usually  put  at  about  15  per  cent,  but  Kehr  reports  a  mortality  of  about 
I  per  cent     Mayo  Robson  reports  about  the  same  for  simple  cases. 

"Idea!"  ckoUcyitotomy  coXi-^vsX.'A  \\\  closing  the  opening  in  the  gall- 
bladder with  two  rows  of  sutures  and  retuniing  it  into  tlie  abdominal 
cavity,  either  with  or  without  drainage.  Tliis  operation  has  the  .ulvan- 
tagc  of  avoiding  a  temporary  biliary  fistula.  It  can  only  be  used  when 
the  gall-bladder  is  healthy  and  the  ducts  are  not  obstructed.  This  is 
a  safe  operation  in  proper  cases. 

ChoUcystcndysis  tCourvoisicr)  consists  in  closing  the  opening  in  the 
gall-bladder  and  anchoring  it  to  the  abdominal  incision,  which  is  closed 
over  it. 

The  author  has  employed  this  method  with  good  results ;  but  in  one 
instance  found  it  neces.sary  to  operate  a  year  later  to  free  a  painful 
adhesion  between  the  gall-bladdcr  and  the  abdominal  wall. 

Cluflecystectomy. — Here  the  gall-bladder  is  dissected  from  the  liver. 
This  leaves  a  pedicle  which  consists  of  the  cystic  tluct  and  the  cystic 
arter)*,  and  which  can  be  safely  ligatcd  and  dropped. 

In  certain  cases,  and  especially  those  wliere  llie  gall-bladder  has 
been  inflamed,  there  is  consiiierable  difficulty  in  freeing  it  without  tear- 
ing the  liver-subst:mce.  and  thereby  causing  troublesome  hemorrhage. 
The  author  has  a  modification  of  the  usual  operation  to  offer  for  such 
cases.     It  consists  in  making  no  attempt  to  free  tlic  gall-bladdcr  from 
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the  liver,  but  in  leaving  that  part  of  the  outer  coat  adjacent  to  the  liver 
undisturbed.  The  gall-bladder  is  cut  away  down  to  the  level  of  the 
hver,  and  the  mucous  membrane,  which  peels  off  easily,  is  the  only 
layer  removed  from  the  hver. 

The  mortality  is  usually  given  as  17  per  cent.  Kehr  reports  21 
cases  with  i  death — 5  per  cent,  which  is  probably  nearer  the  true 
mortality. 

After  examining  the  gall-bladder  and  cystic  duct,  the  next  step  is 
to  examine  the  common  duct  and  the  hepatic  duct.  If  the  gall-bladder 
is  drawn  upon,  it  exerts  a  slight  tension  on  the  gall-ducts  and  makes  it 
easier  to  follow  them  with  the  fingers.  After  the  thumb  and  forefinger 
of  the  left  hand  have  glided  over  the  cystic  duct,  the  forefinger  is 
passed  into  the  foramen  of  Winslow,  and  the  thumb  naturally  comes 
down  on  the  ligamentum  hepatoduodenale.  The  common  duct  is 
now  held  between  the  thumb  and  forefinger,  and  can  be  palpated  down> 


FiC.  337.— The  duct  is  held  by  the  thumb  snd  forefinger  of  the  left  hand, 
placed  before  the  stone  is  removed. 


llie  stitches  are 


ward  to  the  duodenum  or  upward  to  the  hepatic  duct,  and  even  back 
to  the  liver. 

If  a  stone  is  found  in  the  duct,  an  attempt  should  always  be  made 
to  push  the  stone  back  into  the  cystic  duct  or  forward  to  the  duodenum, 
and  to  crush  it  between  the  fingers  (cholelithotrity).  This  is  not  infre- 
quently successful.  Mayo  Robson  succeeded  in  crushing  a  stone  with 
his  fingers  in  27  cases.  Stones  in  the  duct  have  also  been  broken  up 
by  needling  and  by  crushing  with  padded  forceps;  but  this  is  a  method 
by  which  the  duct  might  be  seriously  injured  without  the  knowledge 
of  the  operator. 

Cholcdochotomy. — If  the  stone  cannot  be  moved  or  crushed  with  the 
fingers,  the  duct  must  be  incised.  The  stone  in  the  duct  is  grasped  with 
the  thumb  and  forefinger  of  the  left  hand  and  raised  to  as  convenient 
a  level  as  possible.  The  peritoneal  cavity  should  be  shut  off  with 
gauze  packing.  The  fingers  should  not  be  removed  from  the  duct 
until  the  stitches  are  tied.     The  duct  is  incised  over  the  stone  by  a 


Fk:.  afo. — Sulur«  of  tb«  duct  over  ihe  luuiiiDer  (Hutiled). 

passed  into  the  duct  to  ascertain  if  it  is  clear.  Two  rows  of  stitches 
arc  placed — very  fittc  catgut  being  used  for  the  duct  itself,  and  silk  for 
the  overlying  peritoneum.  A  sm.iH  drain ?igc-tube  is  {Kissed  down  to 
the  duct  and  surrounded  with  sterile  gauze.     By  tiiis  method  the 
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author  ha.s  succeeded  tn  closing;  the  hepatic  duct  once  and  the  com- 
mon duct  three  times,  so  that  no  bile  escaped  after  the  operation. 

Halsted  has  devised  miniature  hammers  (Figs.  238-241)  to  facil- 
itate suture  of  tlie  tiucts.  The  head  of  tlie  haiiiincr  is  inserted  into 
the  incised  duct,  while  Lhe  handle  is  used  to  pull  the  duct  forward. 
The  hammer-head  gently  tlislends  the  duct  antl  allow.s  the  sutures 
to  be  taken  with  precision  ;  it  also  stops  the  flow  of  bile  while  the 
sutures  arc  being  placed.  The  handle  is  placed  rear  one  end  of  the 
head  of  the  Iiammer,  to  enable  the  operator  to  mtroducc  it  through  as 
small  an  incision  as  possible.  There  are  several  sizes  of  the  hammer 
to  match  the  varying  .sizes  of  the  duct. 

If  it  is  found  impossible  to  .suture  the  duct,  a  drainage-tube  sur- 
rounded wiiJi  gauze  may  be  placed  down  to  the  o\v:\\  duct.  This  has 
often  been  done  with  success;  but  1  find  the  mortality  of  cholcdo- 
chotomy  without  suture  of  the  duct  is  somewhat  higher  than  with 
perfect  suture.  The  mortality  of  the  operation  is  from  iS  to  23  per 
cent. 

CltuUdockoduodffwtomy. — In  this  operation  the  duodenum  is  opened 
to  remove  a  calculus  from  the  very  end  of  the  bile-duct.  It  has  been 
done  with  success  by  McBuniey,  Pozzi,  and  Kocher. 


Fig.  «4i. — Hataeds  hsniiner. 

Cholecystenterostoinycov\s\^\s  in  establishing  an  opening  between  the 
gall-bladder  and  the  intestine,  usually  in  the  duodenum  or  colon.  This 
brings  the  bile  into  the  intestine  e\en  if  the  common  duct  is  obliterated. 

This  operation  may  be  done  by  suturing,  but  Murphy's  button  has 
given  by  far  the  lowest  mortality,  and  is  altogether  the  best  known 
method  of  making  this  opening.  The  manner  of  placing  the  button  is 
described  under  Intestinal  Operations. 

According  to  Mayo  Robson,  Murphy  has  collected  67  non-malig- 
nant cases,  with  3  deaths;  12  malignant  cases,  10  deaths.  Mortality, 
83.3  per  cent,  for  malignant  cases. 

Remarks  on  the  Operations. — Before  the  abdomen  is  opened  one 
never  knows  which  of  the  above  operations  will  be  suitable  for  the  case 
in  hand.  In  a  general  way,  it  may  be  said  that  ever>'  oi^eratlon  should 
be  conducted  with  the  idea  of  ultimately  restoring  tlic  functions  of  the 
bile-ducts,  and  (hat  any  irreparable  injury  to  them  is  a  serious  calamity  ; 
also  that  patients  bear  the  operation  belter  when  we  arc  successful  in 
clearing  the  ducts. 

ChoUcystotomy  is  done  much  more  frequently  than  any  of  the  other 
operations.  Uj'  this  procedure  the  gall-bladder  and  cystic  duct  can  be 
cleared  of  calculi  and  drained.  In  case  of  obstruction  of  the  common 
duct,  the  liver  can  be  relieved  of  the  back-pressure  of  bile  and  the 
system  of  the  deleterious  effects  of  bile-absorption;  moreover,  in  case 
of  cholangitis,  the  infected  ducts  are  drained.  The  di. sad  vantages  of 
the  operation  are  the  formation  of  adhesions,  often  painful ;  the  nuisance 
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of  a  biliary  fistula,  and  the  deprivation  lo  the  digestive  process  of  bile 
in  the  intestine.  The  last  is  not  so  important  as  was  at  first  supposed, 
35  it  is  now  known  that  the  bile  is  largely  an  excretion  of  waste-prod- 
ucts of  the  liver,  and  that  patients  with  biliary  fistula*  live  a  long  time 
with  fairly  good  digestion.  Moreover,  we  can  give  such  patients 
ox-gall,  if  desirable. 

After  cholecystotoniy,  .stones  left  in  the  ducts,  accidentally  or  from 
fear  of  prolonging  tJic  operation  in  a  feeble  patient,  often  work  loo.se 
and  come  out  or  are  washed  out.  When  the  ducts  are  clear  the  6stula 
usually  closes  spontaneously. 

On  the  other  hand,  there  is  not  infrequently  an  opportunity  to  dose 
the  gall-bladder  at  once  \^' ideal"  choletystotomy).  Such  an  opportu- 
nity presents  itself,  most  often  in  recent  cases,  when  the  gall-bladder  is 
found  healthy  and  when  the  deep  ducts  are  clear,  which  may  be  con- 
sidered a  fact  if  the  patient  has  had  little  or  no  jaundice  and  if  no  stones 
arc  detected  by  a  systematic  palpation  of  the  ducts.  "  Ideal "  chole- 
cystotomy  is,  as  its  name  implies,  the  perfection  of  gall-stone  operations 
in  proper  ca.ses.  More  and  more  favorable  cases  are  being  reported. 
The  author  has  done  the  operation  five  times  with  most  favorable 
res  tilts. 

A  gall-bladder  distt-ndcd  with  bile  indicates  a  movable  stone  in  the 
cystic  duct.  A  gall-bladder  distended  with  clear,  white  fluid  indicates 
a  complete  obstniction  of  the  cystic  duct  o{  long  standing.  When  the 
gall-bladder  is  thickened  and  phlegmonous  or  gangrenous,  there  is 
almost  certainly  a  stone  obstructing  the  cystic  duct.  When  the  gall- 
bladder is  contracted  or  nearly  obliterated,  there  is  usually  a  stone  in 
the  common  duct. 

ChoiecysU'ctomy,  like  "ideal"  cholccystotomy,  should  only  be  done 
when  the  common  duct  is  clear.  It  is  indicated  when  the  gall-bladder 
is  so  diseased  that  its  function  cannot  be  restored ;  also  when  there  is 
an  irremediable  obstruction  of  the  cystic  duct.  In  acute  phlegmon  or 
gangrene  of  the  gall-bladder,  it  is  usually  safe  to  do  a  prinuiry  choie- 
cystotomy,.'ind  later,  when  the*  acute  symptoms  have  sub.sided,  a  chole- 
cystectomy. If  there  is  jaundice,  a  very  careful  search  should  be  made 
for  an  obstruction  of  the  hepatic  or  common  duct. 

Chokdochotomy  with  suture  of  the  duct  is  the  operation  of  choice 
for  a  stone  in  the  duct  which  cannot  be  moved  or  crushed  with  the  fin- 
gers. If  the  patient  is  in  a  critical  condition,  it  is  usually  wiser  to  do  a 
primary  cholecystotoniy.  This  will  allow  the  liver  lo  resume  its  func- 
tion.s  to  a  certain  e.\tent,  and  will  prevent  bile-pressure  from  compli- 
cating a  choledochotomy  done  at  a  later  date.  Choledochotomy  untler 
such  circumstances  is  relieved  of  many  of  its  dangers.  Kehr  and  Mayo 
Robson  think  that  a  cholccystotomy  should  always  be  done  coinci- 
dcntly  with,  if  not  before,  choledochotomy.  It  relieves  the  stitches 
from  bile-pressure,  drains  the  diseased  ducLs,  ami  is  a  safety-valve  in 
Ciise  calculi  remain  undetected.  Choledochotomy  with  suture  of  the 
duct  should  never  be  attempted  without  cholecystotoniy,  e.'scept  in 
recent  cases  and  when  the  operator  is  certain  that  he  has  succeeded 
in  clearing  the  duct  to  the  duodenum. 

When  the  hepatic  duct  is  incised,  cholecystotoniy  is  of  no  advantage 
if  the  common  duct  is  clear.     The  writer  on  one  occasion  succeeded 


446 


INTERNATIONAL   TEXTBOOK  OF  SVRGERY. 


in  removing  a  stone  from  the  hepatic  duct  and  closing  the  incision  with 
sutures,  which  he  believes  is  the  only  case  on  record. 

When  there  is  an  irremediable  stenosis  of  the  common  duct,  such  as 
might  be  caused  by  a  stricture  or  cancer  of  the  head  of  the  pancreas, 
cholccystentcrostomy  is  indicated.  Unfortunately,  the  mortality  of  this 
operation  is  very  high — 85  per  cent. — when  done  for  malignant  disease* ; 
hence  it  cannot  be  recommended  in  those  cases.  It  is  therefore  most 
valuable  in  cases  of  simple  stricture  of  the  conmion  duct,  which  arc 
vcr\'  rare.  The  objections  to  cholccystentLTostomy  for  gall-stones  are 
that  it  leaves  the  stones  still  irntatiitg  the  tlucts  and  makes  an  abnormal 
o|jcning  in  the  bile-passages,  which  may  Ixxomc  infected  by  intestinal 
bacteria,  or  it  may  contract  and  thereby  become  useless. 

Cholan^ritis. — It  has  already  been  stated  that  obstructed  bile  soon 
becomes  infected  with  bacteria,  and  tliat  such  infection  is  an  important 
incident  in  the  symptoms  and  treatment  of  gall-stones.  Other  forms  of 
obstruction  give  rise  to  infective  cholangitis — notably  cancer  of  the 
ampulla  of  Valer. 

Recently  the  relation  of  typhoid  fever  to  cholangitis  and  cholccj'slitis 
has  been  studied  b>'  numernvis  bacteriologists,  especially  by  Chiari,  who 
found  the  typhoid  bacillus  in  the  btle-passagcs  of  19  out  of  32  cases  of 
typhoid  examined.  There  are  also  numerous  cases  reported  which 
show  that  cholecystitis  and  cholangitis  occur  as  complications  and 
sequela:  of  typhoid.  Among  these  cases  there  arc  several  where  a 
peritonitis,  supposed  to  be  due  to  jjerforation  of  a  typhoid  ulcer,  proved 
to  be  due  to  perforiition  of  a  gall-bladder.  Osier  concludes  a  recent 
paper  as  follows:  "Infection  of  the  bilc-passngcs  with  the  typhoid 
bacillus  may,  as  we  have  seen,  be  perfectly  harmlcs.s  ;  that  is  to  say.  the 
gall-bladder  may  show  no  signs  of  even  catarrh ;  in  other  instances 
intense  cholecystitis  may  be  excited  ;  while  in  a  third  grrmp  the  so-called 
lilhogenous  catarrh  may  develop  from  the  irritation  of  the  bacilli,  leading 
to  the  formation  of  gall-stones." 

Symptoms. — Fever,  with  occasional  rigors,  profuse  perspiration, 
rapid  loss  of  flesh,  pain  and  tenderness  in  the  region  of  the  gall-bladder, 
and  usually  jaundice.  Pain  and  tenderness  in  the  region  of  the  gall-blad- 
der, with  or  without  jaundice,  during  or  after  typhoid  shi)uld  excite  sus- 
picion. Peritonitis  starting  in  the  gall-bladder  region  during  or  after 
typhoid  is  suggestive  of  rupture  of  the  gall-bladder. 

Treatment.— Cholecystotomy  should  be  done  and  free  drainage 
established.     Calculi  should  always  be  looked  for. 

Terrier  suggests  that  the  drainage  should  be  continued  until  bac- 
tcriologic:il  examination  of  the  discharge  shows  it  to  be  sterile, 

Caticer. — Cancer  <i{  the  biliary  |»a.ssages  i.*i  usually  caused  by  the 
irritation  of  gall-stones. 

In  cancer  of  the  gall-bladder  the  most  characteristic  sign  is  the 
presence  of  a  hard  tumor  which  is  not  tender.  When  this  disease 
appears  in  the  ducts  they  arc  obstructed,  and  the  .symptoms  arc  almost 
identical  with  those  due  to  gall-stones,  it  being  almost  imix>ssible  to 
distinguish  them  in  the  early  st;iges. 

Cancer  of  the  gall-bladder  or  cystic  duct  can  be  excised  with  the 
organ,  antl  even  when  the  disease  ha.s  extended  to  the  li\-cr  the  case  i.s 
not  altogether  hopeless.     As  we  have  already  seen,  several  cases  are 
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reported  in  which  the  gall-bladder  and  adjaceiil  infected  portions  of  the 
liver  were  excised  with  success. 

Ca/tttT  of  thf  ducts  is  most  common  at  the  ampulla  of  Vater.  Ilcrc 
we  have  early  symptoms  of  bile-obstruction,  and,  later,  suppurative 
cholangitis  is  a  common  occurrence.  The  disease  in  these  cases  is  at 
first  only  a  smalt  nodule,  and  might  conceivably  be  excised  (although 
it  has  never  been  done).  The  only  surgical  relief  thai  can  be  given  is 
by  cither  a  cholecystotomy  or  a  cholecystenterostoniy. 


SURGICAL  DISEASES  OF  THE  PANCREAS. 

Pancreatic  cysts  used  to  be  considered  as  simple  retention-cysts 
due  to  obstruction  of  the  ducts.  Lloyd  has  called  the  cy.sts  which 
appear  soon  after  an  injur\'  in  the  region  of  the  pancreas  pseudocysts. 
He  thinks  that  by  a  blow  on  the  upper  abdomen  the  pancreas  is 
jammed  against  the  spine,  and  the  overlying  peritoneum  is  broken, 
allowing  blood  to  flow  into  the  lesser  omental  cavity.  Tliis  in  small 
quantitie.-?  may  be  absorbed  ;  but  when  mixed  with  pancreatic  secretion 
from  ruptured  ducts  irritates  and  thickens  the  peritoneal  covering  of 
thi.s  cavitj',  giving  it  the  appearance  of  a  true  cyst  of  the  pancrea.s. 
The  fact  that  pancreatic  cysts  sometimes  follow  injuries  in  that  region 
is  in  accord  with  such  a  theory  of  their  origin. 

Fisher  thinks  that  all  the  so-called  pancreatic  cysts  are  primarily 
collections  of  blix^d  bL-tween  the  blades  of  the  inesoeoltm  of  the  tnms- 
verw  colon.  Sucli  a  cyst  may  push  into  tlie  lesser  omental  cavity  or 
into  tlie  peritoneal  cavitj*. 

According  to  Heinricius,  IJcrg  thinks  that  the  acute  forra.s  of  pan- 
creatic cysts  are  formed  in  the  same  way  as  ranula;  in  the  mouth — i.  €., 
the  secrctioTi  from  an  injured  duct  of  the  gland  flows  into  the  loose 
cellular  tissue,  where  it  becomes  encapsulcd  by  gland-tissue  and  grows. 
Such  a  theory  would  explain  the  tlifTiculty  of  removing  the  cysts  and 
the  jjland-tissue  sometimes  found  about  them.  Heinricius  has  collected 
and  analyzed  92  cases  which  were  operated  on.  Judging  from  the 
descriptions  given,  he  considers  that  I  [  ca.ses  were  true  cystic  new 
growths,  5  cases  were  echinococcus-cysts,  36  cases  were  true  cysts, 
and  all  the  rest  were  pseudocysts. 

Cysts  usually  come  from  the  body  or  tail  of  the  p;incrcas,  seldom 
from  the  head.  Traumatic  cy.sts  may  appear  tjuickly;  but  in  a  few 
cases  they  have  appeared  after  eight  years.  They  are  usually  small; 
but  occasionally  they  become  vcr>'  large. 

The  c>'st  usually  pushes  into  the  omental  bursjc  and  presses  up 
behind  the  stomach ;  or  it  may  grow  in  lx.'twecn  the  blades  of  the 
transverse  mesocolon,  in  which  case  the  colon  itself  may  be  pushed 
either  up  or  down. 

The«e  c>'stsare  usually  found,  when  .small,  tn  the  left  u[>pcr  abdomen. 
fluctuating  and  movable  but  not  tender. 

Krrors  in  diagnosis  are  very  common.  Kven  the  fluid  often  fails  to 
show  the  peculiarities  of  pan  cre;ts-sec  ret  ions,  and  von  Jaksch  has  shown 
that  ascitic  fluid  may  present  the  characteristic  sugar- reaction.  Inflation 
of  the  stomach  and  colon  may  be  useful  in  determining  their  relative 
position. 
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Treatment. — The  proper  treatment  is  incision  and  drainage ;  only 
occasionally  is  there  an  opportunity  for  total  extirpation.  For  a  rapidly 
forming  effusion  into  the  omental  bursa  immediate  laparotomy  shoultl 
be  done,  in  the  liope  of  hgating  a  bleeding  point  or  packing  the  injured 
pancreas  with  gau/e. 

The  incision  should  be  over  the  swelling,  usually  vertical,  in  the 
middle  line  or  to  the  left  of  the  rectus  muscle.  The  les.ser  omental 
bursa  is  opened  bydi\'iding  the  gastrocolic  omentum.  If  it  is  a  pseudo- 
cyst, the  cavity  is  simply  packed  with  a  drainage-tube  surrounded  with 
gauze.  If  a  cyst-wail  appears,  it  is  necessary  to  free  the  adhesions,  if 
present,  and  to  discover  if  there  is  a  pedicle.  In  case  of  a  pedicle 
which  car  be  tied  or  sewetl,  total  extirpation  .shoultl  be  tried.  If  ihcrc 
is  no  pedicle,  incision  and  drainage  are  the  proper  treatment,  in  which 
case  the  cyst-wali  should  be  stitched  to  the  abdominal  wall. 

Among  the  cases  collected  by  IIeinricius{i897)  there  were  65  cases 
in  which  the  c>"st  was  drained,  most  of  which  healed  without  leaving  a 
fistula.     In  I  a  fistula  remained  after  five  years;  7  died. 

Total  extirpation  may  be  very  dilBcuU,  esixrcially  when  pancreatic 
tissue  is  spread  out  over  the  cyst-wall.  SoTUctimes  operators  have 
been  obliged  to  abandon  total  and  do  a  partial  extirpation.  Of  the  13 
cases  of  total  exU'rpation  done  to  date,  2  have  died  of  septic  peri- 
tonitis and  1 1  have  recovered. 

in  3  cases  the  cyst,  having  been  explored  by  a  laparotomy  in  front, 
was  drained  by  an  incision  under  the  twelfth  rib  on  the  left  side,  and 
the  abdominal  wound  was  closed.  Jn  cases  where  the  cyst  is  deep, 
with  a  broad  ba-se,  and  not  easy  to  bring  forward  and  drain,  I.cnth 
prefers  a  primary  posterior  incision  under  the  twelfth  rib.  Through  this 
incision  the  finger  is  pushed  by  the  upper  border  of  the  quadratus 
muscle,  and  locates  the  left  kidney  and  its  vessels.  The  tail  of  the 
pancreas  and  the  posterior  and  outer  wall  of  the  omental  bursa  lie  just 
above  and  just  inside  the  renal  vessels.  Here  one  can  enter  the  lesser 
omental  cavity  either  through  the  mesocolon  or  through  the  posterior 
perrtont'Jtl   layer. 

Tumors  of  the  Pancreas. — Ruggi  has  extirpated  a  carcinoma 
of  the  tail  nnd  bndy  nf  the  jwncreas. 

Kronlein  has  removed  an  angiosarcoma  of  the  head  of  the  pancreas. 
Nevertheless,  operations  on  the  pancreas  for  malignant  disease  are  not 
advisable,  because  recurrence  will  be  almost  certain  if  only  a  part  of 
the  organ  is  removed,  and  because  diabetes  follows  total  extirpation 
of  the  organ  in  animals. 

Zi-ndler  has  removed  a  tubercular  lymph-gland  of  the  pancreas,  the 
patirnt  making  a  gnod  recovery. 

Pancreatitia. — I-it?.  in  his  monograph  divides  pancreatitis  into 
three  varieties:  hemorrhagic,  suppurative,  and  gangrenous.  In  the 
recorded  cases  of  hemorrhagic  pancreatitis  (exclusive  of  traumatic 
cases)  death  has  usually  followed  the  first  symptoms  so  quickly  thai 
surgical  inter\cnticin  would  have  been  impossible.  It  is  therefore  the 
suppurative  and  possibly  the  gangrenous  forms  that  offer  a  chance  for 
surgical  treatment. 

5ymptoms. — Kitz  gives  the  following  symptoms  taken  from  an 
analy.sis  of  32  cases:  "The  cases  of  acute  suppurative  pancrcatiti.s 
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usually  begin  suddenly  with  severe  gastric,  epigastric,  or  abdominal 
pain,  vomiting,  and  sometimes  great  prostration.  The  ejected  fluid  is 
sometimes  stringy  and  brown.  The  bowels  are  usually  constipated, 
although  diarrhea  may  occur.  Fever,  usually  slight,  comes  on  at 
about  the  third  day ;  at  the  same  time  the  upper  abdomen,  especially 
the  epigastrium,  becomes  distended,  tympanitic,  and  sensitive.  Hic- 
cough and  chills  are  occasional  symptoms.  When  death  occurs  in  the 
course  of  a  week  or  more  the  pancreas  is  sometimes  found  studded 
with  hundreds  of  small  abscesses.  An  acute  suppurative  pancreatitis, 
however,  very  rarely  terminates  at  this  early  date.  The  symptoms 
already  described  may  persist  for  three  or  four  weeks  with  progres- 
sive emaciation  and  debility,  and  death  occur  from  exhaustion.  Under 
such  circumstances  the  single  abscess  has  been  found  surrounded  with 
adhesions." 

The  local  condition,  and  especially  the  presence  of  a  tumor,  are  of 
importance  to  the  surgeon.  The  tumor  usually  represents  a  pus-col- 
lection. The  pus  is  almost  always  retroperitoneal  in  the  early  stages, 
and  not  infrequently  remains  so  to  the  end.  In  the  traumatic  cases 
the  peritoneum  may  be  ruptured,  in  which  case  the  inflammation 
may  begin  in  the  omental  bursa.  The  inflammatory  process  may 
start  at  any  point  in  the  pancreas.  If  it  is  most  intense  at  the  tail,  a 
pus-cavity  may  form  in  the  left  upper  abdomen,  near  the  spleen  or 
kidney.  If  the  process  attacks  the  head  of  the  pancreas,  the  pus-cavity 
usually  breaks  into  the  omental  bursa  and  becomes  encapsulated  there. 
At  times  the  parapancreatic  tissue  is  involved,  and  the  whole  gland  is 
surrounded  by  a  pus-cavity  which  extends  from  the  duodenum  to  the 
spleen.  The  pus  may  break  into  the  general  peritoneal  cavity  or  into 
tlic  duodenum  ;  but  it  more  commonly  burrows  down  behind  the  peri- 
toneum, and  is  often  found  in  the  mesocolon  as  low  as  the  pelvis,  on 
either  the  right  or  left  side.  It  may  also  extend  into  the  root  of  the 
mesentery. 

The  writer  has  seen  4  cases  of  pancreatitis  in  which  a  tumor  repre- 
sented a  collection  of  pus  and  led  to  a  probable  diagnosis  in  3  of  the 
4  cases.  Korte,  recognizing  the  surgical  importance  of  a  tumor  in  these 
cases,  has  collected  4  cases,  besides  3  of  his  own,  where  a  tumor  was 
observed.  I  have  now  records  of  1 1  cases  with  descriptions  of  tumors. 
In  3  the  tumor  was  epigastric.  In  3  it  was  epigastric,  extending  along 
the  ribs  toward  the  left  side.  In  3  it  was  in  the  left  upper  abdomen, 
below  the  ribs.  In  2  cases  it  was  on  the  right  side,  below  the  liver. 
These  tumors  were  observed  in  from  three  and  one-half  days  to  one 
month  after  the  first  symptoms. 

It  will  be  seen,  then,  that  there  are  three,  and  perhaps  four,  typical 
forms  of  tumors  which  appear  in  these  cases:  (i)  an  epigastric  tumor 
behind  the  stomach,  due  to  pus  in  the  omental  bursa ;  (2)  a  tumor  run- 
ning from  epigastrium  to  spleen,  just  below  the  ribs,  due  to  an  enlarged 
pancreas  or  to  a  parapancreatic  abscess  ;  (3)  burrowing  of  a  retroperi- 
toneal pancreatic  absce.ss  may  give  ri.se  to  a  tumor  in  the  left  loin  or  on 
the  right  side,  below  the  liver. 

These  tumors  will  .sometimes  be  diflficult  or  impossible  to  feel  on 
account  of  a  tympanitic  and  painful  condition  of  the  abdomen  or  a  fat 
abdominal  wall.    As  the  inflammation  is   retroperitoneal,  they  arc 
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usually  indistinct  and  vague  to  the  touch,  and  they  are  often  tympanitic 
on  percussion,  as  the  bowel  or  stomach  may  lie  over  them.  Such 
tumors  will  best  be  found  by  careful  and  gentle  palpation.  Inflation  of 
the  stomach  and  transverse  colon  is  useful  to  determine  whether  a 
tumor  is  in  front  or  behind  these  organs. 

Treatment. — As  the  matter  stands  to-day,  there  seems  to  be  good 
ground  for  surgical  interference  in  proper  cases,  but  only  one  success- 
ful case  has  been  reported.  This  case  was  done  by  Korte,  and  con- 
sisted in  opening  and  draining,  by  a  lumbar  incision,  a  retroperitoneal 
abscess  in  the  outer  part  of  the  left  abdomen.  The  writer  has  recently 
operated  successfully  on  another  case  (not  yet  published).  In  this  case 
the  abscess  was  in  the  omental  bursa.  The  patient  recovered  with  a 
pancreatic  fistula. 

The  acute  stage  is  probably  an  unfavorable  time  to  operate  ;  at  least 
no  recoveries  are  reported.  At  present,  then,  our  attention  is  directed 
to  opening  pus-cavities  and  limiting  their  extension. 

If  pus  has  collected  in  the  omental  bursa,  the  incision  should  be 
made  in  the  middle  line,  from  the  xiphoid  cartilage  downward.  The 
bursa  is  opened  by  tearing  through  the  omentum  between  the  stomach 
and  transverse  colon.  The  anterior  wall  of  the  bursa  may  be  stitched 
to  tlie  abdominal  wall  before  opening,  so  that  the  abscess-cavity  is  shut 
off  from  the  general  peritoneal  cavity.  If  the  abscess-cavity  extends 
along  the  pancreas,  a  counteropening  should  be  made  in  the  lumbar 
region,  just  below  the  twelfth  rib.  When  the  pus  is  evidently  retro- 
peritoneal and  burrowing  in  the  lumbar  region  or  in  the  mesocolon, 
the  opening  should  be  made  in  the  back,  as  for  extirpation  of  the 
kidney. 


CHAPTER   XV. 
HERNIA. 

GENERAL  CONSTDERATIONS. 

The  term  "  hernia  "  is  used  to  denote  the  protrusion  of  any  viscus 
from  the  cavity  which  under  normal  conditions  it  occupies.  While  it 
may  be  applied  to  a  protrusion  of  other  organs,  when  used  alone  it 
has  come  to  mean  a  protrusion  of  one  or  more  of  the  abdominal  vis- 
cera through  an  opening,  natural  or  acquired,  in  the  walls  of  the  cavity, 
and  is  synonymous  with  the  more  common  term  "  rupture."  This 
term  is  rarely  used  in  referring  to  the  escape  of  viscera  following  a 
penetrating  wound  of  the  abdomen,  "protrusion"  being  the  better 
term  for  this  condition.  "  Hernia  "  usually  refers  to  an  external  pro- 
trusion of  the  abdominal  viscera,  though  "  internal  hernia  "  is  used  to 
characterize  certain  forms  of  intestinal  obstruction.  Hernia  may  be 
either  congenital  ox  acquired.  When  it  occurs  through  an  opening  in 
the  abdominal  wall  which,  though  normally  patent  in  fetal  life,  has 
failed  to  close  at  birth,  it  is  called  congenital. 

In  acquired  hernia  the  sac  is  developed  subsequently  to  birth,  and 
occurs  at  points  where  the  abdominal  wall  is  by  nature  relatively  weak 
-^e.g.  at  the  site  of  the  inguinal  and  femoral  canals  and  at  the  umbil- 
icus. Tim  situation  of  the  opening  is  the  basis  of  the  anatomical 
classification  of  herniae ;  and  thus  we  have  inguinal,  femoral,  umbilical, 
and  ventral  as  common  forms;  lumbar,  obturator,  diaphragmatic, 
pelvic,  perineal,  pudendal,  and  ischiatic  as  rare  varieties. 

The  hernii  may  be  further  characterized  by  its  contents — viz.,  enter- 
ocele,  meaning  a  hernia  containing  bowel ;  epiplocele,  one  containing 
omentum  ;  and  bubonocele,  a  hernia  occupying  the  inguinal  canal  alone, 
not  yet  having  passed  outside  the  external  ring. 

Mode  of  Development. — Every  hernia,  of  whatever  variety,  has 
a  sac,  composed  of  peritoneum,  continuous  with  the  parietal  peritoneum 
of  the  abdominal  cavity. 

As  the  hernia  enters  one  of  the  weak  places  in  the  abdominal  wall 
already  referred  to,  the  peritoneum  is  pushed  before  it.  gradually 
expanding  to  accommodate  itself  to  the  increasing  size  of  the  protrusion. 

Shape  of  the  Sac. — This  varies  with  the  size  of  the  hernia  as 
well  as  witli  the  anatomical  variety.  In  acquired  inguinal  hernia  the 
sac  at  first  consists  of  a  funnel-shaped  depression  at  the  site  of  the 
internal  ring ;  as  the  hernia  advances,  it  becomes  cylindrical  or  sau- 
sage-shaped ;  and  lastly,  when  it  has  entered  the  scrotum  or  labium,  it 
becomes  pyriform.  In  direct  inguinal  hernia,  as  well  as  in  femoral 
hernia,  the  sac  is  usually  globular  in  shape.  That  portion  of  the  sac 
situated  at  the  narrowest  part  of  the  opening  through  which  the  hernia 
protrudes  is  called  the  neck.     In  the  inguinal  variety  this  is  usually  at 
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the  internal  ring;  in  the  femoral,  at  the  inner  portion  of  the  crural 
ring.  In  the  early  stages  of  a  hernia  no  distinct  neck  is  present,  and 
it  is  only  when  the  hernia  has  emerged  from  the  abdominal  opening 
and  become  a  tumor  of  appreciable  size  that  the  .sac  may  be  said  to 
have  a  true  neck.  In  certain  rare  ca.scs — €.  g.,  congenital  cecal,  sigmoid, 
and  a  variety  of  hernia  of  the  bladder — the  .sac  may  be  more  or  less 
deficient 

TTic  character  of  the  sac  itself  varies  greatly.  In  children,  and  in 
herni^e  of  recent  origin  in  adults.  It  is  very  thin  and  delicate  ;  uhilc-  in 
hernia:  of  long  standing,  especially  if  exposed  to  the  more  or  less  con- 
stint  irritation  of  a  truss,  it  may  be  greatly  thickened.  The  lowemiost 
portion  of  the  sac  is  called  thc/nnt/us.  Numerous  changes  may  take 
place  in  the  sac,  due  to  irritation  or  infiainmution  resulting  from  the 
presence  of  an  ill-fitting  truss — c.  g-.,  jwrtial  closure  of  the  sac,  giv'ing 
It  an  hour-glass  appearance;  or  complete  closure  may  occur,  in  which 
case  the  fundus  or  distal  portion  of  the  sac  may  either  remain  empty  or 
become  filled  with  .serous  fluid,  tlius  giving  rise  to  the  condition  known 
as  hvdrocete  of  Uie  hernial  sac. 

Among  the  pathological  changes  that  may  take  place  in  the  sac 
should  be  mentioned  tuberculous  or  cancerous  infiltration  and  calcare- 
ous dct;ciiLM,itinti.     All  of  these  conditions  are  rare. 

Covering"  of  the  Sac. — The  tissues  overlying  the  sac  constitute 
the  coverings.  These  vary  according  to  the  anatomical  variety  of  the 
hernia. 

Contents  of  the  Sac. — All  of  the  abdominal  vrsccra  except  the 
pancreas  have  been  found  in  the  sacs  of  lierniR^.  The  usual  contents 
of  the  sac  in  all  forms  of  hernia  consist  of  omentum  or  small  intei^tinc, 
either  alone  or  togLihcr.  More  rarely  the  cecum,  sigmoid  flexure,  or 
colon  is  found,  and  occasionally  the  bladder  and  ovaries.  When  the 
sac  contains  bowel  alone  the  hernia  is  called  enterocelc  ;  when  omentum 
alone,  epiplocele;  and  when  both  bowel  and  omentum,  entero-cpip- 
locclc.  When  omentum  is  present  and  allowed  to  remain  for  any 
length  of  time,  it  is  likely  to  become  adherent,  and  later  irreducible. 


ETIOLOGY    OF    HER3VIA. 

Heredity. — The  anatomical  defects  or  conditions  predisposing  to 
the  development  of  hernia  are  undoubtedly  in  many  cases  inherited. 
Macready,  who  has  made  a  careful  study  of  this  question,  e.ttiniates 
that  25  per  cent,  of  hernia  patients  give  a  history  of  hernia  in  ancestors. 

Sex. — Hernia  is  by  far  more  common  in  the  male  than  in  the 
female,  the  proportion  in  inguinal  hernia  being  6  to  1.'' 

Ag'e. — While  hernia  occurs  at  all  ages,  in  a  large  proportion  of 
cases  it  develops  during  the  period  of  infancy.  Of  1000  ni.iles  rupt- 
ured, 175  are  affected  in  the  first  year  nf  life ;  while  of  a  similar  number 
of  females,  only  91.6  develop  hernia  during  the  first  year.'    About  40 

'  An  «naly^>cif  33.600  caKC5oliM-rvnl  at  thr  Hospital  fnr  Ru|rfurrri  and  Crippled  { 1890- 
l8<>7  I  xhwwi  ihc  WlowiriE  mlios  :  liiguin*!.  mule  to  fcmnlc,  fi-.l;  f>cm(iral,  (iwlc  In  frtnale, 
1  :3.I4;  nmbilinl.  trwlc  to  femalr,  t  :  1.6. 

'  Of  32,751  f**t*  '>f  inifuinal  hernia  at  the  Hospiul  Tor  Rttptnmi  and  Cripptcd.  5554, 
i>r  2S  prr  ceni.,  ven  in  childrcti  under  tlie  agt:  of  fourlefn  yean  1  while  o(  138I  cjum-«  nf 
femoral  herTiin,  only  18  occurr^  uiitl^T  ih*  age  of  fourtrcn  yrnrs. 
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per  cent,  of  hernije  occur  before  the  age  of  thirty-five,  and  60  per  cent. 
after  that  age.  Excepting  the  period  of  infancy,  when  the  development 
of  the  hernia  is  due  largely  to  congenital  defects,  the  great  proportion 
of  hernia;  occur  during  the  period  of  greatest  physical  activity — viz., 
between  the  ages  of  6fteen  and  fifty  ycar.s. 

Blotigatlon  of  the  Mesentery. — This  has  probably  been  given 
too  important  a  place  in  the  etiology  of  hernia.  It  has  been  proved 
that  the  normal  mesentery  is  quite  long  enough  to  permit  the  bowel  to 
pass  beyond  the  inguinal  or  femoral  canal ;  hence,  any  abnormal 
increase  in  the  length  of  the  mesentery  could  only  play  a  secondary 
part  in  the  development  of  a  hernia. 

Occupation. — Hernia  is  more  frequent  in  persons  engaged  in  occu- 
pations requiring  severe  muscular  effort.  Among  other  predisposing 
causes  may  be  mentioned  parturition,  which  is  an  important  factor  in 
the  production  of  umbilical  hernia.  Traumatism  of  the  abdominal 
walls  followed  by  cicatricial  tissue  is  not  infrequently  a  predisposing 
cause  in  ventral  hernia. 

Detenulning'  Causes. — The  most  important  of  these  is  sudden 
strain.  A  large  proportion  of  hernije  occurring  in  adult  life  may  be 
tr<iced  to  a  sudden  and  severe  strain.  The  hernia  docs  not  appear  at 
once  as  a  complete  rupture,  but  usually  as  a  slight  fulness  only,  which 
gradually  increases  until  at  length  the  patient  is  able  to  detect  a  distinct 
tumor.  Contusion,  obesity,  ascites,  and  .senile  atrophy  of  muscular 
tissue,  rapid  loss  of  flesh,  may  all  play  a  part  in  producing  hernia. 
Some  authorities  deny  that  hernia  ever  follows  direct  violence.  Such 
a  result  is  rare,  but  several  in.stances  have  been  observed  by  the  writers. 
According  to  Macready,  "  the  principal  cause  of  hernia  rests  in  some 
imperfection  of  the  structures  in  the  vicinity  of  the  hernial  orifice." 
There  is  a  tendency,  especially  in  adults,  for  a  single  inguinal  hernia  to 
become  double.  Macready  estimates  this  tendency  at  36.6  per  cent,  in 
males  and  23.3  per  cent,  in  females. 

CLINICAL  VARIETIES  OF  HERNL^. 

{a)  Reducible ;  (3)  Irreducible ;  if)  Inflamed ;  (d)  Adherent ;  {e) 
Strangulated. 

Reducible  Hemla. — This  is  the  most  common  of  all  the  varieties 
of  hernia.  It  includes  all  herniae  in  which  the  contents,  of  whatever 
nature  they  may  be,  can  be  replaced  in  the  abdominal  cavity.  In  the 
majority  of  these  cases  posture  alone  is  sufllicient  to  cause  the  contents 
to  disappear  into  the  abdomen,  while  in  some  instances  reduction  can 
only  be  accomplished  by  taxis. 

Qeneral  Symptoms. — The  first  symptom,  and  the  one  most  gen- 
erally present,  is  pain.  This  varies  much  in  character.  It  is  usually 
dull  and  dragging.  Pain  is  present  in  90  per  cent,  of  cases.  If  the 
congenital  sac  is  present,  the  hernia  may  enter  it  with  little  or  no 
pain.  Following  the  pain,  at  an  interval  of  a  few  weeks  or  months,  a 
fulness  is  noticed  in  the  groin.  This  is  apt  to  be  more  marked  on 
straining  or  on  coughing,  and  soon  an  appreciable  tumor  can  be  felt, 
especially  if  the  patient  be  standing.  This  tumor  disapp>ears  on  lying 
down  or  under  light  pressure.     In  addition  to  pain,  there  is  often  a  feel- 
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ing  of  weakness  and  discomfort  in  the  region  of  the  groin,  especially 
marked  after  prolonged  exertion.  After  the  hernia  has  reached  the 
scrotum  or  has  attained  considerable  size,  gastric  or  intestinal  symptoms, 
probably  of  reflex  origin,  may  occur. 

The  sac  in  congenital  hernia  is  never  reducible,  and  in  acquired  her- 
nia only  in  the  very  early  stages,  since  it  quickly  becomes  adherent  to 
the  surrounding  tissues. 

Physical  Signs. — These  depend  largely  upon  the  size  of  the  hernia 
and  the  contents  of  the  sac.  If  the  hernia  has  not  gone  beyond  the 
external  ring,  there  will  be  merely  a  fulness  in  the  canal,  disappearing 
on  lying  down  and  again  becoming  prominent  on  coughing  or  standing, 
with  a  distinct  impulse  on  coughing.  In  scrotal  or  labial  hernia  the 
character  of  the  tumor  varies  according  to  whether  bowel  or  omentum 
is  in  the  sac.  If  bowel  alone,  the  tumor  is  smooth  and  elastic,  tym- 
panitic on  percussion,  and  disappears  with  a  "gurgling"  sound  under 
pressure. 

If  omentum  alone  is  present,  the  tumor  is  slightly  irregular  in  out- 
line and  feels  not  unlike  a  fatty  tumor.  It  is  always  dull  on  percussion, 
and  the  resiliency  so  characteristic  of  an  enterocele  is  absent.  Impulse 
on  coughing  is  much  less  marked,  and  in  many  cases  can  hardly  be 
detected. 

Reduction  of  a  Hernia. — Tliis  is  accomplished  by  taxis,  which 
will  be  described  more  at  length  under  "Strangulated  Hernia."  The 
patient  should  first  be  placed  upon  his  back,  with  the  legs  extended.  It 
is  a  good  rule  to  begin  by  drawing  down  the  tumor  before  attempting 
to  reduce  it.  The  neck  of  the  sac  should  be  pressed  upon  and  steadied 
by  the  thumb  and  fingers  of  the  left  hand,  and  then  pressure  applied 
witli  the  right  hand,  which  grasps  the  fundus  of  the  tumor.  TIic  ease 
or  difficulty  with  which  reduction  is  accomplished  depends  chiefly  upon 
the  length  of  time  the  rupture  has  been  down,  as  well  as  upon  the  size 
of  the  canal.  Flexion  of  the  thigh  and  other  postures  so  often  recom- 
mended are  of  little  value  in  inguinal  hernia,  though  they  may  be  of 
some  slight  service  in  the  femoral  variety. 

Treatment  of  Reducible  Hernia. — There  arc  two  methods  of  treat- 
ment :  the  mechanical  and  the  operative.  By  mechanical  treatment 
is  meant  the  attempt  to  control  the  rupture  by  means  of  some  form 
of  truss.  It  is  necessary  to  consider  but  two  or  three  forms,  as  these 
embody  the  essential  principles  upon  which  successful  mechanical  treat- 
ment depends.  A  good  truss  should  so  fit  the  pelvis  as  to  exert  an 
even  pressure  on  all  parts,  and  it  should  retain  its  proper  place  in 
every  position  of  the  body.  For  inguinal  hernia  the  pad  should  be  so 
adjusted  that  it  rests  upon  the  internal  ring  and  not  upon  the  pubic  bone. 

The  two  forms  that  best  answer  those  requirements  we  bclit-ve  to  be  the  "cross-body" 
or  Knight  t™ss  I  Kifis.  242,  243  t,  used  almost  evLlusively  for  many  years  at  the  Hospital  for 
Riiplurcd  and  Crippled,  and  the  1  lood  truss.  The  K  riifjht  tniss  consists  of  a  spring  of  well- 
tempered  steel  extending  from  ihe  internal  ring  of  (be  niptured  si<le  acn>ss  the  abdomen, 
encireling  the  pelvis  on  the  opposite  side,  and  cndiiifi  jxisteriorly  at  a  point  on  a  line  with  the 
Starting-]»)int,  The  spring  .-.hould  measure  three-fourths  of  (he  circumference  of  the  pelvis. 
The  remainder  of  the  circumference  is  completed  bv  mean-;  of  a  lealher  strap,  A  short  steel 
sbniik,  2  inches  long,  is  place<l  at  right  angles  to  (he  end  of  the  truss,  and  to  this  the  pad  is 
attached. 

The  Hood  truss,  often  called  the  frame-tmss,  has  been  modified  in  various  ways.  The 
Pomeroy  truss  (Fig.  244;  is  one  of  the  best  of  this  type  of  truss. 
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Fig.  24a. — The  Knight  trass,  single  and  double. 


Yw,.  243, — ■■  Opposite  side  "  or  "  cross-hody  "  truss,  with  p:id  on  end  lor  inguin.tl  hernia. 

In  addition  to  these  two  forms  of  trusses  which  in  the  majority  of  cases  will  he  found 
satisfactory  for  both  inguinal  and  femoral  hernia,  reference  should  l)e  made  to  the  "  .wine 


l-'l'i.  344. — Tlie  Fiinieniy  truss. 


side"  or  French  tniss.  In  certain  cases  of  femoral  hernia,  als*»  in  in^ruinal  hernia  in  thin 
subjects,  this  form  of  truss  will  prove  more  satisfactory  than  any  other.  It  may  be  rein- 
forced by  a  perineal  strap  when  necessary. 
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The  Application  of  a  Truss. — The  proper  fitting  of  a  truss  requires 
considerable  experience  as  well  as  a  certain  amount  of  mechanical 
knowledge.  If  the  matter  is  left  entirely  to  the  instrument- maker,  it 
not  infrequently  happens  that  a  well-fitting  truss  Ls  applied  to  some 
condition  other  than  a  rupture — e.g.  adenitis,  varicocele,  hydrocele  of 
the  cord,  or  hydrocele  of  the  canal  of  Nuck. 

The  best  material  for  a  truss  is  a  light,  well-tempered  steel  spring". 
The  pressure  can  be  most  delicately  adjusted  to  suit  the  varjing  con- 
ditions ;  it  is  durable,  and  if  properly  covered  with  leather  or  rubber 
(hard  or  soft),  it  can  be  made  quite  as  comfortable  as  any  of  the 
elastic  or  other  trusses  of  non-metallic  material,  which  are  far  inferior 
to  the  steel  truss. 

Pads. — These  may  vary  greatly,  but  in  the  majority  of  cases  the 
smooth  polished  pad  of  wood  or  hard  rubber  gives  the  most  satisfac- 
tion. It  seldom  irritates  the  skin,  and  it  is  even  more  comfortable  than 
the  "  soft "  pads.  A  pad  made  of  wood  and  covered  with  leather 
is  excellent,  and   usually  very  comfortable. 

In  large  hemiae  and  in  herniae  difficult  to  control  the  "water"  pad 
will  often  prove  effective  where  hard  pads  have  failed.  The  pad  should 
be  no  larger  than  sufficient  completely  to  control  the  hernia.  The  ten- 
dency is  to  use  too  large  pads;  a  pad  \^  inches  in  diameter  is  large 
enough  for  the  majority  of  cases. 

The  truss  should  be  applied  with  the  patient  lying  down,  except  in 
small  and  easily  reducible  hemiae.  In  the  latter  the  truss  can  be  fitted 
quite  as  well  with  the  patient  standing. 

In  adults  the  truss  should  usually  be  left  off  at  night  and  applied 
before  rising  in  the  morning.  In  infants  and  children  the  truss  should 
be  worn  constantly,  day  and  night,  for  the  reason  that  fn  this  class  of 
cases  there  is  ground  to  hope  for  a  permanent  cure;  hence  the  neces- 
sity of  avoiding  any  chance  of  reopening  a  partially  closed  sac  and 
canal. 

Position  of  the  Pad. — In  inguinal  hernia  the  pad  should  rest  as 
nearly  as  possible  over  the  internal  ring — never  upon  the  pubic  bone. 
The  supposed  danger  from  the  pad  resting  upon  the  pubic  bone — viz. 
pressure  upon  the  cord  and  atrophy  of  the  testis — -has  been  much 
exaggerated.  The  steel  band  should  encircle  the  pelvis  on  a  level 
with  the  upper  border  of  the  sacrum  behind,  and  just  below  the  crest 
of  the  ilium  on  the  sides.  The  worsted  truss  has  been  much  used  in 
children,  but  the  experience  of  the  writers  confirms  tlie  opinion  of 
Macready,  that  it  is  inferior  to  a  well-fitting  spring  truss. 

Mechanical  Treatment  of  Umbilical  Hernia. — Nearly  all  forms  of 
belts  and  pads  are  of  little  value  in  young  children,  as  it  is  almost 
impossible  to  keep  them  in  place.  Treves  advocates  the  appli- 
cation of  a  single  narrow,  transverse  strip  of  India-rubber  strapping, 
which  tends  to  draw  the  skin  together  and  approximates  the  margins 
of  the  hernial  opening.  This  method  will  answer  well  for  those  cases 
in  which  the  hernial  orifice  is  very  small.  In  general  a  satisfactory 
method  consists  in  the  application  of  a  strip  of  rubber  plaster  about 
2  inches  in  width,  in  such  a  way  as  to  encircle  the  body  on  a  level 
witli  the  umbilicus  ;  a  small  pad,  consisting  of  a  wooden  button  covered 
with  plaster  or  linen,  is  jilaced  directly  over  the  hernia,  so  that  when  the 
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plaster  Ls  in  position  the  hernia  will  be  held  perfectly  reduced.  This 
cannot  get  out  of  place,  and  the  plaster  seldom  produces  much  irrita- 
tion. Great  care  should  be  exercised  not  to  have  tiie  plaster  too  tight 
It  should  be  changed  as  often  as  once  in  a  week  or  ten  days.  Cases 
treated  in  this  way  arc  usually  cured  within  a  year,  and  some  in  much 
less  time. 

In  umbilical  hernia  in  adults  the  best  results  that  we  can  hope 
for  by  means  of  mechanical  support  is  to  control  the  hernia  so  well 
that  it  does  not  increase  in  size  nor  become  adherent.  These  hernia 
when  left  to  themselves  almost  invariably  become  adherent  and  irre- 
ducible, and  attain  great  size.  When  this  condition  has  been  reached, 
it  is  almost  impossible  to  give  more  than  partial  relief. 

Various  kinds  of  trusses  have  been  advocated  for  this  form  of 
hernia;  but  personally  we  have  found  an  abdominal  belt  the  most 
satisfactory'.  The  belt  should  be  made  of  firm  material  and  should 
be  carefully  Rttcd.  Most  cases  require  in  addition  to  such  belt  a  pad, 
usually  a  flat,  circular  pad,  corresponding  in  thickness  to  the  fatty  layer 
of  the  abdominal  wall. 

Results  of  Mechanical  Treatment. — The  great  majority  of  all  cures 
are  in  infmts  under  the  age  of  one  year.  The  opinion  so  often  ex- 
pressed, that  ail  children  arc  cured  by  mechanical  means,  is  not  sup- 
ported by  facts.  Of  1 3,000  adult  hernia  cases  ob.ser\'ed  at  the  Hospital 
for  Ruptured  and  Crippled,  700  developed  the  hernia  during  infancy  or 
childhood.  This  would  at  first  sight  seem  to  be  a  small  proportion; 
but  when  we  consider  how  large  a  number  of  ruptured  infants  die  from 
various  causes  before  attaining  adult  life,  it  may  be  fairly  stated  that  at 
least  a  third  of  the  cases  of  hernia  in  infancy  and  childhood  fail  to  be 
cured  by  trusses.  This  is  a  very  important  fact  to  be  remembered  in 
considering  the  advisability  of  operating  upon  hernia  in  children.  The 
prospect  of  a  cure  is  somewhat  greater  in  girls  than  in  boys,  though  this 
relation  is  reversed  in  adults  ;  cure  may  occur  occasionally  between  the 
ages  of  twenty  and  thirty  years,  but  very  seldom  in  persons  older. 

Frniorai  f/t-rnui. — While  (here  is  a  possibility  of  a  cure  being 
effected  by  a  truss  in  femoral  hernia,  this  occurs  so  rarely  that  it  may 
be  fairly  disregarded,  and  this  variety  of  hernia  must  be  looked  upon 
as  incurable  by  mechanical  means.  All  that  can  be  reasonably  expected 
of  a  truss  is  sufficient  control  of  the  rupture  to  prevent  it  becoming 
adherent  and  irreducible. 

Umbilicai  Hernia. — Spontaneous  cure  is  the  rule  in  infantile  umbili- 
cal hernia,  and  few  cases  persist  beyond  the  age  of  fourteen  years; 
hence  operation   is  almost  never  indicated. 

Irreducible  Hernia. — This  term  is  applied  to  a  hernia  in  which  the 
contents  of  the  sac  cannot  be  rctunicd  to  the  abdomen,  but  in  which  the 
circulation  and  function  of  the  imprisoned  omentum  or  bowel  remain 
unimpaired.  This  condition  is  most  likely  to  occur  in  umbilical  hernia, 
and  is  more  common,  in  proportion  to  the  number  of  cases,  in  femoral 
than  in  inguinal,  yet  it  may  occur  in  any  variety  of  hernia,  (^ut  of  a  total 
of  377  cases  collected  by  Macready,  187  were  inguinal  and  190  femonil. 
It  is  seldom  seen  in  children,  occurring  in  only  ^.J  per  cent,  ot  inguinal 
hernia  in  males  under  ten  years.  In  children  the  cecum  not  infrequently 
forms  the  contents  of  the  sac.    Irreducible  hernia  occurs  most  frequently 
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in  middle  life,  bctueen  the  ages  of  thirtj*  and  sixt>'  years.  The  ccmtents 
are  most  likely  to  be  omentum  (90  per  cent  in  286  cases,  according  to 
Macreadyj.  Serous  fluid  in  varying  amounts  is  found  in  the  sac  in 
about  1 3  per  cent,  in  inguinal  and  5  per  cent  in  femoral  hernia.  The 
irrcducibility  may  be  either  permanent  or  transitoiy.  According  to 
Macrcady,  the  condition  seldom,  if  e\er,  lasts  a  whole  lifetime,  and 
many  ruptures  that  have  been  irreducible  for  years  may  become 
reducible. 

Symptoms. — In  .some  cases  there  are  no  symptoms  worthy  of 
note,  and  this  is  especially  true  if  the  rupture  is  small  and  is  a  simple 
epiplocelc.  If  the  bowel  forms  a  portion  of  the  contents  of  the  sac, 
symptoms  more  or  less  severe  in  character  are  seldom  wanting.  Pain, 
at  times  dull,  "  dragging,"  at  times  colicky;  flatulence;  digestive  dis- 
turbances ;  irregularity  of  the  bowels,  and  more  or  less  obstinate  con- 
stipation, are  the  symptoms  most  likely  to  be  present.  Attacks  of  local 
peritonitis  varying  in  severity  arc  not  uncommon.  The  condition  is 
attended  with  con.siderable  risk,  since  it  may  result  in  serious  inflamma- 
tion and  even  in  strangulation. 

Treatment. — If  the  condition  be  of  short  duration,  rest  in  bed  will 
often  cause  the  hernia  to  return  to  the  abdomen.  If  symptoms  of  local 
inflammation  be  present,  the  application  of  ice  should  be  added  to 
enforced  rest  in  bed.  Strict  dieting  will  often  prove  of  ser\-ice  in  very 
stout  subjects.  If  the  hernia  be  femoral  and  not  ver^'  large,  reduction 
may  often  be  accomplished  by  applying  a  soft  pad  made  of  absorbent 
gauze  over  the  tumor,  and  holding  this  in  place  by  a  firm  spica  bandage. 
This  should  be  replaced  every  few  days,  and  can  be  worn  for  weeks 
with  little  di.scomfort.  Taxis  should  be  used  whenever  the  bandage  is 
changed.  It  is  difficult  to  estimate  the  proportion  of  successes  that 
follow  this  line  of  treatment,  inasmuch  as  few  patients  are  willing  to 
submit  to  the  inconvenience. 

In  ift^uinal  hernin,  Macrcady  recommends  a  so-called  "  hinged-cup  truss,"  which  he 
conxiders  of  Rreal  value.  lie  states  that  68.7  per  cent,  of  irreducible  inguinal  hemia  can 
be  reduced  by  this  truss  if  worn  day  and  nighl,  the  average  time  required  being  about  fifty 
days.  'Ihis  truss  consists  of  two  pans  :  one  resembling  an  ordinary  pad  and  occupying  the 
inguinal  canal  ;  the  other,  or  scrotal,  part  being  a  triangular  frame  of  metal  covered  with 
leather,  and  curved  so  as  to  ad()pt  itself  Ki  the  distended  scrotum.  The  apex  of  this  triangle 
is  in  the  direction  of  the  perineum,  and  to  this  are  attached  the  perineal  straps. 

While  this  or  .some  similar  apparatus  may  be  of  great  service  in  cases 
in  which  operative  treatment  is  contra-indicated,  we  believe  that  the 
majority  cA  cases  of  irreducible  inguinal  hernia  in  persons  not  too  old 
nor  too  corpulent  had  better  be  subjected  to  operation.  Even  if  reduced 
by  the  devices  mentioned,  they  are  unu.sually  difficult  to  retain,  and  are 
liable  at  any  moment  to  become  irreducible  again.  The  same  is  true  of 
femoral  hcriim.  In  very  large  hernia:  in  which  the  contents  are  entero- 
epiplocele,  operation  must  be  considered  as  attended  with  no  small  risk, 
and  should  seldom  be  advised  unless  the  danger  from  incarceration 
would  seem  X.(t  outweigh  the  ri.sk  of  operation.  We  have  .seen  numerous 
recurrences  following  operation  in  such  cases,  and  know  of  not  a  few 
deaths.  These  cases  would  likewise  probably  derive  little  benefit  from 
the  "  hinged-cup  truss."  The  apparatus  that  we  have  found  to  give  the 
most  relief  in  such  cases  has  been  a  stout  scrotal  bag  made  of  canvas 
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or  other  strong  material,  fastened  about  the  pelvis  and  supported  from 
the  shoulders. 

Obstlticted  Hernia. — An  irreducible  hernia  (cnterocete)  may 
become  an  obstructed  or  incarcenited  lieniiLt  whenever  the  passage  of 
feces  is  interrupted  without  disturbance  in  the  circulation  of  the  bowel. 
Tliis  coiidiliun  is  most  often  seen  in  umbilical  anri  infruinal  hcrniie  of 
large  size  in  elderly  subjects,  and  the  contents  are  usually  made  up  of 
some  part  of  the  large  intestine.  The  causes  that  give  rise  to  it  are 
indiscretions  in  diet,  improper  mastication  of  food,  and  neglected  con- 
stipation. The  fecal  matter  accumulates  in  the  constricted  loop  of 
bowel   until  a  blocking  up.  mure  or  less  complete,  occurs. 

Symptoms. — These  are  miUl  at  first  and  develop  gradually,  in  con- 
tra<lislinctiiin  to  the  symptoms  of  strangulation.  In  addition  to  consti- 
pation, symptoms  of  indigestion  appear.  The  tongue  is  coated,  there 
is  marked  anorexia,  and  later  nausea  or  even  slight  vomiting  may 
appear.  The  patient  is  somewhat  wciik,  but  not  prostrated.  A  dull, 
dragging  feeling  of  discomfort  is  at  first  noticed  in  the  region  of  the 
hernial  tumor.  I^ter  this  gives  way  to  actual  ]>;iin,  often  acute  and 
colicky  in  character,  and  not  confined  to  the  hernia,  but  extending  into 
the  abdomen.  Physical  examination  reveals  the  fact  that  the  tumor  is 
somewhat  larger,  slightly  more  tense  than  usual,  and  somewhat  tender 
on  pressure.  The  impulse  on  coughing  is  usually  present,  though  often 
indistinct  and  detected  only  at  the  up|)cr  portion  of  the  tumor.  These 
symptoms  may  continue  for  .several  <lays  and  then  gradually  subside; 
or  tliey  may  increa.se  in  severity  and  finally  result  In  strangulation. 
Repeated  attack.s  of  vomiting  and  failure  to  obtain  relief  from  laxatives 
or  cnemcta,  even  in  the  absence  of  other  symptoms,  should  make  one 
suspicious  of  strangulation. 

Treatment. — Taxis  is  unwise.  It  am  do  no  good  and  may  do 
much  hann.  Gentle  massage  of  the  hernia,  and  more  especially  of  the 
abdomen,  may,  by  iiicrea.'^ing  [Xrrlstatsis,  aid  in  overcoming  the  obstruc- 
tion, but  it  should  only  be  employed  in  the  absence  of  tenderness. 
Cathartics  should  never  be  given  at  the  outset,  but  may  be  useful  after 
the  obstruction  has  been  partially  relieved  by  high  eneniata.  Rest  in 
bed,  with  the  hijw  elevated  and  the  hernia  supported,  should  constitute 
the  first  step  in  treatment.  Kxlemal  ai»plications.  preferably  warm, 
should  come  next  in  order.  As  soon  as  possihie  high  enemata  of  castor 
oil.  or  olive  oil,  or  ox-gall,  follovvetl  liy  a  large  amount  of  warm  water 
(l  to  2  quarts),  should  be  given  through  a  rectal  tube,  and  rei>eatcd 
at  the  end  of  two  or  three  hours.  If  effective,  and  if  the  tumor  be 
appreciably  smaller,  calomel  in  small  doses  and  salines  may  be  given 
by  tlie  mouth.  .Should  the  obstruction  fail  to  be  relieved  by  repeated 
efforts,  operation  shmild  he  pcrf(»rmed. 

Inflamed  Hernia. — This  condition  may  occur  in  any  irreducible 
hernia,  as  a  result  of  the  following  causes  :  I'rolonged  taxis,  contusion, 
t(M>  much  pressure  of  a  truss,  enteritis,  or  obstruction.  It  is  simply  a 
localized  peritonitis,  and  is  most  often  seen  in  femoral  cpiploceles.  though 
it  is  not  uncommon  in  inguinal  and  umbilical  cntcro- cpiploceles.  The 
contents  of  tlio  sac.  as  well  as  the  sac  itself,  shares  in  the  inflammation. 
A  .serous  exudate  is  thrown  out  in  considerable  quantities.  This  may 
subsequently  undergo  absorption  and  aid  in  tlic  formation  of  still  firmer 
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adhesions.  Resolution  is  the  usual  result,  especially  if  omentum  alone 
be  in  the  sac;  but  occasionally  suppuration  ensues,  and  slran(;ulation 
may  follow. 

Symptoms. — In  addition  to  the  enlargement  noted  in  obstructed 
hernia,  local  heat  and  tenderness  are  found.  If  the  exudate  l>c  large, 
the  tumor  will  be  tense  and  semifluctuatiny.  If  no  bowel  is  present, 
the  inflamed  omentum  feels  hard  and  nodular.  With  these  physical 
signs  will  be  found  a  slight  increase  in  temperature  (99"  to  loo*^  I'.) 
and  increased  pulse-rate;  also  nausea,  constipation,  and  occasionally 
vomiting.  If  the  hernia  be  a  simple  epiplocele,  the  .symptoms  are  less 
severe,  and  usually  subside  after  a  few  days.  If  the  hernia  is  targe  and 
both  bowel  and  omentum  are  involved,  the  condition  is  a  serious  one, 
and  needs  most  careful  watching  lest  gangrene  occur. 

Treatment. — This  docs  not  differ  essentially  from  that  set  forth  for 
obstructed  hernia.  Kxccpt  in  old  persons,  ice  may  be  used  instead  of 
warm  applications.  Opium  may  be  given  to  control  the  pain  if  severe. 
No  cathartics  or  laxative.'*  should  be  administered  until  the  pain  and 
tenderness  have  subsided.     High  enemata  may  be  of  good  .sen'ice. 

Strangnlated  Hernia. — A  hernia  is  said  to  be  strangulated  when, 
in  addition  to  its  being  ( 1 )  irreducible  and  (2)  obstructed,  there  is  (3)  an 
interference  with  the  circulation  of  the  blood  in  the  contents  of  the  sac. 

This  accident  is  rare  in  the  hernia:  of  iivfants,  and  is  most  frequent  in 
those  of  mid-life  and  old  age.  It  occurs  oftener  in  old  than  in  recent 
hernia;,  in  those  of  small  than  those  of  large  volume,  and  tn  the  femoral 
with  greater  frequency  than  in  the  inguinal  or  umbilical  regions.  Stran- 
gulation may  take  place  in  two  hernix  simultaneously  or  at  different 
moments.  The  writers  have  seen  a  patient  recover  from  the  operation 
for  radical  cure  of  one  inguinal  heniia  and  die  from  strangulation  of 
another.  Usually  the  hernia  has  been  in  existence  for  some  time,  sup- 
ported, perfectly  or  im['>erfectly,  by  a  truss  when  strangulation  occurs. 
It  also  supervenes  upon  the  condition  of  irreducibJIity  and  obsti"uction 
in  some  cases,  especially  with  umbilical  and  scrotil  enteroceles ;  and  in 
others  (quite  exceptional)  it  has  been  first  perceived  at  the  moment  of 
strangulation,  This  has  happened  in  femoral  and  in  some  congenital 
forms  of  inguinal  hernia. 

Causes. — Unusually  severe  muscular  efforts,  especially  of  the  abdom- 
inal muscles — such  iis  lifting,  coughing,  straining  at  .stool  (unsupjiorted 
by  truss),  and  the  vomiting  attending  gastric  or  intestinal  disturb- 
ances— ^are  the  most  fre(|uent  exciting  causes.  In  addition,  in  irre- 
ducible cases  strangulation  may  result  from  obstruction  and  inflamma- 
tion, from  the  constriction  of  bands  and  adhesions  within  the  sac,  and 
from  torsion  or  volvulus  of  the  retained  loop  of  gut.  Pulmonary 
affections,  constipation  and  diarrhea,  pliimosis.  stricture  of  the  urethra, 
prostatic  hypcrtrojihy,  occupations  which  necessitate  lifting  and  other 
stmining  efforLs,  together  with  neglect  in  the  management  of  the  truss. 
cerUiinly  predispose  the  subject  to  this  accident- 
Mechanism. — The  mechanism  of  strangulation,  evidently  a  com- 
plicated process,  is  not  yet  satisfactorily  explained.  The  various  theo- 
ries which  have  been  advanced  arc  summarized  by  Berger:' 

1,  Elasticity  of  the  ring  (ela.stic  compression,  Richter).    II.  Comprcs- 
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sion  of  tlie  efferent  by  the  distended  afferent  end  of  the  loop(Lossen).  III. 
Angulation,  or  sharp  curvature  of  the  distal  end  (Scarpa,  Busch).  IV. 
Valvuiar  folding  of  the  mucous  membram:  (Rou.kJ.  V.  Torsion  of  the 
imprisoned  loop  (dc  Roubai.icJ.  VI.  Inlerjwsition  of  the  mc*!entery 
(_Hergcrj,  which,  in  the  efforts  of  the  intestine  to  frt^  itself,  is  spread  out 
like  a  l;jn  with  its  i\\K-x.  toward  the  riny.     VII.  Fecal  tmpaclion. 

None  of  these  explains  fully  the  cause  of  strangulation.  I'Uastic 
compression  may  explain  strangulation  of  a  partial  entcroccle  with  a 
narrow  hernial  orifice,  or  the  sudden  appearance  and  simultaneous 
strangulation  of  gut  in  a  congenital  sac  ;  but  it  has  no  support  in  many 
cases  in  which  the  hernial  orifice  is  not  small  enough  to  cause  strangu- 
lation. The  other  theories  may  explain  the  obstruction;  but  except  in 
a  case  of  volvulus,  which  is  rarely  seen,  they  do  not  cover  the  fact  of 
interference  with  the  circulation.  To  account  for  these  double  features 
of  strangulation  another  factor  must  be  found,  and  that  is,  inflammation 
of  the  imprisoned  loop.  Venous  congestion  from  obstruclioji  is  the 
first  step  in  the  intlamnwtory  process.  This  is  cau-sal  first  by  the 
meclianical  obstacle;  it  is  then  adtled  to  by  the  increased  abdominal 
pressure.  Then  follow  greater  congestion,  thickening  of  the  walls 
from  edema,  corresponding  increase  in  volume  of  the  mcscntcr>',  and 
serous  exudation  about  the  intestine  in  the  hernial  sac.  These  changes 
increase  the  volLime  of  the  loop  beyond  the  neck  and  make  reduction 
difficult  or  impossible.  Paralysis  of  its  muscular  coat,  with  the  possi- 
bility of  angulation  or  volvulus,  obstruction  or  pressure  of  one  loop  on 
the  other,  or  the  volume  of  the  mesenter)',  prevents  the  |Kissage  of  feces 
^n  other  words,  causes  intestinal  obstruction.  The  obstruction  aug- 
ments the  conditions  already  induced  by  the  constriction,  and  this  reacts 
upon  the  inHammatory  features,  buth  factors  leading  more  or  less 
swiftly  but  surely  to  gangrene  of  the  imprisoned  gut.  In  some  instances, 
as  in  stranjjulation  of  pan  i\\  the  wall  of  the  intestine  (in  femoral  hernia), 
elastic  constriction  is  the  primary  and  sufficient  cau.se;  in  others,  as  in 
strangulation  occurring  in  an  inguinal  hernia  with  large  ring,  the  volume 
of  which  is  suddenly  increased,  the  constriction  is  supplemented  by  the 
phenomena  of  inllammation. 

In  a  third  class  of  cases,  especially  when  strangulation  ■siiix:r\'enes 
on  irreducibility,  the  inllanimation  from  obstruction  is  the  priniar>* 
cause  ;  it  is  seconded  by  the  disadvantageous  position  of  the  extrudetl 
gut,  the  physiological  function  and  pathological  processes  of  which  are 
materially  affected  by  the  narrow  part  of  the  sac  (its  neck),  the  exist- 
ence of  adhesions,  and  possibly  some  torsion  of  its  mcscnterj'. 

Pathological  Anatomy. — The  seat  of  the  most  marked  pathological 
changes  is  in  most  cases  at  the  neck  of  the  sac.  This  is  not  because 
the  neck  is  an  active  agent  of  constriction,  but  on  account  of  its  being 
the  narrowest  portion  of  the  sac.  and  the  tt.ssues  being  densest  and  most 
resisting  immediately  about  it.  In  some  instances  the  lesions  may  be 
most  marked  in  the  sac,  owing  to  its  own  constricting  effect  or  that  of  its 
covering.  Pathological  changes  obscr\'ed  in  the  contents  are  the  same 
whetlier  an  entire  loop  or  only  part  of  the  wall  is  strangulated.  The 
first  abnormal  phenomena  are  those  of  venous  obstruction.  The  color 
of  the  intestine  becomes  dark  red,  blue,  or  mahogany  ;  the  wall  is  thick- 
ened from  edema,  and  its  surface  loses  its  transparent,  smooth,  glistening 
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loop  there  may  be  one  or  several  such  gangrenous  spots  (an  entire  gan- 
grenous loop  is  black  or  gray  In  color,  without  luster,  ;ii)il  nficn  graiuitar 
upon  its  surface).  The  whole  loop  may  become  gangrenous,  and  sepa- 
ration of  the  slough  may  occur  at  the  neck,  the  sac  being  converted 
into  an  abscess- cavity,  with  cdcnia  and  intiltration  o!'  the  tissues  outside, 
and  discharge  of  pus  and  fecal  matter  externally.  There  may  be  the 
lesions  of  general  suppurative  peritonitis  before  this  occurs;  or  a  local 
and  adhesive  peritonitis  about  the  neck  of  the  sac  may  prevent  infection 
*^'i  the  general  [)eritoneal  cavity,  so  that  recovery  may  ensue  through 
the  formation  of  an  artificial  anus. 

In  partial  cntcroccle,  or  Richter's  hcmia  (Tig.  246).  the  same  changes 
occur,  and  may  go  on  to  the  formation  of  a  fecal  fistula  or  artificial  anus, 
which  explains  the  occasional  spontaneous  cures  observed  in  these 
cases,  especially  in  the  fcmord  region,  It  is  nire  for  gangrene  to  occur 
within  less  than  twenty-four  licjurs,  ihaugli  it  has  l.)een  seen  after  four 
hours  of  strangulation.  It  occurs  most  rapidly  in  small  Iieniiie  with 
sudden  constriction.  The  amount  of  gangrenous  gut  may  be  from  a 
few  inches  to  .several  feet.  The  omentum  in  stmngulatcd  hernia  is  not 
gangrenous  or  sloughing,  but  is  more  or  less  swollen  and  softer,  and  its 
superficial  veins  are  dilated  and  sometimes  thrombosed.  There  arc 
numerous  adhesions  to  the  sac,  ami  the  fluid  exudation  varies  gnrally  in 
quantity,  some  cases  Ix-ing  entirely  dry.  The  presence  of  omentum 
with  intestine  in  a  strangulated  hernia  delays  the  progress  of  gangrene. 
The  sac  usually  contains  fluid  which  is  at  first  clear,  then  bloody  or 
turbid  with  fibrinous  masses.  Later  it  is  seropurulcnt  in  character  and 
foul  and  ill-smelling.  When  gangrene  occurs,  patches  of  false  mem- 
brane may  be  seen  on  the  walls  o^  the  sac;  witii  perforation  gas  and 
feces  are  added  to  the  fluid  contents.  Hefore  jx-rforation  occurs,  at  all 
stages  numcnjus  bacteria,  usually  the  Bacillus  coli  coinnmnis,  and  sev- 
cr.il  varieties  of  st'iphyloeoccus  and  streptococcus,  are  ft)utTd  in  the  fluid. 
At  an  early  moment  in  strangulation  the  skin  and  tissues  and  coverings 
of  the  sac  are  normal  in  appearance.  In  case  of  gangrene  the  skin  is 
red  and  the  cellular  tissue  edematous.  The  abdominal  cavity  presents 
the  lesions  of  plastic  or  suppurative  peritontlis.  and  in  some  instances 
there  may  be  intense  eongestinn  fif  the  whole  intestinal  tract,  with  slight 
fluid  exudation  only  in  the  dt;]>endent  parts  of  the  cavity,  but  with  in- 
tense congestion  of  the  kidneys,  lungs,  and  other  internal  organs — a  con- 
dition which  has  been  described  by  .some  authors  as  pcritoneo-intestinal 
septicemia.  This  is  found,  on  careful  investigation,  to  be  due  to  rapid 
invasion  of  the  abdominal  and  thoracic  viscera  by  colonies  of  patho- 
gein'c  bacteria,  with  accompanying  septic  condition  of  the  blood  and 
fatal  result  before  sufficient  time  has  elajised  to  bring  about  more 
marked  changes  in  the  inle-stiiial  tract. 

Symptoms. — The  occurrence  of  strangulation  in  a  hernia  is  an- 
nounced by  both  local  and  general  symptoms ;  the  latter  are  those 
of  intestinal  obstruction  ;  the  farmer  consist  in  pain,  irrcducibility  of  the 
hernial  tumor,  tension  (especially  at  the  neck),  tenderness  on  pressure, 
and  loss  of  impulse,  !n  reducible  hernia  these  symptoms  arc  manifested 
suddenly  after  unwonted  exertion  or  sudden  effort,  such  as  straining  at 
stool  when  the  truss  is  not  in  place,  violcEit  fit  of  coughing.  In  the 
course  of  vomiting,  and  diarrhea  of  gastro-cntcritis.     In  irreducible 
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hernia  the  phenomena  of  strangulation  come  on  more  slowly,  and  may 
be  prcceckd  by  ctiriical  features  which  are  attributable  to  inflammation 
or  obstruction  in  the  contents  of  the  sac. 

Local  Symptoms, — When  strangulation  occurs  the  hernial  tumor 
becomes  irreducible  and  is  exceedingly  painful,  the  pain  being  located 
at  the  neck  of  tlie  tumor,  the  umbilicus,  and  the  lower  part  of  the 
abdomen.  Tlie  hernial  tumor  resists  every  effort  at  reduction,  and  U 
temler  m\  pressure,  ejipecially  at  the  neck,  where  the  tissues  overljing 
the  liernial  sac  are  felt  to  be  tense.  This  tension  gradually  extends  to 
the  rest  of  the  tumor,  except  in  a  very  voluminous  hernia.  There  is 
no  impulse  on  coughing,  and  the  tumor,  if  resonant  at  an  early  mo- 
ment, soon  gives  a  dull  note  on  percussion  from  serous  exudation  in 
the  sac. 

General  SympUmis. — The  pain  is  severe.  ]Kiroxj*smaI,  and  accom- 
panied with  nausea  and  vomiting.  The  vomiting  is  rciwatcd  at  more 
or  less  frequent  intervals,  and  the  vomited  maticrs.  which  at  first  consist 
of  .stnm^icli -contents,  become  later  more  water>',  arc  tinged  with  bile, 
and  are  itl-smelling  and  in  rare  ca.scs  fecal  in  character.  At  a  late  stage 
the  contents  of  the  small  and  upper  intestine  arc  regurgitated  at  fre- 
quent inter\-als  rather  than  vomited.  Constipation  occurs  at  the  outset 
and  persists,  nu  fecal  matter  or  gas  being  passed.  Occasionally  the 
adintjiistration  of  a  purgative  nr  an  enema  is  followed  by  one  movement 
from  the  bowel  belnw  the  site  of  the  conslrictinn.and  in  a  few  instances 
diarrhea  occurs,  The  urine  is  diminished  in  quantltj-.  At  the  outset 
the  pulse  is  increased  in  frequency,  with  but  slight  rise  of  temperature, 
l^tcr  the  pulse-rate  is  still  more  increased,  but  the  temjwrature  remains 
but  little  elevated,  99"  to  100"  K.  Pain  and  vomiting  persist,  and  the 
inability  to  take  nourishment  gives  rise  to  increased  prostration.  Symp- 
toms of  general  peritonitis  ensue  if  the  strangulation  be  not  relieved; 
the  prostnition  becomes  gre-jiter,  the  pulse  more  rapid  and  thready  in 
character,  the  abdomen  may  be  lightly  swollen  and  tympanitic  on  per- 
cussion, and  is  generally  tender;  the  vomiting  becomes  more  frequent. 
The  surface  of  the  body  is  cold,  and  the  skin  of  the  extremities  cyanotic 
or  dusky,  the  features  are  sunken,  the  expression  anxious,  hiccough 
ensues,  collapse  occurs,  and  death  results.  The  average  duration  of 
life  varies  from   five  to  seven  days. 

Ctmrse  ami  I'ariiUui**  of  Sym/i/cmi.  —Occ»siona]  instances  of  5ponlanmu<i  rcduclion  have 
been  m:oRle«l.  and  paLirjits  theinKLvcs  Imve  not  infrequcnlljr  relieved  the  MrnngulnttoD  by 
pnimpily  prrforrning  tn«i% ;  but  ■«  ■  mir  Mrangulsltnn  unrelievrd  leads  to  di-aih  iiTC«siib)y. 
unless  [he  strength  of  the  patient  i*  nutinUiincd  while  the  ccciMional  t»n:iHTcnce  of  jJough- 
injt  of  the  intmine  with  nn  nrtifictal  xniis  takm  |>Imc«. 

Uangrene  ur  sloughing  of  the  itiiesiiii«  is  indicated  l>y  rednns,  vdrain,  knd  even  crepi- 
tation (emphTBrntft  ai  the  cdlulai  li^sue)  of  iht  covetiuK*  uf  [he  hctnia.  Later  lliete  is 
flucuuilion,  ihc  ffcfti  nbsccss  is  erncuaicd,  and  [he  ST,-nip[oin5  impn>vr.  With  (hi»  e»ctH 
there  la  a  chance  for  rccorcry — the  sitihcial  anus  having  bctn  Lnown  tu  cluse  »poniaiieMusly 
or  Id  be  iKatrfl  !kuccri<ifii11r  by  rejection.  In  epiplorcle  ihe  vcwniliiif;  is  not  so  frequent  at 
cuptoiu  mnd  tbc  conMijMtton  may  nut  pcnisl.  The  local  xign*  are  llie  umc,  ihoutch  tlicK 
may  be  no-called  "  dry  ciaea  " — i.  ^ ,  with  no  fluid  eflu§ion  in  ihc  soc. 

In  Richler'-s  hemia.  or  partial  enCcroccIc,  there  may  be  diarrhea  rather  (ban  constipation  ; 
the  viimiiing  may  imt  he  «i  frrijuent,  but  ihe  local  symptntns  do  not  vary. 

DiSKnosls. — The  symptoms  of  inte«linnl  nhMnic-linn — pain,  rnmiling,  and  conuipa- 
tiun^ together  wiih  the  iirc-sLnice  of  an  iireducihle  luinut  at  one  uf  Ihe  hernikl  sites,  nuke 
the  diagnuM!!  'cU-^r.  In  nc«hv  p<TV)n-'  anrl  in  ihr  mrr  form*  of  hernia  una1l  hernia)  pmtnt> 
aiunt  may  be  «vcrl»uLed.  and  one's  sciutiny  must  be  clo^.  llelween  a  hemtft  that  H 
obMnidcd  or  inflamed  and  a  strangidateil  one  we  nay  differentiate  hy  ihe  following  rif^ru: 
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Sirangu}iite4  Hernia. 

Lou  of  impulse. 
Fliiii  iev«Ee. 
TeDsioT)  and  trader- 

Vamiliiig. 

Const  i pad  on. 


ObtinuttJ  Urmia. 

ImpuUe  pnMetTcd. 

['flin  modcrale. 

Tension  and  lendemns  flbsenl  or 

trifling. 
Vomiting  abst-nt  or  nul  repeated. 
Con--(li|iaiinn  irlirvcd  by  rncrnnU. 


InfiameJ  Hernia. 

Impulse  picsen-ed. 
Pun  modemtc  and  local, 
lender  but  not'lense. 

VoQiilin};  not  marker). 

Constipminn  nnt  [K-r<ii<itin^. 


In  all  duu1)tful  cii-se^  it  i&  v'ikt  tn  act  us  if  Mran^ulalion  werr  actually  in  opefation,  even  to 
the  poirU  of  mnkiitg  an  c«pl»>ratory  inr.i»i(in,  ralhrr  lliaii  lo  wait  (or  lime  to  dor  up  the 
diagno<ii<i,  for  suLxe^^fi]!  Irfatmeiil  depends  aliMdutely  mi  the  prtimptiiess  of  its  application. 
Conditions  which  may  lie  difficult  to  rccogniic  arc  niptiire  of  intestine  in  an  irreducible 
bcmiu  iimb  llie  (.tccurrriKe  i»f  nn  inltainvd  ajipi^iidis  in  a  hrmiiil  mil'. 

In  case  of  septic  peritonitis  there  arc.  by  the  third  or  fourth  day.  a 
slight  elevation  of  temperature  ( 101  "^  to  103'^  V.).  and  marked  tympan- 
itic distention.  Hut  more  often  the  peritonitis  is  marked  by  trifling 
abiiloinin.'il  tension,  while  the  general  conilition  generally  grows  worse 
— tlie  vomiting  and  constipation  persist,  there  is  rajiitlity  of  respiration 
or  small  volume  and  irregular  pulse,  cyanosis  of  the  surface,  and  sup- 
puration of  urine.  Albuminuria  and  septic  pneumonia  may  cause 
death  (from  septic  infection)  even  in  cases  that  have  been  successfully 
reduced. 

Prognosis. — The  briefer  the  duration  of  the  strangulation  the 
better  the  uutlook  after  lliu  operation  ;  in  fact,  all  statistics  show  tliat 
the  mortality  increases  with  every  hour  of  strangulation.  The  prog- 
nosis is  in  general  more  favorable  in  young  subjects  and  in  hernia;  of 
small  volume  than  in  contrary  conditions.  The  most  unfavorable  con- 
ditions arc  those  of  voluminous  scrotal  hernia  in  which  a  large  amount 
of  intestine  has  been  irreducible  for  var>ing  periods  before  becoming 
strangulated,  liere  it  may  he  judicious  sometimes,  after  making  sure 
that  the  neck  of  the  sac  is  divided  and  the  constriction  relieved,  to 
reduce  the  intestine  into  the  abdimien  with  its  sac — that  is  ti>  say.  with 
its  adhesions  to  the  sac-wall  undisturbed.  If  this  be  done  under  these 
exceptional  circumstances,  the  ]>eritoncum  may  be  closed  over  a  gauze 
drain  of  consitlerablc  size,  which  should  reach  from  the  intcst'nc  to  the 
external  air.  Such  a  wound  will  heal  with  more  or  less  suppuration, 
and  the  result,  so  far  as  relapse  is  concerned,  is  not  likely  to  be  satis- 
factory. 

Complications. — Cieneral  iKrritonttis  from  rupture  or  sloughing  of 
a  returned  bowel,  and  infection  of  the  peritoneal  cavitj'  from  the  con- 
tents of  the  sac,  arc  generally  fatal.  This  is  only  likely  to  occur  in 
aggravated  cases.  Local  peritonitis  about  the  wound  may  persist  for 
a  few  days,  but  it  gives  rise  to  few  symptoms  and  generallj'  entails  no 
danger. 

Intestinal  obstruction  occasionally  occurs  from  adhesions  subsequent 
to  the  operation,  giving  rise  to  acute  kinking  or  bending  of  the  gut. 
Shock  occasionally  causes  death  in  ver>^  young  and  old  patients,  and  in 
operations  undertaken  at  a  late  moment.  Enteritis  and  paralysis  of 
the  bowel  sometimes  occur.  Neither  requires  surgical  treatment;  but 
the  phenomenon  of  obstruction  .shiutld  be  trtvitetl  by  abdominal  sec- 
tion. An  occasional  cause  of  death  after  an  t>[>enition  is  inhalation- 
pneumonia  and  septic  pneumonia,  due  to  the  inspiration  or  sucking  into 
the  larynx  of  fecal  contents  from  the  stomach.     This  accident,  which 
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sometimes  occurs  in  the  course  of  vomitinji  durinp;  the  operation,  when 
tlif  contents  of  llic  stomach  arc  fecal  in  character,  is  best  prevented  by 
washing  out  tlie  stoniaeii.  either  before  or  alter  the  administration  of 
tlie  anesthetic,  or,  in  case  the  patient  does  not  vomit  during  the  opera- 
tion, at  its  conclusion. 

An  exceptional  complication  is  the  escape  from  the  atMlmninal  ca\nty 
into  the  wound  of  the  whole  or  a  portion  of  the  bowel  which  has  been 
returned.  This  is  more  likely  to  occur  if  there  has  been  coughing  <ir 
voniitinj^  after  the  operation.  As  soon  as  the  accident  is  di.scovcrcd 
the  intestine  should  be  replaced  and  an  iodoform  tampon  left  in  the 
wound. 

Mortality  after  herniotomy  is  most  affected  by  the  duration  of 
the  strangulation,  being  shown  by  statistics  to  vary  from  lo  or  12  per 
cent,  in  cases  operated  upon  after  strangulation  has  existed  one  clay  or 
less,  to  50  per  cent,  in  cases  which  had  been  strangulated  over  three 
days.  Tile  mortaUty  is  naturally  greatest  in  cases  which  were  gan- 
grenous before  operation,  whether  resection  or  artificial  anus  be  the 
procedure  employed.  Furthermore,  it  is  greater  in  umbilical  hernia 
than  in  femoral  or  inguinal,  and  there  are  less  chances  of  recover^'  in 
infancy  and  old  age. 

Sirnni; Illation  in  infants  is  often  less  prompil)'  rleall  with  ihxn  in  adults  tieciiuite  (hey 
in  subject  tu  mucks  of  colic  and  vomiting;  ftoin  olhc^i  causes,  ami  do  ncil  givr  itny  due 
to  the  seat  of  the  pain.  Repealed  vomitinE  shmnUI  cxcitr  nii»piriiin,  «n(!  eiiuninittion 
ftliould  be  made  of  all  llrniiBl  »itc»  on  the  naked  liudy.  StuLislks  (IJawd,  lOO  case^,  with 
SO  tlealli^i  hIiuw  about  the  same  monnlily  da  tti  ndiills,  th^  youngest  infant  being  Iwo 
inontli*  of  Age.  One  of  the  u'riler»  has  opcrattHl  up<.ii)  7  cases  under  (wo  years  (if  '*\lfi,  with 
I  dentil.  'li>ere  i*  ever*  leasun  fur  iiriim|ii  ii|iemii(in  and  vcrj-  limilrd  and  Ernlle  enTons  at 
taxis.  Tlicse  patient*  beoropernCi'on  vcrj' well,  and  the  prwtcdurc  is  brief  aud  easy  if 
undertaken  in  thi-  fih*t  twelve  iir  (wi-uty  ffiiir  bmir^.  V\>  have  freiguenlly  rpducctl  cn&es,  aft^r 
a  few  hours'  stranijijlati'in.  with  the  aid  of  application^^  of  hot  water  and  [he  use  of  cbtoro- 
furtn. 

Treatment. — This  accident  must  be  treated  by  a  prompt  return  of 
the  contents  of  the  sac  into  the  abdominal  cavity  by  manual  pressure 
(taxis)  or  by  a  surgical  operation  (heniiotomy).  Before  the  employ- 
ment of  either  of  these  measures  cerL'tin  preliminary  procedures  may 
be  resorted  to;  but  these  should  Ix;  persisted  in  for  but  a  few  hours. 
These  prcliminar)*  measures  include  rest  \v\  bed.  absence  of  nourish- 
ment, the  administration  of  niorphin  subcutaneously,  and  the  ajiplica- 
tion  of  an  ice-bag  over  the  hernial  tumor.  In  children  and  old  persons 
and  those  with  voluminous  hemi.'E  warm  applications  arc  preferable. 
The  pelvis  should  be  elevated  upon  a  pillow  and  the  knees  should  be 
flexed.  While  these  measures  are  being  carried  out,  preparations 
should  be  made  for  operation.  It  may  be  well  to  apply  taxis  without 
an  anesthetic  as  soon  as  the  patient  is  seen,  if  the  strangulation  is  of 
short  duration  ;  but  there  is  no  objection  to  reserving  this  procedure 
until  the  patient  is  reatly  and  preparations  have  been  made  for  an  oper- 
ation. It  is  desirable,  eitorts  at  taxis  failing,  to  proceed  at  once  to  an 
operation. 

Tnxisi. — The  position  of  the  patient  is  important.  In  all  fonns  of 
hernia  the  iTclvis  should  be  elevated  and  the  thighs  flexed.  Inward 
rotation  of  the  thigh  relaxes  the  tissues  in  both  femoral  and  inguinal 
hernia,  and  thereby  favors  reduction.     Inversion — so  termed — of  the 
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patient,  the  head  being  placed  at  a  considerably  lower  level  than  the 
|jclvis,  is  of  duubtful  value  and  may  lie  attciutt-d  with  accideiiLs,  To 
perform  taxis,  the  neck  of  the  sac  should  be  gr^.'iped  by  the  left  hand 
and  pressure  made  over  the  fundus  with  the  right.  The  direction  of 
pressure  should  be  according  to  the  nature  of  the  hernia;  in  scrotal 
hernia  being  first  upward,  then  upward  and  outward,  and  then  back- 
ward ;  in  femoral  liernia,  first  directly  backward  and  then  ujjward ;  in 
uinljilical  heriiia  the  pressure  is  made  directly  Ixickward.  The  liuration 
of  taxis  should  not  exceeil  three  to  five  minutes.  More  prolonged 
efforts  are  likely  to  result  in  damage  to  the  contents  of  the  sac  or  to 
the  sac  itself,  or  may  facilitate  the  escape  of  infected  sac-contents  into 
the  abdominal  cavity.  The  degree  of  force  exercised  should  be  rnod- 
eralc.  In  case  of  a  stningulated  epiploccle  taxis  may  be  a  little  more 
prolonged  ;uul  forcible. 

Asptratinn  \\{  the  fluid  in  the  sac  has  been  recommended  as  an  aid 
to  taxis,  and  Hcarn  has  reported  33  cases  aspirated  with  a  hypoder- 
mic .syringe,  after  which  reduction  followed.  This  is  a  measure  of 
doubtful  value.  VVc  have  known  it  to  be  useful  in  cases  of  irreducible 
hernia. 

Successful  reduction  is  followed  by  disapi)earance  of  the  hernial 
tumor,  suddenly  in  case  of  enterocele.  slowly  in  case  of  epijjlocele. 
This  di.sapj)ea ranee  should  he  complete,  and  shouUI  lie  tested  by  pa.ss- 
ing  a  finger  into  the  inguinal  canal,  which  should  be  found  empty, 

I'"ollowing  reduction  the  pair,  vomiting,  and  other  symptoms  dis- 
appear, and  the  bowels  move  spontaneously  after  a  few  hours  or  they 
respond  to  an  enema. 

The  after-treatment  consists  in  the  use  of  a  pad  of  gauze  or  lint. 
supixirted  by  a  s[»rca  t)ant]age  over  tlie  heniia!  orifice.  In  a  hernia  of 
brief  strangulation  the  truss  may  be  replaced.  It  is  Ix'st  to  keep  the 
patient  in  bed  until  all  symptoms  have  disappeared  and  the  bowels 
have  moved  spontaneously. 

Accidints. — Apparent  Reduction. — Reduction  by  tajds  is  attended 
by  some  risks.  If  it  he  too  forcible  or  too  prolonged,  there  may  be 
rupture  of  tlie  bowel  or  (tf  the  sac.  or  sufficient  contusion  itf  the  slraii- 
gulateil  bowel  to  invite  subsequent  peritonitis;  there  n»ay  be  a  reduc- 
Lon  of  the  sac  without  relief  of  the  constriction  at  its  neck.  This 
occurs  sometimes  in  femoral  hernia.  In  a  properitoncal  or  inguinal 
hernia-sac  the  intestine  may  be  forced  from  the  scrotal  to  the  abdom- 
inal portion  of  the  .sac.  The  occurrence  of  one  or  the  other  of 
these  accidents  of  taxis  caiumt  be  distinguished  clinically,  atid  may 
Ix;  included  under  the  head  of  apparvni  reducUun.  Reduction  stx*ms 
to  be  successful,  but  the  symptoms  of  strangulation  or  of  a  local 
peritonitis  return  after  a  few  hours.  This  reappearance  of  symptoms 
calls  for  prompt  performance  of  "  hcmia-laparotomy,"  which  is  best 
done  by  a  vertical  incision  over  the  original  site  of  the  hernia.  Krik- 
hoficr  has  collected  14.9  |xt  cent,  of  fatal  cases  following  taxis  in  308 
cases  of  femoral,  anti  7.8  jh-t  cent,  in   51S  of  inguinal  hernia. 

Contra-indkations. — Taxis  shonid  not  be  attempteil  in  every  case. 
It  is  injudicious  where  a  heniia  bernrr  .strangulation  has  been  irreduci- 
ble, as  in  many  instances  of  umbilical  or  scrotal  hernia;  in  case  there 
arc  symplom.s  of  inflammation,  gangrene,  or  peritonitis.     In  general. 
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taxis  should  not  be  resorted  to  after  the  expiration   of  twenty-four 
hours. 

HcrnioUfmy. — The  operation  for  the  relief  of  sirangulation  is  termed 
kclotoniy  or  herniotomy.  It  should  bir  performed  as  soon  as  the  brief 
efibrts  at  taxis  liave  failed,  and  always,  whun  potisible,  in  the  course  of 
the  same  anesthetic  seance.  If  done  promptly,  by  which  uc  mean 
within  twenty-four  hours,  or  even  less,  it  is  likely  always  to  he  attended 
with  good  result,  unless  in  case  of  very  voluminous  hernia;.  In  view 
of  the  success  of  modern  surgical  operations  it  may.  when  promptly 
applied,  be  said  to  be  more  successful  llian  taxis  injudiciously  employed. 
VVnile  a  general  anesthetic  is  preferable,  it  can  be  perforried  under  local 
anesthesia,  and  has  succeeded  even  when  patients  were  extremely  [>ros- 
trated. 

Herniotomy,  or  kelotoniy ,  may  be  done  as  follows  :  i-'irst  Sup. — The 
hernial  sac  is  exposed  and  opened;  the  incision,  3  or  more  inches 
in  Icnylh.  is  made  over  the  neck  and  upper  part  of  Uic  body  of  the  .sac, 
parallel  with  the  long  axis  of  the  hernia.  After  ilivision  oi  the  inter- 
vening layers  the  sac  is  recognized  by  the  pi-esence  of  the  subjicrilimeal 
fat  tnmiediatdy  outside  of  it,  by  its  dark-blue  color,  and  by  its  gliding 
over  the  subjacent  hernial  contents.  In  femoral  hernia  one  may  encoun- 
ter a  thicker  layer  of  exti"ai)critoncal  fat  than  in  any  other  variety.  After 
recognition  of  tlic  sac.  it  should  be  opened  between  two  artery -forceps, 
the  edges  retracted,  aiid  the  character  of  the  contents  noted.  The  fluid 
which  escapes  is  clear  or  bloody,  but  odorless,  if  gut  l>e  present  which 
is  merely  congested;  this  fluid  is  ill-smelling  or  seropurulenl  in  the 
presence  of  gan^nous  intestine.  The  j(rw/r/ .f/c/>  consists  in  division 
of  the  constriction  at  the  neck  of  the  sac  and  return  of  the  contents 
to  the  abdominal  cavity.  In  all  cases  the  sac  is  to  be  opened  and  the 
constriclion  divided.  The  return  or  reduction  of  the  contents  dei)cnds 
upon  their  contiitton.  Division  of  the  constricting  neck  is  accomplished 
by  means  of  an  onlinary  bistoury  or  hernia-knife  introduced  u|K)n  tlic 
index  finger  of  tJie  left  hand,  palm-surface  upward,  or  upon  a  broad 
director.  A  series  of  nicks  rather  than  a  irte  cut  should  be  made.  The 
contents  of  the  sac  are  then  to  be  returned  into  the  abdominal  cavity 
by  direct  pressure,  provided  they  are  in  good  condition;  if  gangrcntius 
<tr  otherwise  damaged,  they  arc  left  in  place  or  resected.  The  c«mtcnts 
of  the  sac  should  be  manipulated  with  the  greatest  gentleness,  and 
kept  warm  ami  clean  by  frequent  irrigation  with  warm  sterilized  water. 
This  is  the  typical  and  oltler  methrKl  of  ojK'ratJon.  Modem  ojicra- 
tors  have  found  that  as  the  constriction  at  the  neck  of  the  sac  lies 
chicfiy  in  the  tissues  external  to  it,  it  is  advantageous  to  relieve  the 
Constriction  by  division  of  these  tissues,  cutting  from  without  tnward 
the  peritoneum  rather  than  from  the  peritoncuni  outward,  as  just  men- 
tioned. The  latter,  or  nindem.  method  is  unquestionably  the  better 
procedure.  In  femoral  hernia  the  older  method  still  holds  good. 
7///n/  Step. — After  reduction  of  the  contents  of  the  sac,  the  wound  is 
sutured  with  or  without  iodoform-gauzc  drainage.  When  the  contents 
of  the  sac  arc  found  in  good  condition,  the  neck  of  the  sac  should  be 
ligated.  and  the  tissues  overlying  it  treated  as  in  the  method  for  radical 
cure. 

The  hitestine  is  in  good  condition  and  fit  for  return  into  the  abdom- 
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inal  cavity  when  its  pcritonral  coat  is  glistening  and  smooth  ;  when  its 
crilor  is  red,  piiiple,  or  even  mahogany  ;  when  it  feels  firm,  elastic,  and 
warm,  and  when  the  fluid  accompanying  it  is  clear  and  odorless.  It  is 
in  bad  condition  and  improper  to  return  it  when  its  serous  coat  is  dull 
or  granular;  its  color  black  or  gray;  when  it  feels  flabby  and  edema- 
tous. In  case  of  doubt,  exposure  of  the  intestine  in  the  wound  after 
the  constriction  has  been  divided  and  noting  whether  its  condition 
improves,  will  prove  of  scr\'ice.  In  exceptionally  dubious  cases  the 
intestine  may  be  left  in  place  for  from  twelve  to  twenty-four  hours,  pro- 
tected by  proper  antiseptic  dressing.  Reduction  is  facilitated  by  first 
expressing  or  squeezing  out  the  air  in  the  retained  loop  and  then  reduc- 
ing the  intestine.  Small  perforations  or  ulcerations  of  the  intestine 
require  immediate  suture  after  the  method  of  Lenibert,  witli  fine  sterile 
silk.  A  loop  of  gangrenous  intestine  must  be  either  resected  or  left  in 
place  in  the  wound  to  await  the  fonnation  of  an  artificial  anus.  Under 
these  drcumstances  a  few  sutures  of  catgut  may  be  in.scrted  to  hold  the 
intestine  in  place,  although  there  are  asually  adhesions  sufficient  to 
accomplish  this  puqwsc.  Intestine  left  in  place  should  be  opened  and, 
by  division  of  the  constriction,  free  escape  of  intestinal  contents— in 
other  words,  relief  of  strangulation — provided  for.  It  is  not  necessary, 
as  advocated  by  some  surgeons,  to  remove  or  resect  the  gangrenous, 
suspicious  intestine  and  sew  the  ends  into  the  wound. 

In  case  the  intestine  be  gangrenous,  it  may  be  treated  as  above 
described,  leaving  the  parts  to  form  an  artificial  anus,  or  a  primary 
resection  of  the  gangrenous  gut  may  be  undertaken.  In  deciding 
which  course  to  pursue,  one  must  be  guided  by  a  consideration  of  the 
piitient's  general  condition  and  the  operator's  skill  or  experience  in  such 
operations,  together  with  the  facilities  that  are  at  hand  for  its  perform- 
ance. If  the  patient's  condition  be  good,  so  that  prolongation  of  the 
operation  would  be,  in  the  judgment  of  the  ojierator,  unattended  with 
a  risk  ;  and  if  the  amount  of  intestine  to  be  removed  be  small  and  the 
operator  experienced  in  the  technic  of  this  operation,  it  is  probably 
better  to  resort  to  resection.  It  would  be  better  practice,  however,  in 
a  much  prostrated  patient,  or  in  one  in  which  several  feet  of  intestine 
were  required  to  be  rcmoi,cd,  to  leave  the  parts  in  condition  to  form  an 
artificial  anus,  which  could  be  subsequently  cured  by  a  secondary 
resection.  In  femoral  herniae,  especially  in  those  which  consist  in  a 
lateral  or  partial  entcrocele,  an  artificial  anus  or  fecal  fistula  frequently 
closes  spontaneously.  Statistics  do  not  afTord  much  satisfaction  in 
determining  the  course  to  be  pursued  in  cases  of  gangrenous  hernia. 
If  resection  be  undertaken,  we  should  give  the  preference  to  circular 
entcrorrhaphy  or  the  employment  of  Murphy's  button. 

In  case  the  imprisoned  intestine  be  not  actually  gangrenous,  but  of 
doubtful  vitality,  not  sufficiently  good,  in  the  judgment  of  the  operator, 
to  be  returnable,  it  is  best  to  divide  the  constriction  and  leave  the  loop 
for  twelve  to  twenty-four  hours  external  to  the  abdomen,  supported  by 
antiseptic  dressing.  At  the  end  of  this  lime  it  may  be  returned  into  the 
abdomen,  if  its  circulation  has  been  thoroughly  restored  ;  or  small  per- 
forations due  to  ulceration  may  be  closed  by  suture,  or  the  entire  loop 
resected. 

The  omentum,  which  rarely  undergoes  gangrene,  is  best  treated  by 
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excision  if  it  be  much  dama^^ed  by  inflammation.  It  may  be  returned 
if  it  be  normal  in  appearance.  IJ-^alion  of  the  stump  of  the  omentum 
should  be  carried  out  after  the  method  described  in  the  operation  for 
irreducible  hcniia. 

Radical  cure  uf  a  hernia  should  be  atteniptcd.  after  relieving  tltc 
slrwigulation.  in  all  cases  in  which  the  contents  arc  returned  to  the 
abdomen  and  the  condition  of  the  jxitient  warrants.  Tliis  is  accom- 
pILshtxt  with  hut  little  additional  sht^k,  and  its  fx:rformance  in  no  way 
differs  from  the  operation  as  described  for  reducible  hernia.  In  view. 
howc\-er.  of  the  risks  of  local  sepsis  in  the  wound,  it  is  better,  after 
ligatin^  the  sac  and  suturing  the  orifice,  to  leave  a  small  tampon  of 
iodofonn  in  the  wound,  which  may  be  withdrawn  at  the  aid  of  fort>'- 
c^bt  hours. 

Accidents  are  excepli<iiwl.  but  all  of  tlie  ftjllowing  may  be  noted : 
hemorrhage  from  blood-vessels,  from  the  separation  of  adhesions; 
wound  or  tear  of  the  intestine;  wound  of  the  bladder;  reduction  of 
tiK-  strangulated  loop  into  the  upper  st^ment  of  an  hour<glass  or  pro- 
peritotKol  sac 

ANATOMICAL  VARIETIES  OF   HERPOA. 
INGUINAL  HERNIA. 

This  term  includes  all  hcmi.T  cmcrgiryg  through  the  inguinal  canal. 
These  bcmi.c  may  be  subdi\idcd  as  follo«-s:  i.  Indirect  or  oblique 
inguinal  hernia ;  3.  Direct  inguinal  hernia. 

ObBque  inguinal  hernia  may  be  cither  congenital  or  acquired,  while 
the  direct  \'arict\'  is  alwa\'s  acquired.  By  ooi^cnital  inguinal  hernia 
is  not.  as  a  rule,  meant  a  hcmia  existii^  at  birth,  but  one  in  which  the 


n«.  1?  — tj*0  1gi*»t»  Wwiw  I 


sac  was  fwHonncxl.  <VfKtKV«it  n|wn  9V4Nr  MK«uly  of 
Swdi  brrmx'  ik'<  inAvqwenth*  »xt  irst  iK4ic«d  \am^ 


of^in. 
tmth.  and 
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soowtiines  in  adult  life.    An  acquired  hemia  is  one  in  which  the  sac 
has  been  developed  from  the   parietal   peritoneum,  which    has   been 


Fia  348. — Led  in^nul  hernui  (scroal), 

gradually  pushed  forward  and  stretched  as  the  licmia  advanced.     An 
«^ipkt  imguinai  hernia  is  distinguished  from  the  iiinct  variety  by  the 


FiC.  049.— Inifiitnol  hernia  in  Ihe  fcnittlp. 


rtlatiocu  that  each  bears  to  the  epigastric  artcr>'.     In  obhquc  hernia 
the  neck  of  the  sac  is  external  to  the  deep  epif^stric  artery,  and  the 
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excision  if  it  be  much  damaged  by  JTifianiniation.  It  may  be  returned 
if  tl  l)f  niirnial  in  appciirancc.  l.igalinii  of  lln-  stump  of  the  omentum 
slioulii  be  Ciirrieil  out  after  the  metluid  described  in  tlie  oix-ration  for 
irreducible  hernia. 

Radical  cure  of  a  hernia  should  be  attempted,  after  relieving  the 
strangidation.  in  all  cases  in  which  the  contents  arc  returned  to  the 
abdomen  and  the  condition  of  thL-  patient  warrants.  This  is  accotn- 
phshed  with  hut  lillle  acUlitional  shnck,  and  its  performance  in  no  way 
differs  from  the  n]»erattiin  as  described  fur  reducible  heniia.  In  view, 
however,  of  the  risks  of  local  sepsis  in  the  wdund,  it  is  better,  after 
lij^ating  the  sac  and  suturinji  the  orifice,  to  leave  a  small  tamiiun  of 
iodoform  in  the  wound,  which  may  be  withdrawn  at  the  end  of  forty- 
eight  hours. 

Accidents  are  exceptional,  but  all  of  the  following  maybe  noted: 
hemorrhage  from  blood-vessels,  from  the  separation  of  adhesions; 
wound  or  tear  of  the  intestine;  wound  of  the  bladder;  reduction  of 
the  strangulated  loop  into  the  upper  segment  of  an  hour-glass  or  pro- 
peritoneal  sac. 

ANATOMICAL   VARIETIES  OF  HERNIA. 
INGUINAL  HERNIA. 

This  tcriTi  includes  all  hernia  emerging  through  tlie  inguinal  canal. 
These  hernia*  may  be  subdivided  as  follows:  I.  Indirect  or  oblique 
inguinal   heniia  ;  2.   !>irect  inguinal   hernia. 

Oblique  inguinal  hernia  may  be  either  congenital  or  acquired,  while 
the  direct  varictj'  is  always  acquired.  By  congenital  inguinal  heniia 
is  not,  us  a  rule,  meant  a  hernia  existing  at  birth,  but  one  in  whicli  the 


Fig.  047. — Xjtfi.  tnguinnl  hcnt!»  (incomplete). 


sac  was  preformed,  dependent  upon  some  anomaly  of  congenital  oriyin. 
Such  hcmio:  not  infrequently  are  first  noticed  long  after  birth,  and 


PK.  048. — Left  inguinal  lu:ntHi(scroUl). 

pradualiy  pushed  fonvard  and  slrctclicd  as  tlic  licniia  advanced.     An 
obiufHc  iiipthtiil  hernia  is  di.stinguishfd  front  the  dimt  variety  by  tlie 


Fig.  849.— Ingufaul  hrrnia  in  lh«  frmalr. 

relations  thai  each  hears  to  the  q>igaslric  artery.     In  oblique  hcmia 
the  neck  of  the  sac  is  external  to  the  deep  epigastric  artcfy,  and  the 
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sac  itself  crosses  the  artery  nearly  at  right  angles  on  its  way  to  tlie 
external  ring.  In  direct  hernia  the  protrusion  emerges  not  at  the 
internal  ring  as  in  the  oblique,  but  ilirough  a  new  opening  below  and 
to  the  inner  side  of  the  epigastric  vessels,  and  docs  nol  cross  them  at 
all.  A  direct  hernia  is  really  a  ventral  hernia.  In  hernia  of  long 
standing  it  may  not  always  be  possible  lo  make  out  tliis  anatomical  dis- 
tinction, but  in  most  cases  the  position,  and  especially  the  shape,  of  the 
tumor  will  render  the  diagnosis  easy. 

Oblique  Inguinal  Hernia. — This  ts  by  far  the  more  common 
variety,  93  i)er  cent,  of  all  inguinal  hernia-  being  oblique.  As  already 
stated,  it  may  be  congenital  or  acquired.  Most  writers  have  cla^iscd 
under  congenital  hernia  cases  in  which  the  hernia  has  entered  an  unub- 
literated  funicular  portion  of  the  tunica  vaginalis;  but  as  it  is  difTicult 
to  distinguish  anatomically  such  cases  from  acquired  hernia;,  we  beUeve 
it  better  to  apply  the  term  "  congenital  "  only  to  tho.se  cases  in  which 
the  contents  of  the  sac  are  in  contact  with  the  testis,  Congenital  hernia 
may  occur  in  the  female,  the  sac  being  preformed  and  made  up  of  an 
un  obi  iterated  "  canal  of  Nuck."  No  accurate  estimate  can  be  made  of 
the  relative  proportion  of  congenital  and  acquired  hernia;,  for  the  rea.son 
tliat  the  diagncsis  cannot  be  made  without  operation.  The  statements 
found  in  the  older  text-books  to  the  effect  that  all  hemi.'i;  in  children 
were  congenital,  and  all  hernia;  in  adults  acquired,  can  no  longer  be 
accepted  as  true.  • 

A  study  of  upward  of  500  cases  of  hernia  in  children  under  the 
age  of  fourteen  years,  operated  upon  by  the  writers,  slinws  that  in  more 
than  one-half  of  the  cases  the  sac  did  not  communicate  with  the  tunica 
vaginalis,  Whether  the  hernia  was  wholly  acquired  or  partially  pre- 
formed, due  to  a  funicular  process  of  peritoneum  remaining  unobliter- 
atcd.  cannot  be  stated  positively. 

Anatomical  Relations. — In  bath  tlie  acquired  and  the  congenital 
forms  of  oblique  inguinal  hernia  the  anatomical  relations  are  the  same. 
The  sac  emerges  from  the  abdomen  through  the  internal  ring  above 
and  a  little  outside  of  the  deep  epigastric  artery ;  it  passes  obliquely 
downward  pai'iillel  with  Foupart's  ligament,  crosses  nearly  at  a  right 
angle  the  deep  epigastric  vessels,  and  protrudes  at  the  external  ring. 
In  the  early  stages  of  oblique  inguinal  hernia  the  hernia  does  not  pass 
beyond  the  external  ring,  and  this  form  of  hernia  is  frequently  known 
as  bubonowU.  If  the  hernia  continues  to  enlarge,  it  soon  passes  beyond 
the  external  ring  and  enters  the  .scrotum  ;  It  is  then  knowni  as  a  com- 
p/i'tc,  or  scrotal^  hernia.'  The  entire  length  of  the  inguinal  canal  in  the 
adult  is  about  2  inches,  and  it  is  slightly  larger  in  the  male  than  in 
the  female.  There  is  also  much  greater  tendency  for  an  oblique  licmia 
in  the  male  to  b<-c<)me  a  scrotal  hernia,  than  for  one  in  the  female  to 
become  a  labial  hernia.  The  anatomy  of  oblique  inguinal  hernia  may 
be  briefly  stated  as  follows  :  Hcginning  at  the  internal  ring,  situated 
about  half-way  between  the  anterior  superior  spine  and  tlie  symphysis 
pubis,  about  \  inch  above  Poupart's  ligament,  we  have  the  hernia!  sac 
passing  outward  and  downward  in  tlie  way  already  described.  This 
sac  rests  upon  a  flrjor  made  up  of  the  transversjilis  fascia  anil  the  pcr- 

'  In  very  rarv  ixi<»  Uic  mc  ou}'  c»1cr  tlir  peiinrum  instead  of  the  scrotum.     One  of 
(he  wiilcrs  bus  opcrat»^  upon  4  such  cawv 
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(toncum,  between  which  layers  run  the  deep  epigastric  vessels.  The 
roof  of  the  canal  is  made  up  of  the  internal  and  external  oblique 
muscles,  the  ap<)ncurosis  of  the  external  oblique,  the  superficial  fascia, 
and  the  subcutaneous  tissue  and  skin.  The  external  ring  is  formed  by 
the  arched  fibers  of  the  aponeurosis  and  external  oblique,  and  varies  in 
size  according  to  the  size  of  the  hernia.  In  the  normal  canal  the 
external  ring  barely  admits  the  tip  of  the  index  finger,  and  the  internal 
ring  cannot  be  palpated  at  a!I  from  the  outside.  In  a  larjje  hernia  of 
long  standing  the  canal  becomes  so  dilated  as  almost  entirely  to  lose  its 
original  obliquity,  so  that  it  becomes  diflFicult  to  distingirish  a  direct  from 
an  indirect  hcmja  except  by  operation. 

Tht-  Rdntitin  of  the  Sac  to  tlu  Corii. — As  the  sac  passes  down  the 
canal  and  out  of  the  external  ring  it  always  occupies  a  ccitain  definite 
relation  to  the  cord  ;  It  lies  directly  in  front  of  and  in  intimate  cont^ict 
with  the  cord,  the  two  being  enveloped  in  a  common  layer  of  fascia, 
called  the  infundibuliform  fascia.  It  has  been  claimed  by  some  recent 
writers '  that  this  intimate  rclationshi]?  only  exists  in  the  case  of  con- 
genital hemije ;  but  our  experience  has  proved  that  it  is  true  for  the 
acquired  as  well  as  for  the  congenital  variety.  In  direct  hernia  this 
intimate  relation  docs  not  exist,  and  the  cord  is  quite  inde|>cndcnt  of 
the  sac.  It  is  a  verj'  common  error  to  suppose  that  under  certain  con- 
ditions the  cord  may  be  found  inside  of  the  sac.  This,  of  course,  is 
impossible  when  we  remembei"  the  early  development  of  the  testis  and 
cord.  At  no  period  during  the  development  is  the  testis  inside  of  the 
peritoneal  cavity.  Hence  it  is  impossible  for  the  cord  ever  to  be  found 
inside  of  a  hernial  sac. 


Fi';  aw  ■    I.iIjj.lI  h-Tiiin  (M.  H.  Rich-ir-!  .i.n  ■.  i-  cp). 


As  to  the  shape  of  the  oblique  hernia,  this  depends  entirely  upon 
whether  it  has  advanced  only  to  the  external  ring  or  has  reached  the 
scrotum.     The  shape  of  a  bubonocele  is  that  of  an  elliptical  swelling 

'  John  II.  l^kanl,   Tram.  Amtfr,  Surg.  Mum.,  iSgti. 
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aver  the  inguinal  canal,  which  is  seldom  pronounced  excei>t  on  standing 
or  coughing. 

The  shape  of  a  scrotal  hernia  varies  with  its  size.  In  a  small  hernia 
it  i.s  usua.lly  cylindrical ;  the  larger  hernia;  arc  pear-shaped,  the  lower 
portion  bting  the  larger.  In  vcr>'  large  liemia;  the  penis  may  be 
entirely  obliterated. 

Obliquf  fltrtiia  in  Women. — As  wc  ha\x*  stated,  inguinal  hernia  in 

the  female  is  generally  confined  to  the  canal,  only  about  4  per   cent. 

becoming   labial  (Fig.    250!.      It  .seldom   becomes  irreducible,   and   is 

more  easily  controlled  by  truss   than   in  the  male.      This  variety  of 

hernia  is  the  most  Ihvorabic  of  all  for  operative 

treatment.    One  of  the  writers  has  operated  upon 

\oo  aises  without  any  relapses. 

There  is  a  rare  form  tif  hernia,  usually  termed 
infiitililc  or  cmyshti  hiriiia.  This  variety  is  always 
act^uired,  and  a  knowledge  of  its  anatoniy  is  im- 
portant. It  is  best  explained  by  the  accompan>ing 
diagrams  (Kigs.  251.  252).  Its  development  is 
briefly  descritied  as  follows:  As  the  testicle  de- 
scends into  the  scrotum  the  funicular  process  of 
peritoneum  accimipanjing  it  becomes  cUiscd  at  its 
upper  portion,  but  a-mains  juitcnt  lielow.  If  under  the.se  conditions  an 
acquired  henii.t  develops,  the  sac  is  pushed  forward  until  it  meets  this 
unobliteraled  part  of  peritoneum,  and  thus  two  sacs  are  formed,  one 
within  the  other. 

Diafcnosis  of  Oblique  ln]i:uinal  Hernia. — When  the  hernia  occupies 
the  inguinal  canal  unly,  it  is  termed  a  bubonocele,  or  incomplete  inguinal 
hernia.     The  chief  diagnostic  signs  during  this  period  are  a  tumor  in 


Fic.  asi— Congenita] 
hemtn. 


Fin.  S5fl.— Afferent  rariciin  of  infnniilr  hcmiit ;  /.  tciicis ;  j.  uc ;  /  hiniculu  ponlon  of 

luntcn  vnginalb. 

the  region  of  the  inguinal  canal  and  impulse  on  coughing.  The  only 
symptoms  worthy  of  note  are  a  feeling  of  discomfort  and  slight  pain, 
tumor,  and  impulse  on  coughing.  The  pain  may  be  either  acute  or 
dull,  and  is  usually  confined  to  the  site  of  the  lK*niia.  though  in  some 
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cases  it  is  located  in  the  region  of  the  umbilicus.     Fain  may  be  severe 

and  sharp  In  the  early  stage  of  the  hernia,  and  gradually  pivc  way  to  a 
sense  of  discomfort.  Accordin};  to  Macrcady,  pain  occurs  in  96  per 
cent,  of  all  cases. 

Tumor  is  noticed  next  in  order  of  lime.  :\n6  appears  first  at  the 
internal  ring ;  the  tumor  in  tJic  beginning  is  notliing  iimrc  than  a  shghl 
bulging,  which  becomes  larger  on  coughing  or  lifting,  and  disappears 
entirely  on  lying  down. 

Impulse  on  Cougftin/:^. — This  is  a  very  constant  and  valuable  sign  in 
reducible  hernia.  It  cannot  be  made  use  of  in  young  children,  but 
crying  affords  an  excellent  substitute  for  coughing. 

The  other  conditions  in  the  groin  which  may  be  mistaken  for  an 
incomplete  inguinal  hernia  arc  the  following:  Fenioni!  heniia ;  hydro- 
cele of  the  cord  in  the  male;  hydrocele  of  the  canal  of  Nuck,  or 
cj'sts  of  the  round  ligament  in  the  female ;  psoas  abscess ;  inguinal 
adenitis;  retroperitoneal  adenitis;  tuberculosis  of  the  cord;  malig- 
nant disease  of  the  glands;  fatty  tumors  ;  and  tuberculosis  of  the  os 
pubis. 

Femoral  Hernia. — In  ordirar)' cases  it  is  not  difficult  to  mat«  the 
diagnosis  between  inguinal  and  femoral  hernia,  if  we  bear  in  mind  the 
two  principal  landmarks — namely,  the  spine  of  the  pubic  bone  and 
Poupart's  ligament.  \\\  the  male  the  diagnosis  is  less  diflncuit  than  in 
the  female.  The  external  ring  can  always  be  made  out  and  the  spine 
of  the  pubis  located  by  pushing  the  inde.x  finger  into  the  canal,  follow- 
ing the  external  pillar  of  the  ring  to  its  point  of  insertion,  which  is  the 
pubic  spine.  In  the  female  the  diagnosis  is  more  difficult  and  sometimes 
impossible,  especially  in  fleshy  subjects.  If  Poupart's  ligament  cannot 
be  felt,  we  may  substitute  for  it  a  line  drawn  from  the  anterior  superior 
spine  of  the  ilium  to  the  spine  of  the  pubis ;  if  the  hernia  is  above  this 
line,  it  is  an  inguinal,  if  below,  a  femoral  hernia. 

Hydrocele  of  the  Cord. — The  diagnosis  can  be  usually  made  from 
the  peculiar  cyst-like  character  of  the  swelling,  which  is  more  freely 
movable  and  more  tense  than  in  an  inguinal  hernia,  except  in  a  case  of 
strangulation. 

ifydrocele  of  the  Canal  of  Muek  or  of  the  Round  Ligament. — The 
clinical  features  of  this  swelling  correspond  vcrj'  closely  to  those  of 
hydrocele  of  the  cord,  already  described.  It  is  a  much  rarer  condition 
than  hydrocele  of  the  cord,  and  for  this  reason  is  usually  mistaken  for 
a  hernia.  A  correct  diagnosis  ought  to  be  possible  in  nearly  evcrj'  case, 
if  the  following  points  are  carefully  obser^'ed  :  A  globular  tumor,  situ- 
ated distinctly  in  the  inguinal  canal  or  easily  pushed  into  the  canal; 
freely  movable ;  not  reducible,  or  rarelj'so;  no  impulse  on  coughing; 
and  a  peculiar  elastic  sensation  on  pressure.  These  physical  signs 
added  to  a  historj'  of  having  originated  without  apparent  cause,  having 
existed  for  a  considerable  time,  of  slow  increase  in  size  without  giving 
rise  to  any  constitutional  symptoms,  make  the  diagnosis  of  hydrocele 
of  the  canal  of  Nuck  or  of  the  round  ligaments  reasonably  certain. 
The  diagnasls  can  be  easily  confirmed,  without  risk,  by  means  of  aspira- 
tion with  a  small  hypodermic  syringe. 

A*  regards  tlip  frt^pcncy  of  >»y<lr«»gtlc  in   ihe  r<iBa1<^,  I4  ca«r«  werr  ob»mr«d  in  ihc 
Ilutpital  jur  Kii|>turcil  anil  Cdpplrd  in  the  ycai&  1890  and  1891  -,  6a  casrs  were  collected 
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from  suf^ntl  liuntoir  by  Wcchsclmann  ; '  in  1S93  Coley  collected  16  othen  from  Uteialure, 
which,  ill  aiJditiuD  tu  the  I4ca3ei  ob)>crv«l  at  ilic  Huipiul  fui  KujJtuiedaiKl  Cri|i|jlcd,  nuke 

A  total  of   93  CASC5. 

h'atty  Tumors. — Thcst  arc.  as  a  rule,  more  superficial,  softer  in  con- 
sistence, jmd  litbulatcd.  Very  careful  examination  will  usually  disclose 
the  i-AcX.  that  the  tumor  does  not  occupy  the  exact  anatomical  situation 
of  a  hernia. 

Lymphatk  C/amis. — Knlarped  fjlands  of  secondary  malignant  dis- 
ease arc  a  source  of  a  fjrcat  number  of  errors  in  diagnosis.  The  posi- 
tion of  the  swelling  is  important,  especially  in  inguinal  hernia,  though 
the  diagnosis  must  rest,  as  u  rule,  upon  the  character  of  the  swelling 
itself".  In  adenitis  the  tumor  will  be  found  more  dilTusc.  and  is  fre- 
quently made  up  of  several  small  notiules  rather  than  one  distinct 
tumor.  The  sklii  is  often  more  or  less  adherent,  and  occasionally  red- 
denetl.  a  condition  seldom  found  in  hernia.  In  all  cases  of  doubt,  an 
examination  of  the  genitals  and  the  lower  extremities  should  invariably 
be  made  for  a  possible  source  of  infection. 

■  Ps<MS  abscess  is  not  infrequently  misUiken  for  a  hernia,  and  in  some 
cases^he  diagnosis  is  attended  with  nuicli  difficult)'.  The  sweUing  may 
be  exactly  in  the  situation  of  a  hernia,  may  disappear  on  lying  down, 
and  may  evt^n  have  a  distinct  impulse  on  cuughing.  tn  which  case  the 
only  method  of  differentiating  it  from  a  heniia  is  by  manual  {Xilpation. 
The  patient  should  he  examined  when  lying  on  Ins  back  ;  one  hand 
should  be  placed  deeply  into  the  pelvis  above  the  tumor,  and  hrm  press- 
ure made  upon  the  tumor  itself  with  the  other  hand.  If  a  hernia,  the 
tumor,  disappearing  in  the  inguinal  canal,  will  not  be  felt  by  the  hand 
in  the  i)el%is ;  while,  if  psoas  abscess,  the  tumor  will  be  distinctly  felt  in 
the  pelvis,  and  the  presence  of  fluctuation  will  be  detennined,  which 
will  render  the  diagnosis  easy.  In  case  of  a  susjiectcd  jisoas  abscess. 
mi>st  careful  examination  should  be  made  of  the  spine  and  pelvis  for 
evidence  o^  bone  disease. 

Vndcscendfii  Testis. — A  retained  testis  in  the  inguinal  canal  may 
cause  nearly  all  the  symptoms  of  a  hernia.  In  every  patient  examined 
fnr  a  possible  hernia  the  scrotum  sliotild  be  first  inspected  for  the  pur- 
pose of  ascertaining  whether  nr  not  both  testes  have  descended.  If  the 
testis  has  never  reached  the  .scrotum  on  the  side  in  question,  and  the 
tumnr  in  the  inguinal  c-anal  is  about  the  size  of  a  normal  testis  or  some- 
what smaller,  resembling  it  in  shape,  consistence,  and.  above  all,  if  it 
gives  the  characteristic  sensation  on  pressure,  the  diagnosis  is  reasonably 
certain,  in  verj'  many  cases  there  is  a  small  rupture  in  addition  to 
the  iiTidescended  testis. 

Diagnosis  of  Scrotal  or  Complete  Injirulnal  Hernia. — The  conditions 
musl  likely  to  lir  iiiistiiken  t(ir  this  varict)'  nf  hernia  are  the  foUouing ; 
Hydrocele,  hematocele,  varicocele,  tumors  of  the  testis,  edema  of  t&e 
scrotum,  ascites  with  patent  process  of  peritoneum. 

Hydrocele. — This  is  the  source  of  the  greatest  number  of  mistakes 
in  diagnosis.  The  diagnosis  is  usually  made  without  diflFicuIt>*  by 
observing  the  following  distinguishing  signs:  Hydrocele  is  not  reduci- 
ble except  in  rare  instances,  the  swelling  occupying  the  scrotum,  but 
seldom  extending  into  the  inguinal  canal.    There  is  translucency,  which 
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can  almost  always  be  made  out  except  with  a  greatly  thickened 
tunica  vaginalis,  and  a  peculiar  cystic  character  of  the  swelling,  entirely 
different  from  that  of  a  hernial  tumor.  The  histor>'  is  also  of  impor- 
tance. In  hemia  the  swelling  is  Brst  noticed  in  the  gruin ;  whereas  in  a 
hydrocele  enlargement  appears  first  in  the  regimi  of  the  testicle  and 
gradu;illy  rises  higher.  In  reducible  hydrocele  the  diagnosis  is  not  so 
easy  ;  the  swelling  disappears  on  lying  down,  reappears  on  standing, 
and  has  even  a  slight  impulse  on  coughing;  but  the  character  of  the 
impulse,  giving  the  peculiar  sensation  of  fluid  p:issing  through  the 
canal,  is  the  chief  feature  which  difterentiates  it  from  a  hernia.  If  the 
swelling  be  reduced  and  light  pressure  applied  over  the  inguinal  canal, 
the  patient  being  allowed  to  stand,  the  swelling  in  the  scrotum  will 
slowly  reappear  if  it  ts  a  reducible  hydrocele. 

lIi-maUKi-lt\ — This  seldom  gives  rise  to  difiiculty  in  diagnosis ;  the 
historj'  will  usually  be  all  that  is  required. 

Infttimcd  Testis. — This,  next  to  hydrocele,  is  the  source  of  the 
greatest  number  of  errors  in  diagnosis.  Out  of  8J4  cases  of  mistakes 
in  diagnosis  at  the  London  Truss  Society,  this  was  the  cause  in  107 
cases.  The  character  of  the  swelling  and  the  history  of  the^  ca.se, 
together  with  a  correct  knowledge  of  the  important  physical  signs  of 
hernia,  wilt  be  all  that  is  require*!  to  distinguish  between  these  two 
conditions. 

\  'artcocelc — This  condition  is  not  infrequently  mistaken  for  a  hernia. 
In  most  cases  the  diagnosis  is  easy,  though  in  a  few  it  is  extremely 
dinicidt.  The  tumor  may  have  all  the  characteristics  of  an  omental 
hernia;  it  may  disappear  on  lying  down,  reappear  on  standing,  and 
may  give  a  distinct  impulse  on  coughing.  The  point  wliich  serves  to 
distinguish  it  from  a  hernia  is  the  [jcculinr  character  of  the  impulse  on 
coughing;  this  impulse  is  caused  by  the  forcing  of  the  blood  through 
the  enlarged  veins,  and  differs  much  from  the  impulse  caused  by  a 
piece  of  omentum  or  bowel ;  it  gives  the  peculiar  sensation  of  fluid 
pas.stng  through  the  canal,  already  referred  to  in  the  reducible  hydro- 
cele. The  same  sensation  is  also  met  with,  on  coughing,  in  saphenous 
varix. 

Diagnosis  of  Contents. — It  is  seldom  possible  to  make  a  diagnosis  of 
the  contents  of  the  sac,  except  to  say  that  bowel  or  omentum — one  or 
both — are  present.  In  a  few  cases,  especially  in  children,  the  appendix 
can  be  easily  palpated  in  the  hernial  sac  ;  several  cases  of  this  kind  have 
been  observed  at  the  Hospital  for  Ruptured  and  Crippled,  in  which  the 
diagnosis  was  afterward  confirmed  by  operation. 

Diagnosis  of  Adherent  Omentum. — Tliis  condition  is  usually  easily 
made  out;  yet  changes  may  lake  place  In  the  omentum,  csijccially  if 
irreducible,  that  may  obscure  the  diagnosis.  As  a  result  of  chronic 
jnllammation.  the  omentum  frequently  becomes  hard  and  lubulated,  so 
that  it  closely  simulates  an  enlarged  gland.  A  certain  amount  of  effu- 
sion may  take  place  in  the  hernial  sac,  when,  adhesions  Iiaving  formed 
at  the  neck  i^i  the  sac,  the  fluid  may  accumulate  about  the  enclosed 
omentum  so  as  closely  to  resemble  a  hydrocele  of  the  cord. 

Tuherculiuti  of  the  eoni  and  malignant  degeneration  of  omentum 
have  been  mistaken  for  inguinal  henvia.  These  conditions  are  so  rare, 
however,  that  they  need  only  be  mentioned. 
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IMrect  Inguinal  Hernia. — This  variety  is  always  acquired,  and 
rarely,  if  ever,  occurs  in  cliildrcn.  It  is  far  more  common  in  men  than 
in  women  ;  compared  with  indirect  nr  oblique  hernia,  it  is  rare,  and  is 
said  tn  (urciir  in  abcmi  the  proportion  of  i  :  17.  Strictly  speakinjj.  it 
ia  a  ventral  hernia  nilher  than  an  inguinal  one.  since  it  does  not  (kiss 
through  the  inguinal  canal,  but  is  forced  through  the  conjoined  tendon, 
very  nearly  at  a  level  with  the  exteVna!  ring. 

The  relatiun  of  the  sac  to  the  cord  is  very  different  from  that  in 
oblique  hernia.  In  oblique  hernia  the  sac  is  always  found  anterior  to 
the  cord,  and  is  enclosed  in  a  layer  of  fascia;  while  in  direct  hernia  the 
cord  is  usually  directly  anterior  to  the  sac,  though  occasionally  it  may 
be  found  to  one  side,  and  tlie  two  arc  not  enclosed  in  a  common  layer 
of  fascia.  Another  important  landmark  is  the  relation  of  the  sac  to  the 
epigastric  vessels.  In  direct  hernia  the  sac  emerges  below  and  to  the 
inner  side  of  the  epigastric  artery,  while  in  the  oblique  variety  it  passes 
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out  of  the  abdomen  above  and  to  the  outer  side.  These  relations  arc 
of  great  importance  in  operations  for  tlie  radical  cure  of  hernia. 

Ctn'O'ings  of  the  sac  in  a  direct  hernia,  with  exception  of  the  cremas- 
teric fascia,  are  pnictically  the  same  as  those  in  the  oblique. 

The  shape  of  the  tumor  is  the  most  characteristic  feature  of  a  direct 
hernia;  it  is  almost  always  globular,  and  as  it  increases  in  size  it  pro- 
jects directly  forward,  and  rarely  extends  into  the  scrotum. 


FEMORAL  HERNIA. 

Femoral,  or  crural,  hernia  may  be  defined  as  a  protrusion  through 
the  crura!  canal.  According  to  the  sutistics  of  the  Hospital  for  Rupt- 
ured and  Crippled,  the  proportion  of  femoral  to  inguinal  hernia  is  about 
1:17,  although  Macready  gives  a  slightly  higher  ratio.  This  variety 
is  always  acquired,  and  is  seldom  met  with  before  maturity.  It  inay 
occasionally,  however,  occur  in  children.  One  of  the  writers  has  n|x:r- 
ated  upon  14  cases  under  the  age  of  fourteen  years,  i  of  these  bein^  a 
double  femoral  hernia  in  a  male  child  aged  two  years. 


it  eitTit-T  penetrates  or  passes  beneath.  At  the  lower  end  of  the  femoral 
canal  it  cur\'cs  forward,  coming  out  at  the  saphenous  opening,  just  inter- 
nal to  the  femoral  vein,     rcmoral  hernia  is  usually  globular  and  seldom 
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attains  large  size,  the  ordinary'  type  being  about  as  large  as  a  hen's  e^.!| 
Occasionally  it  may  extend  down  the  thigh  for  a  considerable  distance, 
forming  a  tumor  the  sixc  of  a  child's  head.  In  other  cases,  ad^imcing 
in  the  line  of  least  resistance,  it  passes  upward,  overriding  Poupart's 
ligament,  and  in  such  cases  may  closely  resemble  oblique  tn{^utnai 
hernia.  This  form  has  been  incorrectly  described  by  some  writers  as 
the  more  common  type. 

Anatomical  Relations. — In  a  great  majority  of  cases  the  neck  of  the 
sac  is  situated  to  the  inner  side  of,  and  nearly  in  contact  with,  the  sheath 
of  the  femoral  vein.  In  a  lew  cases,  however,  it  lies  directly  over  the 
femoral  vessels ;  still  more  rarely  it  may  c\'en  be  found  to  the  outer  side 
of  the  artery-.  A  few  such  cases  have  been  obscr\ed  at  the  Hospital  for 
Ruptured  and  Crippled.  On  the  inner  side  of  the  sac  is  found  the  spine 
of  the  OS  pubis  ;  beneath  it  lies  the  floor  of  the  crural  arch,  made  up  of  a 
continuation  of  the  iliac  fascia,  while  above  and  anteriorly  is  the  faldform 
process  of  the  fascia  lata  and  I'oupart's  ligament.  The  variable  position 
of  the  obturator  artery  is  a  point  of  much  importance,  cs[x:cially  when 
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operating  for  this  form  of  hernia.  In  i  case  out  of  every  3^  the 
obturator  artery  arises  from  a  common  trunk  with  the  epigastric. 
According  to  Treves,  in  54  out  of  101  cases  in  which  it  so  arose, 
it  passed  to  the  outer  side  of  the  crural  ring;  in  37  it  passed  back- 
ward across  the  ring,  and  in  10  around  it  and  to  the  inner  side.  It 
is  only  in  the  position  last  mentioned,  or  in  lO  per  cent,  of  the  coses, 
that  one  woiiki  be  likely  to  injure  the  arter>'  in  performing  herniotomy. 
Neither  of  the  writers  has  seen  this  accident  occur,  and  it  is  their 
impression  that  with  the  metliods  now  employed  in  operations  for  stran- 
gulated hernia,  in  which  the  tissues  are  freely  exposed,  the  risk  from 
cutting  the  artery  is  \'cr>'  slight.and,  if  cut,  the  hemorrhage  ought  to  be 
easily  recognized  and  controlled. 

Coi'erings  of  the  Sac. —  1.  The  subcutaneous  tissue;  2.  Fascia  propria 
of  Cooper,  made  up  of  the  septum  cruralc,  femoral  sheath,  and  cribri- 
form fascia ;  3.  The  subperitoneal  fat  and  the  peritoneum. 
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Contents  of  t)te  Sac. — The  coiiients  of  the  sac  are  practically  the  same 
as  in  infjLiinal  hcrniti,  though  tlic  intestine  is  far  Il'ss  frequently  fdund. 
In  femoral  hernlit  of  snwU  size  tlie  contents  almost  ahvays  consist  of 
omentum  alunc,  which,  unless  perfectly  controlled  by  a  truss,  early 
bccomts  adherent. 

Clinical  Features, — In  the  majority  of  cases  very  few  symptoms 
attend  tlic  early  development  of  femoral  herrna.  Slight  y>rt/'«  or  a  sense 
of  discomfort  is  the  most  conmion  symptom.  The  progress  is  usiially 
verj'  gradii;il.  and  in  many  cases  the  first  thing  observed  is  a  lump  in  the 
groin.  This  swelling  may  be  so  small  as  to  be  nearly  overlmiked.  but 
still  large  enough  to  contain  a  loop  of  intestine  that  may  become  stran- 
gitlateil  without  previous  history  of  a  hernia.  I  Icncc  the  great  impor- 
tance of  carefully  examining  the  femoral  canal  in  all  cases  of  acute 
intestinal  obstruction.  Owing  to  the  sharp  edge  of  the  falciform  proc- 
ess, femoral  herii;e  are  much  more  difficult  to  reduce,  and  also  more 
lialile  to  become  stnitiguIatetE.  Furthermore,  when  strangulation  has 
occurreil,  gangrene  follows  more  quickly  than  in  the  inguinal  variety. 

Dlagfnosis. — The  chief  points  in  the  diafjnosis  have  already  been 
referred  to  under  Inguinal  Hernia.  The  conditions  most  likely  to  be 
confounded  with  femoral  heniia  are :  Adenitis,  psoas  abscess,  saphenous 
varix.  malignant  disease  of  the  glands,  lipoma,  and  hypertrophy  of  the 
subiK-ritoneal  fat. 

Psoas  Absci'ss.^-T\i^  diagnosis  is  best  made  by  the  method  of  exam- 
ination already  de.scribed  for  inguinal  hernia. 

SaplunaiLi  I'ti/ix. — This  is  a  more  common  source  of  error  than 
psoas  abscess.  The  tumor  is  in  exactly  the  situation  for  a  fcmoi-al 
hernia,  which  it  resembles  ver>'  closely  in  shape ;  moreover,  it  has  a  dis- 
tinct impulse  on  coughing,  and  is  reducible  un<ler  pre.ssure  or  on  lying 
down.  The  diagnosis  is  macle  by  carefully  observing  two  points:  [. 
The  character  of  the  impulse,  which  is  more  in  the  nature  of  a  thrill 
caused  by  fluid  than  a  pressure  of  a  solid  body  ag'ainst  the  finger.  2. 
The  fact  that  the  tumor  slowly  reappears  on  standing,  even  when  mod- 
erate pressure  is  applied  to  the  crural  opening.  An  important  aid  to 
the  diagnosis  will  be  found  by  examining  the  thighs  and  legs,  for  the 
reason  that  in  nearly  all  cises  these  will  i^c  found  in  a  varicose  state,  if 
the  condititin  be  one  of  saphenous  varix. 

Lipomala  may  occur  in  the  region  of  a  femoral  hernia.  If  situated 
exactly  over  the  femoral  canal,  the  diagnosis  may  be  very  difficult.  We 
should  find  a  greater  mobility  in  a  lipoma  than  in  a  hernia. 

Hypertrophy  of  the  fatly  tissue  in  the  vicinity  of  the  crural  opening 
may  vcr>'  closely  resemble  a  reducible  femoral  hernia.  The  history  of 
the  ea.sc  may  aid  somewhat  in  the  diagnosis,  although  in  some  instances 
it  will  be  impossible  to  settle  it  absolutely  without  i)|)eration.  It  is  a 
point  well  worth  remembering  that  this  hypertrophy  of  fatty  tissue 
occurs  more  commonly  in  the  presence  of  a  small  hernial  sac  than  alone. 
Ill  several  cases  upon  which  we  have  operated,  a  mass  the  size  of  a 
hickory-nut  or  an  ICnglish  walnut  had  been  felt  in  the  femoral  canal,  in 
the  exact  situation  for  ;i  femonil  hernia,  and  had  t>Lvn  mistaken  for  an 
irreducible  omentum.  Ojicration  proved  tliis  mass  to  be  hyix:rtrophied 
extrajK-'ritoneal  fat  in.stead  of  omentum  ;  but  in  everv'  case  it  was  found 
associated  with  and  closely  adherent  to  a  true  hernial  sac. 
SI 


fetal  life.     As  Malgaignc  well  says,  the  term  hemia  is  improperly  used 
for  this  condition,  "  for  il  is  concerned  not  with  viscera  that  have  escaped 


UMBILICAL  HEHNiA. 


483 


rrora  a  cavity,  but  with  viscera  that  liavc  never  entered  it."  It  is  always 
present  at  birth,  but  is  exceedingly  rare.  Accordin[»  to  Lindfors,  it 
occurs  only  once  in  51*^4  cases.  Two  ca.scs  were  observed  in  a  single 
week  at  the  Hospital  for  Ruptured  and  Crippled  in  1H99,  In  i  case 
the  tumor  was  the  size  of  the  child's  head  (complete  eventration^,  and 
in  the  other  the  size  of  u  ]ar<;e  orange.  In  tlie  latter  ca^e  operation 
was  siiccessfully  performed.  It  varies  greatlj',  from  a  sm;ill  bulging  at 
the  base  of  the  cord  to  a  complete  eventration,  in  which  the  abdomen 
is  open  throughout  its  entire  length.  In  this  case  nothing  can  be  done 
to  relieve  the  condition,  and  death  occurs  very  promptly.  In  the  milder 
vanetie:s  wc  have  a  distinct  sac.  nuidc  up  chiefly  of  the  tissues  of  the 
cord;  the  cecum  is  most  often  ftmnd  in  the  .»i.-ic  in  this  variety  of 
hernia.  The  sac  is  so  thin  that  not  infrequently  it  ruptures  soim  after 
birth,  in  which  case  peritonitis  results.  In  some  tnstance.s  in  which  the 
hernia  is  vcr>'  small  it  may  be  overlooked  when  heating  the  cord,  the 
result  being  cither  death  or  a  fecal  fistula.  The  prognosis  is  better 
after  operation  than  after  tentative  measures.     According  to  the  statis- 
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tics  of  McDonald,  of  31  cases,  12  were  treated  by  bandage-compres- 
sion, with  Q  dcatlis ;  while  19  were  o]K*rate(t  u]>on,  with   2  deaths. 

^fiantile  Umbilical  HemiA. —  The  great  majority  of  umbilical 
herni.e  come  under  this  head.  It  occurs  equally  often  in  both  sc.\cs. 
esjx-cially  before  the  age  of  puberty,  after  which  lime  it  is  more  common 
in  the  female.  Including  all  cases.  Macready  estimates  the  ratio  between 
tlie  male  and  female  cases  at  r  :  2.7.  In  2795  cases  analyzed  at  the 
Hospital  for  Ruptured  ;md  Crippled  the  ratio  was  I  :  t.6.  It  is  far 
more  common  during  the  first  year  of  life. 

Anatomy. — The  anatomy  of  this  form  of  hernia  is  ver\'  .'simple,  it 
being  a  direct  hernia  protruding  through  the  opening  in  the  Hnea  alba 
originally  occupied  by  the  cord. 

The  covi-rin^^s  are  peritoneum  and  deep  fascia.  su|>crficial  fascia,  and 
skin.  This  variety  of  hernia  is  almost  invariably  reducible,  and  stran- 
gulation rarely,  if  ever,  occurs.  No  case  has  been  observed  at  the  Hos- 
pital for  Ruptured  and  Crippled.     The  rupture  causes  very  little  Jncon- 
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vcnience.  and  seldom  persists  beyond  the  age  of  pubeily.  no  matter  what 

form  of  treatment  has  been  carried  out.  Macrcady  states  that  he  Ims 
seen  I  umbilical  heniia,  occurring  in  a  man  twenty-five  years  of  age, 
which  had  existed  since  infancy. 

ITmbilical  Hernia  in  Adults. — This  variety  is  always  acquired, 
and  seldom  occurs  before  the  a«;c  of  t\venty.  It  is  found  chicflj-  in 
women,  and  especially  in  obese  women,  bt-yoiid  thirtj'  years  of  a{»c.  It 
can  usually  be  traced  to  some  strain  or  ovcriiftinjj,  and  not  infmtjucntly 
it  follows  the  pains  of  childbirth.  Tlie  sac  comes  out  of  the  abthimcn 
at  the  umbilical  ring,  usually  at  its  upper  portion,  or  the  part  formerly 
occupied  by  the  umbilical  vein.  The  coverings  of  the  sac  consist  of 
little  more  than  the  skin  and  peritoneum,  which  frequently  become  so 
exceedingly  thin  as  to  be  in  danger  of  rupture.  This  accident,  for- 
tunately, is  not  common,  yet  ulceration  and  erosion  are  not  infre- 
quent. 

Contents  of  the  Sac. — In  nearly  al!  cases  the  sac  at  first  contains 
omentum,  which  soon  becomes  adherent  and  irreducible.  As  the  sac  en- 
larges, the  intestine  also  may-enter,  especially  the  transverse  colon.  The 
opening  through  which  the  hernial  sac  protrudes  is  usually  situated  at 
the  upper  portion  of  the  umbilicus,  the  site  originally  occupied  by  the 
umbilical  vein  ;  hence  the  latter  is  nearly  always  found  in  front  of  the 
sac.  Wti  have  operated  on  several  cases  in  which  the  bowel  was  com- 
pletely surrounded  with  an  omental  sac  in  addition  to  the  peritoneal 
sac. 

Symptoms. — These  differ  little  from  those  seen  in  an  irreducible 
inguinal  hernia.  Owing  to  the  large  size  and  the  extensive  adhesions, 
they  are  apt  to  be  more  severe  and  niore  annoying.  Attack.';  of  local 
peritonitis  are  common,  and  are  attended  with  considerable  pain  and 
discomfort.  Constipation,  or  constipation  alternating  with  diarrhea,  is 
a  very  frequent  symptom.  In  some  cases  the  constipation  is  very 
obstinate,  and  it  may  be  attended  with  considerable  pain  and  tcn<Icmcss. 
the  pain  often  closely  simulating  thai  occasioned  by  a  strangulated 
hertiia. 

The  diag'nosis  in  such  cases  maybe  b>-  no  means  easy,  and  the 
patients  require  the  most  careful  watching,  for  this  condition  may  easily 
pass  into  one  of  strangulation. 


HERNIA  OF  THE  BLADDER. 

Up  to  the  year  1889  about  180  cases  had  been  recorded,  which 
have  been  carefully  studied  by  Brunner.'  Of  these,  138  were  inguinal, 
29  femoral,  and  14  other  varieties  of  licniia. 

A  bladder  hernia  is  alnmsl  always  arquired,  and  its  existence  depends 
upon  frequent  distention  of  the  blathler,  weakness  of  the  bladder-wall 
with  loss  of  its  power  of  contractility,  and  weak  and  unresisting  hernial 
orifices.  These  causes  are  directly  helped  by  obstruction  to  the  outflow 
of  urine  from  strictures^  prostatic  hyix-rtrophy.  tumors  of  the  pel\-is. 
pregnancy,  fibroid  tumors  of  the  utcnis,  and  accumulation  of  fat  in  the 
prevesical  space-.    It  has  been   met  with  also  in  hernia:  that  relapsed 

■  DfMtt(h.  Ztii./.  Ckir.,  Utad  xlvii.,  S.  131. 
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after  a  radical  operation.  It  is  three  times  more  frequent  in  men  than 
in  women,  the  :»vcrage  age  of  the  patients  being  about  fifty  years.  There 
are  three  varieties  to  be  dii^tiiiguisheiJ  anatomically,  according  to  the 
relations  of  the  jx-ritoncum  to  the  blailJer :  I.  H.rtraprriionea/,  in  which 
tilt:  blaiWer  lies  wholly  without  the  hernial  sac.  II.  Piuaperiumi'al,  !n 
which  it  lies  partly  wtlhin  am!  jjarlly  without  the  hernial  sac;  this  is  the 
most  frequent  form.  111.  iMyapcritancal,  in  which  the  bladder  lies 
fully  within  the  hernial  sac. 

As  a  rule,  but  a  small  portion  of  bladder-wall  is  involved,  although 
small  diverticula  on  the  one  hand,  and  almost  the  entire  bladdv  on  the 
other,  have  been  encountered.  In  but  a  small  number  of  cases  has  the 
diagnosis  of  hernia  of  the  bladder  been  made  before  operation.  Its 
most  marked  .symptom  is  the  presence  of  a  hernial  tumor,  the  si?^  of 
which  is  chanjjcd  by  the  act  of  micturition.  In  the  course  of  an  oper- 
ation for  radical  cure  or  for  strangulation,  the  presence  of  an  unusual 
aniount  of  extraperitoneal  fat  may  lead  to  suspicion  that  the  bladder  is 
situated  beneath  it,  and  caution  must  be  exercised  to  investigate  such 
masses  of  fat  by  careful  dissection,  or  by  tlie  introduction  of  a  sound  or 
the  injection  of  water  before  cutting  into  or  removing  them.  In  13  of 
the  180  cases  the  diagnosis  was  made  before  the  operation.  Injuries  of 
the  unrecognized  bladder  have  been  observed  in  about  one-third  of  the 
operations. 

Treatment. — Large  hernia?  which  can  be  made  out  to  contain  tlie 
bladder  cannot  be  treated  successfully  by  operation  because  of  the 
weak  and  relax<'d  condition  of  the  abdominal  wall,  although  a  few  suc- 
cessful efiTorts  have  l^en  made  to  accomplish  a  cure  by  resection  of  a 
portion  of  the  bladtler,  together  with  suture  of  the  hernial  orifice.  They 
are  probably  best  left  to  the  support  of  a  bag-truss,  and  the  urinary 
difficulties  overcome  by  the  use  of  a  catheter.  Small  hernia:  containing 
the  bladder,  whether  recognized  at  the  time  of  operation  or  before,  arc 
best  treated  by  reducing  the  bladder,  together  with  other  contents  of 
the  hernial  sac,  in  the  course  of  a  ratlical-cure  0|)eratLon.  They  arc  not 
suitable  for  treatment  by  means  of  a  truss. 

If  the  bladder  be  injured  in  the  performance  of  herniotomy,  its  wall 
should  be  promptly  sutured  ;  the  organ  should  then  be  replaced  in  the 
abdominal  cavity,  and  a  catheter  left  in  place  for  three  or  four  days, 
with  an  iodoform  tampon  leading  through  the  hernial  orifice  to  the  site 
of  the  wound  in  the  bladder.  If  nn  leakage  occurs,  this  tara|>on  may 
be  withtlrawn  at  the  end  of  forty-eight  hours  and  the  remaining  steps 
of  a  radical-cure  operation  be  completed.  Some  surgeons  have  pre- 
ferred frequent  catlteterization  to  leaving  a  catheter  in  place.  Hoth  plans 
have  been  followed  with  good  result.  If  injur;-  to  the  bladder  is  recog- 
nized only  after  the  oi)cration  has  been  completed  (by  symptoms  of 
cystitis  or  urinary'  infiltration),  the  wound  should  be  promptly  opened 
and  the  damaged  bladder  sutureil  anil  treated  as  just  descrilK'd.  Urinary 
fistube  which  occur  subsequent  to  these  proccdt^res  generally  heal  with- 
out .'Special  treatment. 
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INTERSTITIAL    HERNIA. 

This  form  of  hcmta  receives  its  name  from  the  peculiar  position  gX 
the  sac  with  reference  to  tlie  abdominal  parietcs.  There  arc  three  dis- 
tinct varieties  of  interstitial  hernia :  i. 
The  sac  hVs  between  the  tntnsvcrsalis  fas- 
cia and  tlie  p;irietal  ptrritoneiim.  2.  The 
sac  hes  benealh  the  aponeurosis  of  the 
external  oblique  muscle.  3.  The  sac  is 
found  beneath  the  skin  and  overlying  the 
external  oblique  muscles. 

Thcy//'j/  variety  is  comparatively  rare, 
and.  owing  to  the  absence  of  ;m  external 
liimor,  the  diagnosis  hits  been  seldom 
made  until  strangulation  occurred.  The 
term  ■' properitoncal."  adopted  by  Kron- 
lein.  is  vcrj'  properlj'  applied  to  this 
variety,  though  it  is  often  used  to  include 
nil  forms  of  interstitial  hernia.  There 
may  Ix-,  and  often  is,  in  addition  lo  the 
sac  described,  another  sac  entering  the 
.scnitum  and  resembling  that  of  an  ordi* 
nary  hernia. 

Strouii  and   Third   Varidtes  {InttT- 
fmritiaiX — This  is  by  far  the  most  com- 
mon of  the  three.     Macready  states  that 
it   occurs  in  the  proportion  of    1  :  looo 
in  cases  of  inguinal  hernia  in  males.     It  (Occurs  twice  a-^  often  on  the  right 
side  as  on  the  left,  and  is  five  limes  as  common  in  males  as  in  females. 
Stiology. — In  a  very  lai-ge  proportion  (70  per  cent.)  of  cases  of 
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Fiti.  »6t. — Intvrstlliul  henna;  P. 
|>etiton«uni;  T,  icBlis;  C,  cord;  S, 
sac. 


FlO.  963. — Right  ingiiinnl  propcrttonnat  hernia,  with  iinilnccndKl  IcsIIb. 


intraparietil  hernia  there  will  be  found  an  undescended  or  {lartially 
descended  tcsti.^,  and  this  fact  has  an  inigjortant  bearing  upon  the  dcvel- 
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opment  of  the  hernia.  The  hemta  reaching  the  testis,  which  is  usually- 
found  in  the  canal,  and  unable  to  ad\*ance  further  in  a  doH-nward  direc- 
tion, follows  the  line  of  Itmst  resistance,  and  [gradually  dissects  a  space 
between  the  internal  and  external  oblique  nnisclcs,  thus  fomiinp  a  new 
and  lai^er  sac.     This  sac  may  attain  considerable  size. 

Treatment. — The  Iieniia  is  usually  reducible;  but  in  many  cases 
rcdiictinn  is  attended  with  great  difficulty,  and  owing  to  the  position  of 
the  testis  in  the  canal  the  rupture  cannot  l)e  satisfaclorily  controlled. 
The  majorit>'  of  these  cases  should  be  treated  by  operation,  unless  some 
contra- indication  is  present. 

In  the  feraalc,  a  liydrocele  of  the  canal  of  Nuck  may  have  the  same 
causal  relation  that  the  retained  testis  lias  in  the  male. 


HERNIA   OF    THE  CECUM. 

The  cecum  may  be  found  in  all  forms  of  herni.x,  though  it  is  most 
often  seen  in  ri^'ht  inguinal.  In  raru-  cases  it  has  been  found  in  left 
inguinal,  and  even  In  left  femoral  hernia;  (one  of  the  writers  has  operated 
upon  a  case  in  which  the  appendix  occupied  the  sac  of  a  left  inguinal 
hernia).  This  form  of  hernia  is  more  frequent  than  is  generally  sup- 
posed. Of  470  cases  operated  upon  by  one  of  the  writers,  the  cecum 
was  found  in  1 4  cases.  The  cecum  may  be  found  either  alone  or  accom- 
panied by  the  vermiform  appendix.  The  appendi.x  not  infrequently 
becomes  adherent.  If  free,  the  better  plan  is  to  return  it  to  the  abdomi- 
nal cavity ;  but  if  extensive  adhesions  are  present,  it  may  be  wiser  to 
remove  it.  The  writers  have  done  this  in  5  cases  without  harm.  There 
arc  two  distinct  varieties  of  cecal  hernia : 

1.  Where  the  cecum  has  a  mesentery  and  is  completely  invested 
with  peritoneum.  This  form  is  more  often  seen  in  adults.  The  cecum 
is  found  in  the  sac,  as  is  any  other  portion  of  the  intestine.  The  idea  .so 
long  held,  that  a  "  cecal  hernia  has  no  sac, "  has  been  shown  by  Treves 
to  htt  false,  or  to  be  only  partly  true. 

2.  The  second  variety'  is  spoken  of  as  congenital  cecal  hernia^ 
and  is  found  only  on  the  right  side.  It  is  tmdoubtedly  caused  by  the 
traction  of  the  gubemaculum,  the  uppermost  fibers  of  which  arc  attiichcd 
to  the  mesocccum  or  to  the  jK-ritoneum  of  the  iliac  fossa.  According  to 
Treves,  in  this  variety  of  hernia  "  the  gubemaculum  drags  the  j>erito- 
neum  down  bodily  from  the  iliac  fossa,  and  actually  brings  it  into  the 
hernial  sac.  The  cecum  comes  with  it,  and  bears  exactly  the  same  rela- 
tion to  it  as  it  did  to  the  parietal  peritoneum  in  the  pelvis.  If  the  cecum 
was  free  in  the  abdominal  cavity,  then  it  lies  free  in  the  hernial  sac, 
which  is  complete  in  all  its  parts.  If  no  mesocolon  is  i>resent.  the  txjwel 
is  fou  nd  to  be  adherent  to  the  posterior  wall  of  the  sac.  and  that  part  of 
the  sac  is  more  or  less  wanting." 

Sigmoid  Hernia. — The  sigmoid  flexure  may  form  the  whole  or  a 

fiart  of  the  contents  of  the  sac  in  a  left  inguinal,  and  more  rarely  in  a 
eft  femoral,  hernia.  Much  that  has  been  said  of  cecal  hernia  applies 
also  to  sigmoid.  The  sac  may  be  partially  wanting.  This  variet)'  is 
much  rarer  than  the  cecal  form  in  children,  though  in  adults  it  is 
nearly  as  common. 
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VENTRAL  HERNIA. 

This  term  is  applied  to  protrusions  through  the  abdominal  wall  in 
other  regions  than  those  already  described.  The  hernial  orifice  is 
usually  found  at  the  site  of  some  congenital  defect  in  the  aponeurotic 
layer,  most  frequently  in  the  linea  alba  or  lincEe  semilunares,  or  in  some 
cicatrix  following  a  wound  or  an  incision  of  the  abdominal  parietes. 

The)'  mil)-  be  classified  as  follows  :  i.  Epigastric  hernia  ;  2.  Separa- 
tion of  recti  muscles  ;  3.  Lumbar  heniia ;  4.  Hernia  following  abdomi- 
nal wounds  or  incisions. 


% 
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Bpi£rastric  Hernia. — This  term  is  applied  to  all  hemis  situated 
betwtvn  the  umbilicu>i,  xiphoid  cartilage,  and  costal  arches.  The  great 
majority  aa-  found  in  or  ver^-  near  the  linca  alba  or  in  the  linex  semi- 
lunares. This  form  of  heniia  was  first  described  by  Garangiot  in  1743  ; 
hut  the  tcmi  gastr^vele  was  applied  to  it,  because  the  stomach  was 
beliex  t-d  to  Www  ^wrt  of  the  contents  of  the  heniia.  It  occurs  in  some- 
what less  than  \  \<t  cent,  of  all  hernia-cases.  15"  ha\"ing  been  found  by 
lV'r\:er  out  of  a  total  of  lO.Sco  cxaniiix'd.  Far  too  little  prominence  is 
j:i\e!i  to  this  variety  of  heniia  in  the  text-books  v»n  surv:cr\-.  It  occurs 
much  more  frt\;i:o:iily  in  males  ihar.  ir.  females :  out  of  a  total  of  zo2 
cas*^-s  co'.ltvtev!,  it  vxvum.>j  i,~S  times  :n  m-i^es  and  24  times  in  females. 
It  IS  iisua^.y  fo;::'.J  in  a^Ixj'.t  life.  .i:ui  her.ce  is  an  ac»^.ured  hernia.  It 
mav.  however.  ivc;:r  i:i  chi\ire;i  a:iol  i:"\i:';ts.  Two  cases  have  recently 
Kw.  oSs<T%c\:  in  infants  at  the  Hv>>-.v:a;  fvT  RjiX'^red  and  Crippled,  the 
her-.ia  in  thest-  cases  i:ndoi:bt(.\;".y  tx-ir.j:  coni;er.:Ml, 

As  n^^arvis  itsetiolo|Q-,  this  variety  i^f  herri,i  ni,iy  iv  d-je  to  embr\-- 
v^n-i'.  *.x:"iv:s.  :ra;:n,ia.  v^r.  acev^rvnnj;  to  :he  :hev^n.-  of  \\':Ui'..  to  the  action 
t.^:'  ;:-e  ex:ra:vri;v^:>i\i;  tatty  tissue,  Acvvr^i:nJ:  :o  ;h:s  ihcv^r\\  gi\t::i  a 
very  >":j;V.;  rx"".;  or  vie^vt.  v*r  a  wvak  'Xace  :n  :he  rascii,  :he  subperitoneal 
:a;  :s  v:vv\:  :V.rv^ni;h  this  otvninj;  by  the  ■.v,;r.i->.iK:v'n::r_C  rrsssure.  and 
^;:iT.  ':'v  :Tac::.'n.  carries  w:;h  :t  the  }\;-i;a'.  -.x-n;>-n<-~.:h-s  ronrini:  a 
her-..;".  Ssi.-.  l\rs>^na".'y.  \\y  c!,'^  v.,-;  i".i,'TSi-  :.^:s  -.-^i-v,  S:".?i"-lr.^  that  the 
nvs-.T-ix  .'f  c.ts^^s  are  cl,:e  to  c-."n^v-v.:.i"  ^'r  as.v.-".Txv.  ^^i"Vv~s  :r.  the  rascii. 
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and  insidious,  but  the  symptoms  attending  the  hcmia,  even  when  it  is 
of  small  sizi;,  are  usually  well  marked  and  often  severe.  Gastric  symp- 
tunis  are  preserl  In  So  [ler  cent,  of  the  cases ;  appetite  is  variable,  and 
nausea  and  vomiting  are  frequent,  especially  after  eattJig. 

The  i;rcat  majority  of  these  hemis  arc  situated  within  a  few'  inches 
of  the  umbilicus  ;  two  or  three  small  hernia;  may  be  present  in  the  same 
subject.  altJioiij^h  one  is  the  rule.  This  variety  of  hernia  seldom  attains 
large  size,  the  usual  size  being  that  of  an  English  walnut;  in  a  few  rare 
cases  the  hcmia  may  reach  the  size  of  an  orange.  The  sac  is  usually 
empty  or  contains  only  omentum, 

The  dlaKnosis  Is  seldom  difficult,  provided  careful  cxaininatioit  be 
made.  Fatty  tumor  may  be  mistaken  for  an  epigastric  henua,  but  the 
symptoms  will  nearly  always  enable  us  to  diflercntiate  the  two. 

Treatment. — Unless  the  patient's  age  or  the  coexistence  of  other 
trouble  contra-imlicates,  epigastric  hernia  should  be  treated  by  operation. 

Separation  of  the  Recttis  Muscle. — This  may  occur  cither  in 
children  or  in  adults,  but  is  more  common  in  the  latter;  and  is  usually 
found  in  women  with  lax  abdominal  walls.  In  children,  it  consists  in 
a  thinning  of  the  linca  alba ;  and  is  rarely  found  below  the  umbilicus, 
but  almost  invariably  above  it. 

Ventral  Hernia  following  Laparotomy.— During  the  past 
ten  years  these  hcniiie  li;n-c  become  very  common  ;  340  cases  have 
been  treated  at  the  Hospital  for  Ruptured  and  Crippled  during  the  last 
six  years ;  and  from  a  careful  analysis  of  these  cases  the  writers  have 
deduced  the  following  concluiiions:  Hcmia  follows  wounds  below  the 
umbilicus  more  frequently* than  it  docs  wounds  above;  and  it  occurs 
far  oftener  as  a  result  of  wounds  that  healed  by  granulation  than  in 
those  that  closed  by  primary  union.  It  also  bt-ars  a  definite  rehition 
to  the  length  of  the  incision,  being  much  mcire  common  after  a  long 
incision  than  after  a  short  one.  Some  didercnce  of  opinion  exists  as 
to  whether  it  is  more  liable  to  occur  after  wounds  of  the  linea  alba  or  in 
those  in  the  mu.scular  planes.  Treves  believes  it  is  less  frequent  in  the 
hnca  alba,  and  with  this  view  wc  concur. 

Lumbar  Kcmla. — Thi«  ivim  is  uj>^lii;(l  to  th«  rare  varirty  of  hemiti  in  which  Ihc 
orifice  is  •titmUcd  in  the  Irinnglc  of  P«U — i.  *.  ihc  !>]ince  boundiM)  alxive  by  the  lasl  rib, 
bvlow  by  iSe  ilt«c  crest,  aiul  on  cither  siilc  l>r  Ihe  laUsamuii  dorsi  ami  e:(tcrnitl  oblique 
muKles.  Most  »r  ilic  cases  are  either  nf  ir.iuniuiic  nrigin  or  are  Hue  10  nn  abKc»«  situated 
in  ibif  tvcaiinn.  Macrudy  bat  coUeiled  3<3  ca»n  of  hjKinianeous  InmWr  hrmtn.  The 
wfitrrB  have  observed  Iml  2  examples  ni  the  Hutpiinl  for  Kuptiirrd  .iikI  ("iipple«i  :  I,  a 
Spootaneotu  hernia  ;  the  tUher,  dut- tn  nn  itb«:-e««  following  <:niie»  uf  ihc  *pi»r.  i.umhar 
hernia  ta  more  commoii  in  male  than  in  female  subjrct*- ;  nnt)  it  is  a  rondiiion  chiefly  found 
in  adtilt  life,  only  3  oiit  of  23  of  MncrradyS  cnnes  occuinng  in  tlitliltrti.  It  i*  worthy  of 
note  that  Ibc  3  casc«  obsenwl  by  the  writet*  wrrr  in  cliitdrcn  under  two  years  of  age.  Hie 
hcmia  l»  almii".!  alwiiyt  mhired  wirhoiK  difficulty,  atlhouch  it  is  noi  easily  ccmlrolled  by 
any  form  of  lni»s  ;  and  a  «|fecial  »up|M>rl  ►liuuld  he  constnicled  to  suil  the  individual  case. 
In  6  of  Macready'k  rates  Mran);u1ation  occurred  ;  3  of  these  were  reduttd  by  taxit,  and  on 
Z  herniotomy  was  peifunticd. 

The  o|>eratire  treatment  is  similar  to  that  described  under  Veniml  llcmia. 


OBTURATOR    HERNIA. 

This  U  another  rare  variety  of  hernia.  It  was  first  described  by 
Amaud.  but  more  clearly  by  Garaiigiot,  in  the  beginning  of  the  eigh- 
teenth century.      It  occurs  in  the  canal  occupied  by  the  obturator 
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vessels  and  nerve.  The  sac  of  an  obturator  hernia  is  composed  of  the 
pelvic  jicritoncuni — in  some  cases,  of  tlie  l>r(i;ul  ligament  and  a  jMJrtion 
of  the  fcisciii  of  ihe  obturator  Jnternus  niusclt;.  The  contents  of  the 
sac  consist,  as  a  rule,  of  bowel  alone.  The  hernia  comes  out  beneath 
the  obturator  exlernus  muscle,  forrrinjj  a  small  tumor  just  below  llie 
inner  portion  of  Poupart's  lipanient.  and  hence  well  to  the  inner  side 
of  the  femoral  vessels.  The  hernia  is  always  small,  and  maj'  even  be 
so  insignificant  in  size  as  to  make  it  impossible  to  delect  any  tumor  at 
all    nti  palpalion. 

Clinical  Features. — On  account  of  its  concealed  location,  obtu- 
rator hernia  Is  usually  overlooked  until  symptoms  of  stranf;nlation 
apiiear.  These  symptoms — bcinjj  those  already  described  under  Stran- 
gulated Hernia — need  not  here  be  rqx-ated.  Ihe  more  common  symp- 
toms arc  constijiatiou,  occasional  attacks  of  abdominal  cramps  tastin^r 
for  a  few  hours,  snnietimes  nausea,  but  seldom  vomiting.  The  reason 
why  the  symptoni-s  are  less  tnarked  than  in  an  urtlinary  ^tranyulatcd 
heniia  is  Ijccause  It  is  in  many  cases  a  partial  entcrocele.  or  Richter's 
hernia.  The  hernia  can  best  be  detected  with  the  thigh  rotated 
outward,  flexed,  and  adductcd.  The  finger  should  then  be  passed 
along  the  pubic  bone  behind  the  adductor  longus.  where  the  tumor 
shoidd  be  felt.  Kxaminatioii  by  vagina  or  rectum  should  always 
Ix'  made,  since  in  scmie  cases  the  tumor  can  be  felt  only  by  such 
an  examiniilitm.  I'aiii  caused  by  pressure  on  the  obturator  ncr\'e 
is  a  symptom  that  should  never  be  overlooked ;  it  occurred  in 
42  per  cent,  of  the  cases  collected  by  Macrcady.  This  pain  is 
neuralgic  in  character;  it  is  often  described  as  a  cutting,  burning  sen- 
sation ;  and  is  referred  to  the  Inner  side  of  the  thigh,  from  the  groin 
to  the  knee  or  lx-t<»u-  It.  .Some  of  the  most  skilful  surgeons  have  mis- 
taken this  syTUptoiri   fur  rheumatism  or  simjjle  ncur-ilgia. 

Treatment. — <)per;itKe  Irt-atment  is  pmctieally  the  only  one  worthy 
of  considcratlnii.  In  view  of  the  position  of  the  canal,  a  truss  is  out 
of  the  question.  Gentle  taxis  may  in  a  few  cases  be  successful.  Pressure 
should  be  applied  behind  the  adductor  longus  muscle,  and  exerted  in  an 
upward,  outward,  and  backward  directifjn — in  other  words,  along  the 
axis  (if  the  iibtunitor  canal.  Kven  if  the  heniia  be  detected  before 
strangutatiiHi  and  successfully  reduced,  npcnitlon  should  always  be 
advised  and  an  attempt  made  to  close  the  opening.  Unfortunately,  few 
cases  arc  detected  before  strangulation  has  Intervened,  and  the  mortality 
therefore  is  extremely  high;  it  is  estimated  bj*  Macrcady  at  84.4  per 
cent.  VV,  Arderstiii  operated  successfully  upon  a  bilateral  strangulated 
obturator  Iienii;t,  llils  bcjiig  one  of  the  few  recorded  cases  of  a  double 
obturator  hernia.  We  may  ado|)t  one  of  tvvo  methods  of  opcnition  : 
either  make  an  incision  in  ScarjKi's  triangle,  separating  the  pccttncus 
and  adductor  longus  muscles,  thu.*;  exposing  the  sac ;  or  make  an 
incision  into  the  abdominal  wall  above  the  pubis,  reduce  the  hernia 
by  traction  fr()m  within,  and  close  the  canal  at  the  inner  opening.  This 
latter  metliod  we  believe  to  be  the  best,  since  it  gives  us  a  much  more 
satisfactorj-  knowledge  \\^  the  condition  of  the  bowel  involved,  wliich 
is  of  the  greatest  Impurtance  when  it  is  remembered  that  in  most  cases 
strangulation  had  existed  upward  of  seven  days  before  the  condition 
was  recognized. 
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Diaphra^^tnatic  Hernia. — This  fomi  of  hernia  more  properly 
bclonijs  to  the  fiflil  i>f   Intestinal  (.Obstruction. 

Isclliatic  Hernia. —  Jhis  term  is  applied  to  n  hcmi.-i  that  leaves 
the  abdomen  through  the  great  sacrosciatic  notch.  This  variety  is 
extremely  rare,  and  may  t>c  easily  overlooketl.  The  sac  may  contain 
omentum,  inlestint:,  ovary,  or  part  of  the  bladtler.  Ifit  attains  sufficient 
size,  it  may  pass  below  the  gluteal  muscle  and  down  the  ihl^h  ;  or  for- 
ward, above  the  great  trochanter,  toward  the  groin.  In  making  the 
diagnosis,  we  must  consider  lipoma,  hematoma,  abscess,  aneurysm  of 
ihc  gluteal  arteries,  and  spina  bifida.  This  hernia  is  seldom  seen  in 
children ;  and  is  found  in  men  and  women  in  about  tlic  same  proportion. 
Owing  to  the  position  of  the  hernia,  no  form  of  truss  will  be  likely  to 
Control  it,  an<l  operation  should  be  advised. 

Pelvic  Hemiae  {huluMu^  hult-mia!,  l\rhual,  ami  Ratat  ilcrnUr). 
— Pel\  ic  hernia  occur  almost  invariably  in  adulus,  and  arc  more  common 
in  women  than  in  men :  54  out  of  40  cases  collected  by  Macready  were 
found  in  women.  They  seldom  appear  in  the  middle  line,  the  tumor 
being  usually  found  to  the  one  side  or  tiie  other,  in  the  ischiorectal 
region  in  men.  and  in  women  in  either  the  ischiorectal  space,  the  vagina, 
or  the  posterior  part  of  the  labia  majora.  To  those  occurring  in  the 
site  last  namefl  the  name  "pudendal"  is  applied. 

The  diagnosis  is  not.  as  a  rule,  attended  with  difficulty,  except  in  the 
case  of  vaginal  hernia,  which  latter  variety  may  be  easily  confounded 
with  abscess,  prolapsus,  epiploccle.  cystocele,  uterine  polypus,  and 
vaginal  cyst.  The  sac  usually  contains  only  the  small  intestine ;  but 
occasionally  any  of  the  organs  that  normally  occupy  the  pelvis  may 
be  found.  Reduction  'is  usually  attemled  with  little  diflicully.  and  the 
protrusion  can  often  be  wcU  controlled  by  .some  form  of  pessary.  If 
the  rupture  cannot  be  retained  by  any  mechanical  contrivance,  opera- 
tion is  indicated.     Strangulation  is  not  a  frequent  complication. 
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Tbe  diKovcry  of  subcDlan<.t)uii  surgery  by  Siromeyer,  In  1S31,  marks  the  I>eginn1i^;  of 
nMxJcni  opn-ittfiis  Tor  Oie  cure  of  hernia.  T)ic  first  attcinpu  were  in  Ihc  riAtuie  oT  .■subtu- 
UnrousinjccDon^of  Hiiids,  of  a  ruilurc  inttiv  or  Irss  iirit^uiitK-  inio  titc  ri^>lll■^  alMiut  it>r  cnnal 
|V«lp«aa,  I*ai)c>Mi«t.  Heautn,  .Schwalbt^,  itntl  Innncki'iieuci.  'I'liese  methods  ctututjh  for 
'die  iwosi  pan  only  ttrnipiirjrily  dfciiivr.  have  been  i-rtrnlly  rt'vivf«i  under  vjiriou*  namrs, 
aiul  ni  |ifcsrni  an;  murh  pm[iloyc(l,  ripivinlty  by  iiTfffiiilnr  pfaflilii'tit-T* 

The  Principles  Underlying  Operative  Treatment. — i.  Liga- 
ture and  removal  of  sac  (.Socin).  2.  Ligature  of  sac  and  suture  of  canal 
(CEerny-Kisel,  Hanks.  Barker.  Champion niere.  McComiat),  3.  Infolding 
of  .sac  (to  form  a  pad  within  the  internal  ring)  (Macewen).  4.  Torsion 
of  sac  and  suture  in  canal  (Ball).  5.  Torsion  of  sac  and  suture  outside 
of  aponeurosis  (Kocher.  Treves).  6.  Slitting  up  canal;  high  ligation  of 
sac;  wound  left  open  to  heal  by  gnmulation  (MtBurney).  7.  Slitting 
up  aponeurosis  of  external  ohlic]ue;  high  ligatiim  of  sac  with  trans- 
planution  of  cord  (Ri.ssini.  Ilalstori).  S.  Transji  la  cement  of  cord  by 
cutting  through  the  transvcrsalis  fascia  and  severing  tlie  epigastric 
vessels  (Fowler). 

Modem  Methods. — The  methods  of  operation  introduced  in  recent 
years  arc  so  numerous  that  no  attempt  will  be  made  to  describe  all  of 
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tlicrn.  Many  of  them  diflcr  so  sligliily  tliat  they  do  not  merit  a  sepa- 
rate name,  aiul  most  of  them  Jepcnd  upon  ;i  few  ycncrat  principles  that 
IwvL  long  been  recognized.  Of  metliotis  .il  present,  or  until  verj' 
recently,  employed,  those  most  worthy  of  note  are  the  following: 
Czerny's  method  (1877).  Bassini's  (]888),  Maccwcn's  {i886j,  McBur- 
ney's  {1888),  Halstcd's  (1890).  and  Kocher's  (1892). 

I.  Cxemy'fl  method,  or  ihc  Czerny-Risel,  up  10  1S90  or  later,  was  very  widely 
used  both  ir  Kuropt  ntid  in  AniiTi'^.  '\\\ve  mcthiicl  coni^iMi-d  of  an  n^teit  itinuon  nvcr  the 
edrntftl  ring,  rxpo^ure  and  isolaiiuu  cif  (he  sue,  with  Ugniion  nf  the  mxc  a*  liigli  up  a^  poiMble. 
In  iht  eiiHy  upcralions  ihe  Junduft  of  the  mc  vras  util  dissctlcil  out,  but  later  ihis  Mcp  wra* 
added.  'Flic  cxlcmal  ring  was  finally  cloiird  by  tnc-Aiis  nf  inicmi|)ic-<)  Mitnrcs  of  catgut. 
Ullicr  Miryciiii^  aubiilitutcd  silk  or  silver  vrlrc  Tlic  rcsulU  uf  tbis  u|M-ratJuii  were  utily 
modcraicly  satisfnetory.  ihr  tnortality  bdjig  aboni  7  per  cent,  in  non-Mrnngulalcd  cafic» ;  anil 
tlie  liiial  TCJiulUsliowetl  about  30  to  40  pcrcenL  of  RlapM.-»inca>«&  tiaicd  be^-ouil  twuy«arv 

2.  Bassini's  Method. — Bassini.  in  1885  (published  in  1888),  intro- 
duced a  new  principle  in  closing  the  can;il — viz.,  transplantation  of  the 
cord — and  as  this  method  has  given  superior  results  to  all  others,  and 
at  present  is  almost  universally  eniploj-ed.  a  careful  <lescription  of  it 
will  be  given.  The  accompanying  cuts  (Ings.  264-270)  show  the  prin- 
cipal steps  of  the  operation. 

Bassim's  Operation  as  Practised  by  the  Writers  (with  illustrations 
from  original  drawings  made  from  life). — A  straight  oblique  incision  is 

made,  bej^inning  at  the  inner  side  of 
the  anterior  superior  spine  and  ^ 
inch  internal  to  and  parallel  with  Pou- 
part's  ligament,  and  ending  over  llie 
center  of  the  external  ring.  This  inci- 
sion is  about  3-3.J  inches  long  in 
aflults.  and  2I-3  inches  in  children. 
Tile  aponeurosis  of  the  external 
ubiiciiic  having  been  clearly  exposed, 
a  director  is  passed  in  at  the  external 
ring  beneath  the  aponeurosis  for  a 
distance  of  about  2^  inches.  The 
aponeurosis  is  then  slit  up  with  a 
sailpel,  great  care  being  taken  not  to 
cut  any  underlj-ing  muscular  6bers. 
The  aponeurosis  is  thereupon  dis- 
\  ,^  scctcd  back  on  the  inner  .side  nearly 

^  '  to  the  edge  of  the  rectus  muscle,  and 

on  the  outer  side  until  the  shelving 
process  of  Pnupart's  ligament  is  well 
ex])Osed.  The  sdft  tissues  on  a  level 
with  the  external  ring  or  slightly 
within  it  are  then  graspcil  with  a  pair 
of  thumb-forceps,  and  the  muscular 
fibers  pushed  aside  by  means  of  a 
l>iiir  of  blunt-pointed  curved  scissors. 
Fio.*64.-lnctaIootoB«asuir5:i       '  ■  <.      The    white    tissues    of    the     sac     are 

thus  quickly  exposed,  and  held  by 
a  pair  of  artery-clamps.  The  sac  and  cord  are  then  c;isily  and  quickly 
separated  from  the  overlying  tissues,  without  hemorrhage,  with  the 


the  cord.     Dissection  is  carried  high  up  until  the  sac  bcj^ns  to  widen 
out  to  form  the  general  iwrictal  peritoneum.     At  this  point  it  is  closed 


muscle  should  never  be  cut ;  in  fact,  no  tissues  beneath  the  apnneuro5ti5 
arc  cut.  If  cut.  the  edges  retract  and  can  never  be  accurately  adjusted 
or  thoroughly  united.     Cutting  of  the  internal  oblique  is  entirely  unnec- 
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essar)',  a.s  pentle  strctchin[^  with  the  fingers  is  sufficient  to  open  the 
canal  to  the  dtrsircd  extent.  The  cord  is  then  held  up  and  out  of  the 
field  of  operation  by  means  of  a  strip  of  iodoforii]  fjauzc.  Next,  the 
deep  sutures  cif  kangaroo-tendon  or  of  chroinicizcd  cntgiit  are  intro- 
duced by  a  curved  Hagcdorn  needle,  as  -^hown  in  Fig.  267.  The  first 
suture  enters  tlie  iiileriia!  oblique  muscle  nearly  as  lar  as  the  outer  edge 
of  the  rectus  muscle,  and  should  ju-^t  touch  the  cord  when  the  latter  is 
held  vertically  to  the  plane  of  the  abdomen.  The  suture  passes  out- 
ward through  the  shelving  portion  of  Poupart's  ligament,  and  is  tlien 
tied.  Three  or  four  similar  sutures  complete  the  closure  of  the  canal 
as  far  as  (he  symphysis  pubis.  The  lowermost  suture  includes  the 
conjoined  tendon.  A  suture  jiassing  through  the  same  structures  is 
then  placed  just  above  (he  cortl.  This  is  not  strictly  a  part  of  Bas- 
smi's  tcchnic.  but  has  been  added  by  the  writers,  and  inidoubtcdiy 
strengthens  the  canal  at  its  weakest  portion — the  internal  ring.     The 


Flc  3^9-— ^'inl  row  of  solum  compkird.  Flc.  370.— ApoDcuTDsn  auluriKl  over  the  conl. 

cut  in  the  aponeurosis  is  next  closed  by  means  of  a  continuous  suture 
of  kangaroo-tendon,  the  cord  lying  directly  beneath  this  layer.  Care 
should  be  taken  to  leave  sullictent  room  al  the  lower  end  to  permit  the 
cord  to  pass  out  without  undue  constriction.  The  skin  wound  is  then 
closed  without  drainage,  by  means  of  interrupted  sutures  of  fine  catgut. 
These  sutures  are  almost  always  found  absorbed  by  the  time  of  the 
first  dressing,  which  is  made  at  the  end  of  one  week. 

It  should  be  stated  that  Uassini  himself,  in  his  original  pajxT,  advo- 
cated silk  for  the  buried  sutures,  but  since  1892  lie  has  employed 
chromicized  catgut. 

3-  Macewen'S  Operation. — Th«  ttcmlmcnl  of  llie  nc  >»  the  diKltnuuishinK  fntlurr  oX 
Mac«wrn's  operation.  I  Ik-  site  in  catcfully  imlatril,  carr  li^ini;  Ukcn  lo  (li»>rcl  it  uut  culire. 
The  free  «c  ii  th«n  drawn,  l)y  n:«an*  of  a  puru-ttriiiu  tuture,  into  a  fold  or  pod,  whkli  ii 
faslmni  just  wilhiti  the  internal  riii);  bj'  the  stmv  suture  that  ]Hrnclratc»  llii;  exlerml  ubtiijue 
muscle.  The  canal  i*  then  carefully  clow.l  by  tniemipted  sutures  of  chromicized  cntgut. 
The  tr^ults  v\  tb»  opentiDo  in  the  akilful  baiid»  of  the  uiiKinatur  have  been  -awA  excellent. 
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and  nrp  Imnlly  Mirpa^^Sftl  liy  thrwc  ohlnincl  (rniii  ony  uihcr  mrthod*.  The  discdvanlaf^e  of 
this  BKthod,  as  cncouiitetcd  by  otlier  surscous.  i*  (li»^  farl  tliat  -a  laiji-c  sat  dwI  infrequently 
sluuglu.  oiul  ihc  lung  (1  c lay cil  healing  of  tlir  wound  usually  mull»  m  n  |>rompt  lelspsc  of  thr 
hernia.  Il  is  not  impmhablt?  that  the  success  of  cfap  method  in  the  hands  of  lu  origirutor 
dc^nda  mtrrc  upon  the  careful  dirauic  of  Ihc  canal  wilb  cbroiniciscd  CAlgut  thsn  upon  ihe 
trealroent  of  the  sif. 

4-  nal§ted'8  Method. — llils  melhod  re&emblcs'Jta&sini's  in  iDAiiy  features, but  differs 
from  it  in  several  eiseniial  poinu.  "  Thi-  Apijn<-wr(isis  of  the  irxlrmnl  cil-)U']u<-  muvlr,  the 
iotcrnil  oblique  and  ttausvctsalis  nl^l^clcs  nnd  Itip  Ilat■^vel^a1i^  fascia  aic  tut  tbruujih  fnnn 
the  cxienia)  abduininal  ring  to  n  [>'>iiil  uboul  3  ctn.  ( ^'  int-h)  ahavc  and  external  to  the 
internal  abdominnl  rin^.  The  vas  deferens  and  bloud-ves^icis  uf  tlic  cord  arc  iKilattd.  All 
but  one  nr  two  vein^  (if  the  con!  are  enftju-d,  The  Mic  is  Ihen  carefully  isolated  and  excised 
beyond  ihc  uetk,  and  the  peritoneal  cavity  is  tloscd  by  fine  silk  sutiiics.  Six  or  eigltl  dvirp 
tnattrcss-sutuicft  are  intniduced  flirncalli  ihctuid).  iMMiijig  lhn>ugh  the  aponeurosts  of  the 
external  oblique,  ihc  internal  oblique  transvcrsalis  muscle  and  fascia  on  ihe  one  side,  and 
through  the  transvcisalis  faMria,  F'oupnr('»  ligament,  iind  fibers  of  the  aponeumsis  of  (he 
external  oblique  on  the  other"  The  skin  wuuitd  is  ihen  closed,  the  c<^n]  lying  directly 
beneath  il. 

It  will  be  seen  that  the  chief  points  of  difTcrence  between  Bassint's 
and  Halsted's  methods  arc  the  following :  i.  In  Halsted's  method  there 
is  free  division  of  the  internal  oblique  muscle  beyond  the  internal  ring, 
while  in  Bassini's  method  this  is  unnecessary  ;  in  fact,  it  is  better  not 
to  cut  any  muscular  tissue,  the  internal  oblique  bcinp  easily  pushed 
aside  sufficiently  to  give  a  clear  exposure  of  the  internal  ring.  2.  The 
removal  of  nearly  all  of  the  veins  accompanying  the  cord  is  advised 
by  Ilalsted,  while  in  the  Bassini  operation  tliey  are  not  interfered  with. 

Atrophy  of  the  testis  has  followed  removal  of  the  veins  in  a  number 
of  Halsted's  cases^  and  the  possibilit>'  of  this  result  should  be  borne 
in  mind.  O'Connor '  has  recently  reported  20  per  cent,  of  atrophy  of 
the  testis  in  129  cases  operated  upon  by  Halsted's  method. 

5.  Kochsr'S  Method. — ^Thc  »c  is  thoTouj^hly  isolated.  A  slii  is  made  in  (he  tponeuiu- 
sis  of  the  external  uliliqne  1  which  has  l^ln^  fnr  remaiiii-d  inlact  I.  nlmvit  I  \\  inirhes  annre  (he 
external  rini;.  'llic  sav  is  then  drawn  ibiough  (ivisoiwninK  and  laid  hack  upon  the  nnter 
surface  of  the  aixineuioii*.  The  canal  is  closed  by  a  »crie*  of  interrupted  mtnm  inserted 
Leiiibert  fashiun.  sn  as  to  bury  the  sac  in  a  fold  of  a uo neurosis. 

Kocher'sown  results  with  this  method,  recently  pulili^shed.*  are  very  p»nd  ;  yet  the 
adraniat;c  tu  be  derived  from  leaving  the  sac  iti  (hisur  in  any  other  position  i^  largely  tlic- 
nretieal.  Kncher  has  recently  mndihed  his  method.  The  slitting  up  of  the  n]Nineiitosis 
over  the  entire  cjinal.  as  in  Itassint's  method,  certainly  makes  ii  possible  to  close  the  wc  on 
a  level  with  the  internal  nng  wilhoul  leaving  behind  any  "  |>(>uling"  pn>cess  of  penlunenm, 
and  ni  the  same  time  no  ill-nounshed  tissue  remains  to  lessen  the  chances  of  obtaining 
primary  unioo.  Treves  adopted  a  method  of  dealing  wilh  Che  uc  similar  lo  Kocher's.  only 
(he  greater  pan  of  the  sac  is  cut  away,  and  the  twisted  stump  b  brought  out  through  ao 
incision  in  exposed  tissues  at  ut  near  the  median  line. 

5utureof  the  Canal  as  in  Bassini's  Method,  without  Transplanting 
the  Cord. — The  writers  have  employed  a  method  which  is  c.xactU'  the 
.same  as  Bassini's.  with  the  exception  that  the  cord  Is  not  transplanted, 
but  is  allowed  to  drop  back  beneath  the  lowermost  layer  of  buned 
sutures.  The  internal  oblique  is  united  to  I'oupart's  ligament  and  the 
aponeurosis  is  sutured  -separately  with  sutures  of  chromicJzed  kangaroo- 
tendon,  and  the  skin  closed  with  fine  catgut.  The  results  have  been 
nearly  as  good  as  those  following  Bassini's  method  proper,  though  the 
number  of  cases  scarcely  justifies  a  comparison. 

Mortality  of  Operative  Treatment. — Kxcluding  early  and  scat- 
tered cases,  we  have  collected  lo.ooo  cases  operated  during  the  period 

'  Med.  PreitaHii  Cin.,  Jan.  13,  iSgS. 

»  Ofutifh.  Ztiuf.  Ckir.,  Bd.  j8.  H,  5  u.  6. 
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from  1886  to  I R97,  with  a  mortality  of -jSj  of  1  percent-  This  is  exclusive, 
of  course,  of  strangulated  hernia.  This  shows  a  markod  improvement 
over  the  statistics  uf  Leisnnk,  published  In  1SS2,  in  which  there  was  a 
mortality  of  1 1-|  \mit  ct-nt.  In  the  latter  scries  of  cases  9  deaths  were 
due  to  sepsis. 

Dangers  Attending  Operation.— A  fatal  result  may  occur  from 
faulty  ligature  t>f  onientiim.  UiiKntum  should  always  be  tied  ofiT  in 
small  masses;  and  if  large  vessels  be  present,  these  should  be  tied 
separately.  Catgut  is  preferred  to  silk  as  a  hgature  for  omentum. 
Ligature  of  omentum  too  near  the  bowel  has  been  the  cause  of  death 
in  at  least  I  case  known  to  the  writers.  Suppuration  in  the  omental 
stump  may  cause  a  fatal  periUmiiis.  Liyature  tvf  the  sac  without  first 
opening  and  examining  the  contents  has  resulted  in  injury  to  important 
organs. 

L.ack  of  care  in  dissecting  the  cord  from  the  sac  may  easily  cause 
harm  to  the  vas  deferens.  The  vas  should  always  be  e.xposed  early  in 
the  dissection,  and  when  once  found  it  can  easily  be  kept  safe.  The 
vius  was  cut  in  7  cases  in  Bassinis  list  of  35 1  cases.  The  presence  of 
the  bladtler  in  the  sac  is  usually  unrecognized  until  it  has  been  cut 
into,  a  mistake  that  may  prove  fital. 

In  addition  to  the  foregoing,  the  most  serious  risks  attending  a 
hemia-opcration  are  sepsis  and  pneumonia  following  ether.  The 
strictest  asepsis  and  the  utmost  care  in  administering  the  anesthetic  arc 
the  only  niean«  wc  have  to  overcome  these  risk-s.  The  lungs  should 
always  l>e  carefully  e-xaniined ;  and  if  a  bronchitis  exists  the  oiieration 
should  be  postponed.  Oi'chitts  may  complicate  wound-healing,  but 
this  is  seldom  severe. 

Choice  of  Methods. — Only  those  methods  should  be  employed 
that  have  stood  the  test  of  lime.  With  equally  good  results,  that  method 
should  be  selected  which  is  the  simplest  as  regards  technic.  At  present 
tlie  evidence  is  very  strongly  in  favor  of  the  superiority  of  Biussini's 
metliod.  This  methoil.  as  stated,  has  gained  in  favor  until  at  present 
it  may  be  safely  said  that  it  is  more  generally  employed  tlian  any  trther 
method.  The  results  in  the  hands  of  other  surgeons  have  equalled 
those  obtained  by  Bassini  himself. 

Halsted's  method,  while  it  closely  resembles  that  of  Bassini.  differs 
in  the  tlirection  of  a  mnre  complicated  technic.  which  alone  would  be 
.sufficient  reason  fur  choosing  Bassini's  method,  provided  the  results 
were  the  same.  As  a  matter  of  fact,  the  published  results  of  Halsted, 
though  excellent,  are  inferior  to  tho^e  of  Bassini.  The  time  required 
to  perform  Bassini's  operation  is  much  less  than  for  Halsted's. 

The  brilliant  results  of  Maccwcn  have  not  been  generally  obtained 
by  other  surgeons  attempting  to  ojK-ratc  by  his  method. 

The  tratispcritoneal  mcrthod  recently  introtliiced  by  George  R. 
Fowler  m.iy  in  certain  c;Lses  be  preferable  to  other  o|H.*ralioiis — <'.  g., 
in  hernia  complicated  with  undescended  testis;  hut  the  method  is 
yet  too  recent  for  judgment  to  be  passed  upon  it.  We  see  no  ad- 
vantage in  the  curved  incision,  and  believe  the  straight  incision 
preferable. 

The  method  which  wc  have  employed  hi  a  considerable  number  of 
cases,  and  which  we  have  de.'iignated  as  suture  of  the  canal  without 
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trans  plan  tatinn  of  the  corti,  the  remaining  steps  being  identical  with 
Kassini's,  has,  we  believe,  much  to  comtnencl  it.  though  as  yet  our 
cases  arc  too  few  in  number  to  enable  us  to  estimate  its  comparative 
value.  That  particular  feature  of  any  method  which  allows  the  sac  to 
remain  behind  to  be  disposed  of  in  variuus  ways,  eillier  intra-  or  cxtra- 
periliineally.  we  hold,  sluiuld  be  given  up.  Such  disposition  of  the  sac 
undoubtedly  lessens  the  chances  of  securing  primary  union,  and  does 
not,  we  think,  offer  any  additional  security  against  relapse.  The  prac- 
tice, followed  by  some  surgeons,  of  using  a  number  of  different  melhotU 
must  be  condemned  for  the  reason  tliat  it  is  impossible  to  attain  the 
same  proficiency  in  ali  iliat  could  be  obtained  in  one.  Success  is 
dependent  in  no  small  degree  upon  rapidity  in  operating,  thus  avoiding 
bruising  tlic  tissues,  and  lliereby  contributing  to  priniar)'  uninn.  The 
use  of  rubber  fjloyes  or  of  rubber  fiiigei-cols  promises  still  further 
improvement  in   results. 

Results  of  Operation. —  There  is  no  longer  room  for  doubt  that 
hernia  can,  for  a  considerable  period  at  least,  be  cured  by  operation. 
Whether  these  cures  will  prove  pennanent  we  cannot  as  yet  state  posi- 
tively. The  proportion  of  permanent  cures  cannot  be  estimated  with 
exactness,  inasmuch  as  no  definite  hniit  of  lime  can  be  laid  down 
beyond  which  relapse  may  not  occur.  In  spile  of  this  we  are  able, 
from  a  careful  study  of  the  cases  operated  upon  up  to  the  present  time, 
to  arrive  at  certain  fairly  definite  conclusions.  The  results  of  our 
observations,  based  upon  a  study  of  360  cases  of  relapsed  hernia  fol- 
lowing various  methods  of  operation,  throw  valuable  light  upon  tlie 
qutrsiinn  as  to  the  period  when  relapse  is  most  likely  to  occur.  We 
have  found  that  So  per  cent,  of  these  relapses  occurred  during  the  first 
year  after  operation  ;  64.5  |}er  cent,  during  the  first  six  months  follow- 
ing operation  ;  while  but  1 1.9  per  cent,  occurred  after  a  period  of  two 
years  had  elapsed.  Of  the  cases  that  relapsed  after  two  years,  5 
occurred  between  ten  and  twenty-two  years  after  operation  ;  7  between 
five  and  ten  years.  In  100  out  of  360  cases  of  relapsed  hernia  the 
o|X!ration  was  done  for  strangiilatiDn.  The  average  period  of  relapse 
after  operation  was  found  to  difftjr  but  little  in  the  strangulated  and  the 
non-strangulated  cases.  Thirty-one  cases  were  femoral  and  229  ingui- 
nal. In  7t  per  cent,  of  the  cases  of  relapse  the  age  of  the  patient  was 
over  thirty*  years ;  in  29  per  cent.,  under  thirty  years. 

These  cases,  which  were  not  selected,  but  were  taken  as  they  applied 
for  treatment,  ought  to  give  us  a  fairly  accurate  idea  of  the  average 
lime  when   relapse  occurs. 

From  these  facts  we  are,  we  think,  justified  in  concluding  in  a  gen- 
eral way  that,  if  a  rupture  is  sound  at  the  end  of  one  year  after  opera- 
tion, there  i.s  reasonable  pro.spect  of  permanent  cure  ;  while  if  it  remains 
well  for  two  years  the  chances  of  relajwe  arc  exceedingly  small,  though 
it  is  not  impossible  that  relapse  may  occur  as  late  as  twenty  years  after 
operation. 

Nirjcty-five  per  cent,  is  probably  a  conscr\*ativc  estimate  of  cures 
following  Bassini's  operation  when  properly  performed.  Of  our  per- 
sonal cases,  we  have  treated  upward  of  200  that  have  remained  free 
from  relapses  for  periods  ranging  from  two  to  eight  years  after  opera- 
tion.    One  of  the  writers  has  had  but  5  relapses  in  549  cases  operated 
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Ninety-six  per  cent,  of  the  cases  healed  by 


upon  by  Bassini's  method, 
primary  union. 

Koux  of  l^iuKiiiikr,  Swiuerlatuj,  linn  uncralt^d  upon  I398  cases,  with  5  ilL'aChs.  ( >f  ihei^e, 
324  were  traced  lityond  Iwo  yenr<,  ond  54,  or  16.7  per  ccni,  of  Ihis  nnmbrT,  rrlop^rd. 
FwD  UuiidrccJ  u\\  ttiiny-rive  of  tlie  Ktana^  linked  were  operated  ujmju  bv  lUe  luctliod  uf 
Feniri,  and  only  53  by  the  mnhwl  of  Has.'^ni,  »>Ughlly  tnntlilied  by  Koux,  in  thai  he  ntbsli- 
tuted  a  punc-fttmg  sulute  fur  Uie  iiitcrrupletl  Miturc  uf  Btisaiui.  Of  (be  5J  ca»cs  operated 
upon  by  this  inclliod.  jj.S  per  rent,  reliipsctl.  A  Mudy  of  tlie  wuuml-li ruling  u(  lhe»e 
cases  is  of  mucli  intetrcKt-  Of  the  ca<ic«  that  healed  by  primary  union,  15.2  per  cent. 
reUpscd;  of  the  ai5e§  that  healed  by  sceuiidary   union,    33.4  per  ecnL 

Hftlstcd  has  operalcd  U{)on  440  caie.s  witit  I  itcnth.  Of  261  cases  tmced  from  six 
monthi  ID  nine  and  one  half  years,  there  were  17  rclap»ct).  or  b.5  per  cent.  ;  of  230  IhaC 
h«alc<l  by  primary  union,  10  rclajMipd.  or  4._j  per  teiii,  ;  of  31  ihs[  suppurated,  7,  or  22 
per  cent.  rclApiicd. 

Macewcn  bas  operated  upon  164  nuex  by  hU  own  methfld,  with  z  dcathH.  Of  ihii 
Dumber.  107  were  iract^,  witli  5  retapscti ;  and  93  C8S«»  were  well  from  two  lo  ten  years 
ifler  opcmtion. 

Bruca  of  I'art*  (perMtial  cuinniuni cation)  liai  upemtcd  upon  1064  casei  by  bis  own 
nethod,  with  g  deaths ;  a  very  laqje  proportion  of  these  cases  were  children.  The  number 
of  cases  traced  is  not  stated. 

Perfect  primary  union  should  be  regarded  as  of  the  very  highest 
importance  to  the  success  of  any  method.  The  choice  of  suture- 
material  is  only  second  in  importance  to  choice  oi  method.  Many  of 
the  earlier  failures  were  undoubtedly  due  to  too  rapid  absorption  of 
the  simple  catgut  sutures ;  while  many  of  the  fatUires  of  to-tiay  are  due 
to  the  use  of  non -absorbable  sutures  which  may  cause  the  develop- 
ment of  s!ow-heaIing  sinu.ses,  which  so  weaken  the  canal  as  to  invite 
speedy  relapse.  That  this  is  not  a  purely  hypothetical  danger  is 
shown  by  the  fact  that  26  cases  have  been  observed  by  tlic  writers 
at  the  Hospital  for  Ruptured  and  Crippled  during  the  past  seven 
years.  Silk,  silver  wire,  and  si!kworn»-gut  were  all  represented  in 
tliese  cases.' 

Some  of  ilie  patients  were  incaptciiaipd  for  work  for  month.t,  and  in  one  case  nearly  a 
year.  In  another  case,  in  which  the  oriBiital  vruund  bad  healed  by  perfect  primary  unian. 
sinusc«  developed  at  the  end  of  *ix  nrnnth*.  iwo  and  nnr  half  year*,  and  three  years  and 
«ighL  months,  and  did  nol  licnl  until  (he  olTcndiDg  sutures  (in  thi«  caiie  ai1kwurui-gul)  had 
been  renimed.  In  thf  grwit  majuriiy  of  the  cases  rt-'Iap.tr  (Kxiirred.  Dclorme  notes  that 
sinus  developed  later  in  II  cases  in  100  in  which   primary  uniun  uccuned  originally. 

The  5>c*t  >utun-*  for  a  heniia-oiJeration  we  hcbc%-e  to  be  an  sbsorhnble  suluic  that 
will  remain  in  the  [i^«ues  several  wccks^/.  <- ,  n  ^tilTicient  lime  for  the  firm  union  of  the 
sctuitendinoDK  vtiuctute»  that  have  licen  bruui;lit  into  apposition.  Cbn>niieized  kangaroo- 
tendon  or  cbmroicizeil  caiji^l  arc  the  sutures  thnt  in  the  present  state  of  our  knowledge 
bol  futfil  lhc;>c  conditions.  A  point  ul  great  itnportance,  IhouKb  bul  seldom  referred  lo, 
is  ihe  siec  of  ihc  sulnre.  Too  larjje  a  *uiure,  even  of  tenH«>n  or  eatgtit,  would  be  open  lo 
the  niiw  objection  (though  to  a  less  degree)  to  which  attention  has  been  called  in  the  nun' 
absorbable  sutures.  The  Hiiturr  nuisl  suiiahle  for  the  deep  mti^tcnlo-aponeu folic  layers 
iboukt  be  about  the  site  of  No.  3  C4l(;nl;  that  for  llie  dponcuiusis,  the  rtin-u  of  No, 
2  or  No.  I  calf^L  It  is  difficult  to  get  uuifunn  siM->  in  tendoo  stilurr:t,  and  in  ihis  Cad 
li«  the  chief  objection  to  such  suture- material,  althoujih  the  greater  expense  ii  a!»o  to  be 
ooRsidered. 

The  writers  bare  used  this  nialerial  for  buried  sutures  in  looo  hcniia-opcraiiou'.  witii  most 
aatjrfactuty  results.  Its  Huperiuriiy  tu  cal{;ut  wa&  originally  brouj^ht  to  the  notice  of  English 
snrgenna  by  Uirdlesione  of  Australia,  in  i8$2,i  and  NUrcy  has  loti^  been  an  enthusiastic 
adrocatc  o(  it  in  Anierica. 

'  Jacobson  stales ;  "  1  n  a  ccrtuiti  and  large  propottion,  I  know  fmia  csi»cricncr  that  Hik 
can  tie  used ;  bnl  111  n  conndcrnble  number  this  and  other  materials  most  cerininly  cause 
trouble  later  on.  The  wound  nms  an  aseptic  courte,  heals  willioul  mtpintnition,  and  then, 
after  varying  (leriodx,  a  sinus  appears,  and  one  or  more  of  the  sutures  have  to  be  removed." 

*  AffJUa-CMintrg.  Tramtaitioni^  1S83. 
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Indications  and  Conlra-indications  for  Operation. — Chil- 
dren.— Operations  in  childhood  and  youth  give  the  best  results  with  the 
lowest  mortailty.  Uroca  of  Paris  has  dpcrutcd  upon  475  children,  wilti 
but  2  deaths  and  3  relapses  in  250  traced.  Coley  has  operated  upon 
450  children,  with  i  death  and  but  3  relapses.  Operation  should  not. 
as  a  rule,  be  advised  in  children  until  a  truss  has  been  carefully  tried 
without  benefit.  It  is.  wc  think,  seldom  indicated  under  the  age  of  four 
years,  though  Broca  operates  in  children  much  younger.  The  majority 
of  children  arc  cured  by  mechanical  IreatnieiU,  though  abovit  one-third 
go  on  to  adult  life  with  tlie  hernia  uncured.  Hcrni;e  in  children  com- 
plicated with  irreducible  or  adherent  unientum,'  or  with  reducible 
hydrocele,  also  all  cases  of  femoral  hernia,  are  best  treated  by  immedi- 
ate operation.  Early  operation  may  also  be  advised  in  cases  unable 
to  obtain  the  care  requisite  to  successful  mechanical  treatment 
Umbilical  hernia;  in  infancy  or  childhood  .should  seldom,  if  ever,  be 
treated  by  ojjeratitni.  Save  the  very  rare  variety  "congenita!  hernia 
of  the  cord."  umbilical  hernia  in  infants  and  chihlren  is  almost  always 
cured  before  the  age  of  puberty — spontaneously  or  by  a  simple 
sup]3ort. 

Adults. — In  adults  operation  may  be  advised  in  most  cases  under 
fifty  years  of  age,  provided  the  subject  be  in  good  health  and  the  hemia 
is  not  too  large.  Openition  is  not  to  be  recommended  in  ver^-  volumi- 
nous henii;e  in  middle  life.  In  these  castas  the  oontenLs  are  usually 
adherent;  the  operation  is  prolonged.  difTicult,  and  attended  with  no 
small  risk.  Relapse  likewise  is  almost  sure  to  follow.  Young  adults  with 
good  muscular  development  are  excellent  subjects  for  operation.  The 
prospect  of  permanent  cure  without  further  use  of  a  truss  is  very  good; 
while  without  operation  there  is  little  chance  t>f  a  cure.  Adherent  or 
irreducible  omentum  in  subjects  not  li>o  aged  or  in  herni;e  not  too  large 
is  best  treated  by  ii]KTatiori. 

Undescended  or  Partially  Descended  Testis. — This  condition  is  fre- 
quently seen  in  Infants  and  in  boys  under  the  age  of  fourteen,  and  is 
very  often  associated  with  a  small  hernia.  The  question  of  operation  in 
such  cases  is  a  very  important  one,  and  one  which  at  present  cannot  be 
rcgardetl  as  definitely  settled.  The  writers  have  opcnited  upon  20  cases 
of  this  kind,  and  in  a  number  of  tlicm  efforts  were  maiie  to  draw  down 
the  testis  antl  anchor  It  in  the  scrotum.  Kul  thus  far  such  efforts  ha^T 
met  with  little  success.  Anchoring  the  testis  to  the  thigh  has  been 
recently  advocated.  While  there  has  been  no  relapse  of  the  hernia,  the 
testis  soon  retracted  into  the  \icinity  of  the  external  ring,  and  cither 
showed  no  further  development  or  became  more  atrophied.  From  this 
limited  operative  experience  and  from  an  extended  observation  of  a  very 
large  number  of  such  cases  treated  mechanically,  we  are  at  present 
inclined  to  advise  against  o]K.Tation  in  the  majr)rity  of  cases.  If  left 
alone,  or  treated,  as  Macrcady  ad\'ises,  by  a  truss  with  the  pad  resting 
above  the  testis,  in  most  ca.ses  the  testis  will  have  reached  the  scrotum 
before  puberty,  and  the  rupture  will  probably  have  been  cured.  If  not, 
operation  can  then  be  perfnmietl  under  more  favorable  conditions. 

Umbilical  Hernia. — Operation  should  seldom  be  advised  in  umbilical 

'  In  375  casrs  <li\  clnldiei)  tipentn)  upoD  at  ihr  Hns;titn1  fur  Kti[!liircd  and  Cripiilnlt 
reducible  hydrocele  wa.t  fiMind  in  8  caxc«,  nnd  ndhrrL-nl  oturnluni  in  4. 
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hcmia  in  adults.  Tlie  majority  of  ihesc  causes  are  found  in  stout  women 
of  middle  age,  with  nbdominal  waJIs  containing  but  little  muscular  and 
a  targe  amount  of  adipose  tissue,  conditions  most  unfavorable  for  a  finn 
union.  Moreover,  these  hcmije  are  generally  very  large,  and  the  con- 
tents, made  up  of  omentum  and  bowel,  almost  always  fjrnily  atlherent 
to  the  sac.  Aside  from  the  risk  of  operation,  which  is  coiisidenible.  tlie 
cure  is  seldom  permanent.  Women  under  thirty  or  ihirty-five,  with 
umbilical  heniia  of  moderate  size,  may  be  pmperty  suhjcclrd  to  opera- 
tion. In  brief,  our  efforts  shouKI  be  mainly  directed  to  the  younger 
generation,  preventing  the  development  of  such  conditions  that  we 
must  now   recognize  as  beyond  our  help. 

Operative  Treatment  of  Femoral  Hernia. — In  fiperaiing  fi>r 


FiC.  aji  — I  '[.iTitiiiTi  lilt  frm'ir.il  hi.-rnin  ■  "  piirv-string  "  mrihod, 

femoral  hcniia,  many  surgeons  have  attempted  to  do  little  more  than  to 
tie  off  the  sac  high  up  and  close  the  skin  wound;  and  up  to  iS90the 
results  showed  that  at  least  one-third  of  the  eases  relapsed.  I-iiter,  in 
addition  to  removing  the  sac  high  up,  various  ways  of  suturing  the 
femoral  canal  were  introduced. 

High  ligation  of  the  sac.  with  closure  of  the  canal  by  means  of  a 
purse-string  suture  of  chromicized  kangaroo-tendon  or  chromidzed  cat- 
gut, is  a  method  that  has  given  perfect  n.'sults  in  the  hands  of  the 
writers.  Coley  has  emplnyecl  this  method  in  35  cases,  with  no  relapses. 
Hassini's  method  for  feniond  liernia,  brought  out  in  1 894,  is  worthy  of 
special  note.     The  method  is,  in  brief,  as  follows : 
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The  incision  is  made  parallel  with  and  just  below  Poupart's  liga- 
ment. The  sac  is  dissected  Uclc  from  the  canal  and  H^^atcd  as  high 
up  as  possible.  With  a  curved  needle  three  sutures  arc  inserted  so 
as  to  unite  Poupart's  ti^H.menl  witli  the  pectineal  fascia,  the  first  being 
I)laced  near  tlie  spine  of  the  pubis,  the  second  ^^  cn>.  externally,  and  the 
third  1  cm.  from  the  fcmoml  vein. 

These  sutures  remain  unite<l  until  three  or  four  others  have  been 
inserted,  the  first  through  the  edge  of  the  falciform  fascia,  then  the  pec- 
tineal fascia,  the  lower  sulurc  entering  just  above  the  saphenous  vein. 
The  upper  sutures,  which  draw  I'oupart's  ligament  backward  to  the  pec- 
tineal lliic,  are  fastened.     The  other  sutures,  wliich  bring  ti^ther  the 
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anterior  and  posterior  walls  of  tlie  canal,  arc  next  tied ;  and  lastly  the 
skin-incision  is  closed  without  drainage.  The  illustration  (Fig.  272) 
shows  tlie  position  of  tlie  sutures.  Bassini  Ikls  o|XTated  upon  54 
cases  by  this  nurtluid,  with  no  mortality  and  without  a  single  relapse 
in  4 1   cases  traced  from  oi»e  to  nine  years. 

(.)nc  of  the  writers  has  employed  tiiis  method  in  15  cases,  with  no 
deaths  and  1  relapse ;  kangaroo-tendon  was  substituted  for  silk  in  the 
buried  sutures. 

Resttlts  of  Operation  in  Umbilical  and  Ventral  Heraice. — In 
the  majority  of  nmbiliciil  henii;e  operation  is  not  to  be  advised.  In  suitable 
cases  the  best  method  is  the  following:  An  clliptital  incision,  including 
umbilicus  and  redundant  portion  of  .skin  ;  free  di.<scction  of  the  sac  until 
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the  aponeurosis  covering  the  rectus  muscle  is  clearly  seen  ;  removal  of 
sac  and  redundant  skin,  with  excision  of  adherent  omentum  if  present; 
closure  of  the  wound  in  three  layers.  The  peritoneum  should  be  care- 
fully united  with  catgut,  the  aponeurosis  and  recti  muscles  with  chromi- 
cized  tendon  or  catgut,  and  the  skin  with  catgut  or  silkworm-gut. 
Drainage  is  seldom  necessary. 

The  results  are  by  no  means  as  good  as  those  obtained  in  inguinal 
and  femoral  hernia.  We  have  operated  upon  34  cases,  with  1 2  relapses 
and  21  cases  traced.  In  irreducible  cases,  the  mortality  may  be  said  to 
be  not  far  from  5  per  cent,  increasing  or  diminishing  with  the  size  of  the 
hernia  and  extent  of  the  adhesions. 

The  Advisability  of  a  Truss  After  Operation. — This  is  a  ques- 
tion of  some  importance,  and  one  upon  which  there  is  at  present  little 
unanimity  of  opinion.  Jacobson'  states  that  "each  case  must  be  judged 
separately.  As  regards  children,  from  the  experience  I  have  gained 
from  my  cases,  I  think,  if  the  recumbent  position  be  insisted  upon  for 
three  months  after  operation,  so  as  to  give  the  newly  restored  parts 
time  to  consolidate  firmly,  a  truss  will  not  be  subsequently  required." 

Personally,  we  never  advise  a  truss  in  children  after  operation,  and 
we  consider  a  recumbent  position  for  three  months  entirely  unnecessary. 
Our  experience,  based  upon  a  series  of  upward  of  600  cases  of  hernia 
in  children  under  fourteen  years  of  age,  has  shown  that  two  to  two  and 
one-half  weeks  is  ample  time  for  the  child  to  remain  in  bed.  The  subse- 
quent history  of  these  cases  has  been  traced  with  scrupulous  care,  and 
some  of  them  have  been  well  upward  of  seven  years.  Even  in  adults  we 
very  seldom  advise  a  truss  after  operation.  There  are,  however,  certain 
cases  in  which  a  permanent  cure  will  be  more  likely  to  be  obtained  if  a 
support  be  worn  after  operation.  Such  cases  are  those  beyond  middle 
age,  with  poorly  developed  and  flabby  abdominal  muscles  and  a  super- 
abundance of  fat.  We  would  also  include  cases  in  which  the  hernia  is 
of  unusual  size  in  adults  past  middle  life. 

'  Operations  0/  Surgery,  3d  ed.,  1897. 
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DISEASES  OF  THE  RECTUM  AND  ANUS. 

Anatomy. — The  rectum  is  about  8  inches  in  length,  commencing 
at  the  leJt  sacro-ih'ac  synchondrosis  and  gradually  approaching  the 
middle  line.  Its  upper  3  inches  has  a  complete  mesentery,  by  which  it 
is  supported  ;  below  this  it  lies  iii  the  concavity  of  the  sacrum  ;  while  its 
lower  extremity  is  slung,  as  it  were,  in  position  in  the  pelvis  by  means 
of  the  levator  ani  mu-scle  and  the  rectovesical  fascia,  the  latter  dividing 
the  [)erineum  from  the  jx;lvis.  and  blending  intimately  with  the  struct- 
ures of  the  rectum  just  above  the  external  sphincter.  The  external 
sphincter,  the  anus,  and  the  immediate  termination  of  the  rectum  may 
thus  be  considered  to  occupy  the  perineum,  while  all  that  portion  above 
the  rellection  of  the  rectovesical  fascia  is  a  true  [)elvic  or^n, 

Th«  lowest  ponioi)  of  the  recluin — fit..  Ihal  inttudctl  within  the  sphincters,  and  properly 
called  the  annl  (.jtnnl — hiii  a  itirKclinn  wmirwliiil  tinLkwunl,  si>  ihat  in  ]>itKMng  ihr  nn|[n',  * 
b(iu[[ie,  or  «n  cn^mn-tMbe  (h«  direction  at  lirM  ukcn  i*  in  n  )in«;  appn i\inmtely  luwart)  the 
ainuilinis.  Immi^tjnlvly  uIkivr  llii'  iiili-rriiil  .K|>liincit^r  [lii^  litiwrl  afmiplly  rx]icMi(l!i  into  »n 
ainpullur  space  capablcof  hciitc  iliMcnilcil  Ki  nn  cnornrnus  si/e  tiy  fecal  nct-ufnulnltun.  I'ltis 
puTtioii  aiTvc»  Ijnckwaril  uriil  ULCupics  llie  luilluw  uf  the  Miccvni.  In  this  scttton  nre  alsa 
found  certain  lonBiiiKliniil  folds  of  miurou-"  mcmhninc  pmrfuccd  by  ill c  narrowitm  <>f  ll>c 
unpuUa  ju<>t  aliuvc  the  intcrtuil  K^pliinctcr.  Tiicy  were  ciillwl  by  Mot^n^jni  (be  "columns" 
of  the  rccmm.  Houston's  folds  are  trnnsrerecly  disijosed,  one  profcclinjt  hackwnrd  fmm  ■ 
pnint  oppoftite  the  ptu^Uile,  a  sccuiiJ  from  the  left  nidc  t^ppc^Mlv  ihv  cnitUllc  of  the  tuicrum, 
and  a  third  from  Uie  right  *tdc  somewhat  higher  up.  In  the  empty  cutKiiiion  of  ihe  howel 
thc-tc  arc  }  inch  in  depth,  or  more,  overlapping  one  another  in  a  riKular  fd^hion.and  may 
caai^  some  cnitiarraAsmenl  in  passing  a  rectal  lube  ;  bui  under  iliMeiilioii  with  gat,  fluid,  or 
f«cc<  thcv  nlmont  cnlirely  disappear. 

Tike  fold  of  petiioneuin  heiwreii  the  rectum  and  bladder  in  the  fcmnle,  krunrn  as  the 
ponch  of  Donpltt*,  renchr*  tfi  within  jj  or  4  inrhc*  of  the  nniiv  Fixim  tliis  point  upward 
th-e  KToiLH  nienibraiie  );in(luii1ly  iiireatb  inure  and  uiuNC  of  the  lubv,  xv  (hiU  at  its  up(>cr  por- 
tion, about  5  inches  fmm  the  anus  10'  ""'y  •*  'he  bowel  covcTcd  on  all  a!^)ccts  hy  periio- 
ncuni.  but  tlie  junction  of  the  two  fold*  behind  funi»  a  complete  mcMinlcTy.  Ir  the  Icinale, 
the  vaginn  and  uterus  lie  helwei-n  the  rectum  ntui  (he  blnddtr.  and  these,  with  (he  l-'allo]>ian 
lutfCH  ;tnd  'jvarien,  niny  uaually  be  readily  palpated  with  the  finger  in  the  IwwcJ. 

The  peculiarities  of  the  blood-supply  will  be  considered  when  deatinf;  with  the  wbject 
of  hcTOorrlioid*, 

The  skin  alxiiit  thi?  anus  is  ihin,  dt?Iie3l<',  pignienled,  nnd  ihmwn  into  riuUating  fnhllt  by 
the  Ionic  coniniclinn  of  the  cxlernAl  tphincicr.  It  is  Abundantly  supplied  with  nerrei,  aod 
ihc  exquisite  piinfulne^  of  uk-ers  and  fiviures  of  the  part  i--  thus  explained.  Ar  iinpnrtnot 
landmark,  which,  however,  is  not  alik-nys  well  nuirkc<I.  is  a  fine  white  hnc  (Hilt^^ri'st  at  the 
juiK'lioii  nf  the  skin  and  niucou>  mnuhrane,  corresiiondinK  closely  also  lo  the  iniervml 
belwern  ihr  internal  and  exlemal   sphincters. 

ConjCealtjU  MatformatlotM. — Tlic  rectum  i;^  formed  from  the  hinder  part  of  the  primi- 
livc  Rill  nf  the  fetus,  nnd  is  ihorefore  developed  from  hypobl.isl  and  me«ohla«t.  It  i*  further 
cum|ilicntril  by  the  dcvclopmeut  of  ihe  allanlois,  which  buds  out  from  its  anicriur  surface  as 
a  hollow,  tinger-like  pnicess,  th(>  praximal  (turtlon  of  which  subaeciuenily  become*  the  urinary 
bladder. 

The  anus,  on  the  contrary,  it.  prtNlucnl  by  an  invnginntiim  of  ihc  epihla^.  railed  the 
proctotleum,  which,  as  develo|>ment  proceed*,  joins  the  hind-gut  by  an  aliwrpliun  of  the 
inlenenJnn  septum.  The  extrmnl  opening  Ihu*  produced  is  relatively  large,  elot^aied 
from  hrfnre  hackwnrd,  and  is  really  a  cloaca— 4hat  i».  it  i»  coiiiim>n  t"  the  oliracntary  Inct 
and  the  genital  und  uriuary  organs.  In  the  male,  this  cloacn  becomes  divided  by  the  fnnon 
of  oepu.  which  ktow  in  iron)  the  sides,  into  a  smaller  anterior  lube,  the  urethra,  which 
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■Ih*  recdvM  the  g^U^  ducts,  and  n  Inn^  posiertor  canal,  lti«  anuA.  The  Tnedlnn  fu«ion 
of  llicM  lateral  *epla  also-  fonns  ihc  perineum,  the  scrotum,  and  liic  inrcrior  wall  of  the 
pcnU  and  urvlhra.  In  Ihir  female,  ^umilar  lateral  tc^xx  %t|KtTiile  the  anu«  Ttom  ihe  utrrut 
and  vagina,  Ihe  urelhra  being  formed  simply  from  a  nanowinu  ami  slight  elongation  of  the 
allanioid  {irdicle. 

It  follows,  then,  th.it  an  interruption  or  failure  of  thi-s  tltn^clopmcntal 
process  at  any  point  may  result  in  a  corresponding  malformation.  Of 
these,  the  following  are  the  most  important:  1.  Anat  cul-de-sac  antj 
himl-gut  both  dcvcIoix;d,  but  with  f;iihire  of  ahsorjition  r>f  the  septum, 
2,  Anal  ciil-(le-s;ic  iieveIo|ie<!.  but  iniperfect  developmeiil  of  the  hind- 
gut,  so  that  several  inches  of  dense  tissue  may  separate  the  t\vo.  5. 
The  anus  may  not  be  developed,  in  which  case  the  hind-gut  (o)  ends 
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FlCi.  »73. — MaUormalifm  of  anus.  Enicrodeum  (hind-gut)  continued  as  a  Inpcnng,  tor- 
luous  lul>e  (J)  alung  the  raphe  of  ihe  xcroiuin.  and  ending  by  a  miiuuit  uputln^  t'l  din* 
charging  meconium  near  Ihe  end  of  the  petib;  t,  Aoa)  deprenion — impcTforatc. 

blindly  ;  {l>)  (>|>ens  ujjon  some  [Kirt  of  the  perineum,  scrotum  (Fig.  273), 
or  by  a  narrow  canal  at  the  end  of  the  penis;  (<)  opens  into  the  urethra 
or  bladder  in  the  male,  or  the  vajjtna — rarely  the  uterus  (Croft) — in  the 
female. 

Symptoms  and  Dta^^ttosis. — The  symptoms  of  these  conditions 
always  make  themselves  apparent  s<>on  after  birth  ;  thmij^'h  if  the  anus 
be  well  formed,  absence  rif  the  escajie  i»f  niecnniuni  may  be  set  down 
to  consti|Kition ;  while  if  there  is  a  fistulous  (i[icni:iy  through  the  vagina. 
the  true  condition  may  not  btr  tliscovered  for  some  time.  Where  no 
fistulous  ojiening  exists,  vomiting  and  colicky  pains  arc  frequently 
present,  and  an  unhealthy,  icteric  hue  quickly  develops.  The  escape  of 
meconium  by  the  urethra  or  from  the  vagina  speedily  cstablislies  a 
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diagnosis;  though  it  is  not  by  any  means  easy  to  leam  at  what  point  in 

the  canal  the  fistulous  communication  has  occurred.  When  no  feces 
have  passed  within  a  reasonable  time  after  birth  a  careful  digital  exam- 
ination of  the  anal  rcjjion  should  be  made  without  delay. 

TreafifUNi. — When  obstnictinn  is  complete,  it  is  obvious  that  the 
prognosis  is  hopeless  without  Djx-nitive  trcatnit-nt  of  some  kind.  As  a 
rule,  also,  tlie  simplest  and  least  severe  o|X'ralion  is  the  best.  The 
writer  lost  2  app;irently  favorable  cases  from  hemorrhage,  due  to  the 
Icteric  condition  of  the  blood,  after  simply  dividing  a  thin  septum. 

If  the  septum  is  thin,  a  ver>-  small  opening  should  be  made  at  first 
This  may  be  dilated  after  the  child  has  acquired  more  strength.  Jf  the 
hind-giit  does  not  reach  nearly  to  the  anus,  a  more  extensive  dissection 
will  be  necessary;  and  if  this  is  not  successful,  no  time  should  be  lost 
in  [iK-Tforming  an  inguinal  or  lumbar  cololomy. 

When,  owing  to  a  free  discliai^c  through  a  fistulous  opening,  there 
is  no  great  urgency,  all  plastic  operations  should  be  delayed  until  the 
child  has  acquired  strength  and  endurance. 

Forelgrn  Bodies. — <^^  ronrign  tKKlics  lUat  reach  the  rrctam  hy  deicent  (hiuiigb  the 
■  litnrtitafy  cnnal,  iiiiuill  tiont-s  uf  ttsh  and  gniiiL-  nrc  [|ir  most  rri^jufiil.  (tall'Monrjk,  eotem- 
lilhs,  •nd  ihc  multifarious  bodies  time  may  be  swallowed  by  lunatics  arc  Tclauvcly  rare  If 
ui«hv:nvcTril  or  in^lcclwl,  ihey  l'r«?*iuciillYgivc  rinr  In  ]Kun  nn  lirfccation.  liMitlr,  or  tislulous 
cutninutiiL^Ciou  t)cCw«cn  Uic  rectum  and  ragina  or  btuddcr.  Aiiiuiig  fi>rcii;"  bodic*  iiitrv- 
duccil  fnim  bcluw  nrv  ihom  which  ctiter  a*  the  iv*uU  »(  accident,  and  (hwsc  which  arr 
introduced  fn>m  inorbid  moiivc*  byhiiwOcs  and  others.  Their  effects  arc  serioii.'>  in  propor- 
tian  (u  iheir  size  and  nature,  and  the  IrcrLitmcnt  must  be  cunduclcd  in  accordance  with  gen- 
enl  surgical  principles. 

Injnries  of  the  Rectum  and  Anus. — The  rectum  is  occasionally 

injured  by  severe  crushing  fractures  of  the  pelvis;  but  much  the  most 
common  cause  is  the  violence  of  foreign  bodies  acting  through  the  anus 
or  perineum,  as  in  a  case  seen  by  the  writer,  in  which  the  pole  of  a 
wagon  passed  through  the  anus  and  perineinii  of  a  boy.  entered  the 
peritoneum,  and  permitted  immediate  prolapse  of  the  intestines,  with  a 
rapidly  fatal  result.  Impalement  upon  picket-fences  or  stumps  of  tret!s 
in  falling  from  a  height,  or  violence  from  perforating  bodies  of  any  kind 
through  the  anus  or  perineum,  produces  dreadful  injuries  which  fre- 
quently tend  to  a  fatal  issue  despite  the  best  efforts  of  the  stii^eon. 
Apart  from  the  immediate  dangers  from  shock  and  hemorrhage,  which 
arc  not  inconsiderable,  the  most  threatening  features  arc  the  occurrence 
of  septic  cellulitis  with  sloughing  in  the  pelvis,  and  septic  peritonitis. 

I.nw  fntal,  lliiiu)^li  siiU  ^riiiUA,  are  inJMrte<i  prodiited  hy  rupture  or  sluu^hin);  rram  prcsi- 
ore  during  childbirth-  Sui^ical  procedures,  such  as  the  distention  of  a  Pclctscn's  bag  io 
the  rectum  during  supmjiubiir  cvNtnlitiny,  Khe  introductiuii  of  Duvy'K  lever  bi  arrest  hnnor- 
rbage  during  umpiiliitiDn  iit  the  liip-jniiil,  the  parting  of  bougies  or  the  Tts:tal  lube,  acci> 
dental  wounding  '>f  die  rectum  during  lilUutumy.  ihc  unvkilfui  ailminii>lniliun  of  encmala, 
the  injudicious  introduction  of  the  hand  in  makini;  rectal  examinations,  have  oil  prodoced 
disastrous  and  frcquentL^  faUl  result*. 

Diagnosis. — ^The  diagnosis  can  be  difficult  in  those  cases  only  in 
which  the  injuring  body  has  passed  through  the  anus.  leaving  it  intact, 
and  exix;nded  its  violence  upon  the  walls  of  the  rectum  higher  up. 
Usually  there  is  a  great  deal  of  shock,  and,  though  some  blood  will 
generally  escape  from  the  anu.s,  it  must  be  borne  in  mind  that  large 
quantities  of  blood  may  be  effused  into  the  cellular  tissue,  the  Uimcn  of 
the  bowel,  or  the  peritoneal  cavity  when  that  is  involved.     Examination 
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should  be  conducted  in  a  strong  light,  with  a  wide  speculum,  and  with 
the  patient  under  anesthesia.  The  knee-chest  or  the  Trendelenburg 
positiun  would  be  favorable  were  it  not  for  the  danger  that  in  case  of 
wound  of  the  pcrittmeum  feces,  blood,  or  foreign  mattt-r  might  be  sucked 
or  punipetl  into  that  cavitj'. 

Treatment. — The  treatment  will  depend  upon  the  extent  and  char- 
acter of  the  wound,  and  it  requires  the  exercise  of  great  judgment  on 
the  part  of  the  surgeon.  The  dangers  of  septic  cellulitis  and  peritonitis 
are  to  be  borne  in  mind,  and  measures  tiken  accordingly.  The  patient 
should  be  anesthetized,  the  edges  of  the  wound  held  iipart.  and  all 
bleeding  points  secured.  All  feces,  blood,  and  foreign  matter  should 
then  be  wiped  away,  or  removed  by  means  of  a  copious,  but  not  forcible, 
stream  of  antiseptic  fluid.  The  surgeon  .should  then  endeavor  to  ascer- 
tain the  exact  extent  of  the  wounds,  and  in  order  to  do  so  it  is  quite 
justifiable  to  enlarge  the  skin  wound  if  neccssarj'.  If  the  peritoneum 
is  lorn  but  slightly,  and  there  is  good  reason  to  believe  that  no  foreign 
materijil  has  entered  the  ca\^t>^  it  may  be  stitched  up  either  with  or 
without  drainage,  according  to  the  discretion  of  the  operator.  If  the 
wound  is  more  extensive  and  complicated  with  the  introduction  of  for- 
eign matter,  it  is  appropriate  to  open  the  cavity  above  the  pubes,  make 
a  thorough  cleansing,  and  establish  adequate  drainage  through  one  or 
both  wounds.  Whenever  possible,  it  is  certainly  advisable  to  stitch  up 
the  bowel  by  two  or  three  rows  of  silk  or  catgut  sutures,  paying  special 
attention  to  the  apposition  of  the  sphincters,  and  endeavor  to  secure 
healing  by  first  intention.  Free  drainage  of  the  perirectal  tissues  should 
be  provided  by  packing  the  whole  wound  lightly  with  iodoform  gauze. 
The  dangers  of  spreading  celluliti.s  would  be  thus  minimized,  and  the 
wound  will  heal  well  by  granulation. 

It  is  impossible  to  insist  loo  strongly  upon  the  mechanical  as  well  as 
the  chemical  disinfection  of  these  wounds  ;  and  it  must  by  no  means  be 
taken  for  granted  that  because  the  injur)'  is  connected  with  the  rectum 
it  is  impossible  to  maintain  asepsis  in  the  healing  of  the  wound.  It  is 
quite  true  that  the  effort  will  frequently  fail,  but  no  harm  and  much 
good  will  result  from  the  attempt. 

The  dressing  and  after-treatment  are  important.  Thorough  drainage 
must  be  secured,  even  at  the  expense  q{  a  slow  healing  of  the  xvound. 
Iodoform  in  moderate  quantities  may  be  rubbed  into  the  wound  and 
gausw  drains  inserted.  If  it  is  thought  advis;iblc  to  pack  the  rectum 
with  anliscplic  gauze,,  a  fair-sized  nibber  tube  should  be  placed  at 
the  side  of  the  bowel  opposite  the  wound,  in  such  a  way  as  to  con- 
duct gas  from  the  bowel  above  to  the  anus.  This  will  add  greatl)'  to 
the  comfort  of  the  patient.  Opium  should  then  be  given  to  lock  up 
the  bowels,  so  as  to  leave  the  parts  imdisturbed  during  tlic  first  few 
days  of  healing.  Indeed,  one  can  conceive  of  cases  in  which  a  tempo- 
rary inguinal  cololomy  would  not  only  be  admissible,  but  would  add 
materially  to  the  chances  of  recover)'. 

Abscess  in  connection  with  the  anus  and  the  rectum  may  com- 
mence m  any  of  the  following  situations:  1.  In  the  skin  adjacent  to  the 
anus,  in  connection  with  a  hair-follicle,  or  as  an  infecti\'C  process  con- 
nected uith  a  small  ulcer  or  fissure  of  the  anus.  2.  Just  beneath  the 
mucous  membrane  of  the  anal  canal  at  its  upper  part — "anal  abscess." 
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3.  Deeply  in  the  ischiorectal  fossa.  The  first  variety  is  usually  merely 
a  furuncle  which  ruptures  externally,  or  is  Uiiiced  and  closes  without 
leaWng  any  fistula.  Jf  neglected,  however,  or  if  the  skin  is  unusually 
dense,  the  abscess  in;iy  spread  deeply,  so  as  to  occupy  the  ischiorectal 
fossa,  and  denude  the  rectum  widely.  For  this  reason  it  is  ini{x:rativc 
to  lay  o|X'n  the  suppurating  focus  as  soon  as  discovered. 

The  second  variety',  or  anal  abscess,  constitutes^,  according  to  Krich- 
sen,  the  most  common  cause  of  fistula  in  ano.  It  may  originate  from 
the  irritation  or  impaction  of  a  fish-bone  or  other  undigested  substance, 
or  may  be  tlie  result  of  suppuratinii  beneath  an  inllarned  i>i!e.  In  some 
instances  it  is  tubercular  in  oriyin.  It  frequently  ruptures  both  inter- 
nally and  externally,  leaving  a  thin-walleti  fistula  which  refuses  to  heal 
until  slit  up  and  scra|>ed  or  packed  with  iodoform  gauze. 

Much  the  most  .serious  foiTn  is  the  tschiorfcial  abscess  proper,  Tlus 
occurs  in  the  acute  form  and  as  a  very  chronic  process.  Hoth  forms 
occur  mo.st  frequently  in  thnse  who  are  of  feeble  constitution,  or  whose 
resisting  power  has  been  lowered  by  disease. 

Acute  ischiorectal  aliscess  may  arise  as  the  result  of  a  blow  or  kick 
in  the  perineum  ;  e-\pi)surt;  to  cnld  and  wet,  :is  in  silling  ujwn  damp 
grass  or  a  stone  after  aclive  exercise  ;  or  from  ix-rforatlon  by  a  foreign 
bwly  from  within  the  rectum. 

The  symptoms  arc  very  acute  and  painful  in  character.  The  pain  is 
stahhinp  or  throbbint^.  deep-.seated,  and  greatly  incrca.sed  on  movement 
and  on  defecation.  On  examination,  a  hard,  brawny  swelling  is  discov- 
ered at  one  side  of  the  anus.  It  may  be  red  or  dusky  m  color,  and  may 
pit  on  pressure.  The  finger  passed  into  the  anus  discovers  the  canal 
encroached  uyton  by  the  abscess,  which  ofteii  bulges  beyond  the  median 
line  anil  gives  the  lumen  of  the  bowel  a  cre.scentic  sha[>e.  Usually  the 
abscess  is  limited  to  the  lateral  aspect  of  the  pelvis ;  but  if  neglected,  it 
may  dissect  around  both  in  front  and  behind  the  rectum  and  reach  the 
opposite  fossa.  If  left  untreated,  it  tends  to  rupture  both  internally  and 
externally.  The  external  opening  may  be  at  some  distance  from  the 
anus,  but  the  internal  opening  in  the  majority  of  cases  is  between  the 
internal  and  external  sphincters,  just  within  the  anus.  Tliis  is  doubtless 
explained  by  the  deii.sity  and  resistance  nf  the  anal  and  rectovesical 
fascia;,  which  blent!  with  the  bowel-wall  just  above  this  point. 

Treatment. — It  is  obvious  that  early  incision  is  necessary  to  prevent 
extensive  loss  of  areolar  tissue  and  wide  denudation  of  the  rectum.  The 
patient  shoidd  be  anesthetized  and  an  incision  made  from  before  back- 
ward the  whole  length  nf  the  abscess.  The  pus  which  escapes  will  be 
mi-xcd  with  .sloughs  and  will  have  a  distinctly  fecal  odor.  The  finger 
should  now  be  inserted  and  used  as  a  curet  to  remove  all  the  sloughs 
from  the  walls  as  cleanly  as  possible,  the  mechanical  cleansing  being 
completed  by  swabbing  with  iodoform  gauze  soaked  in  carbolic  acid 
(1  :  20).  The  bleeding  will  be  very  free  at  first,  but  it  is  easily  controlled 
by  packing  with  iodoform  gauze.  A  perineal  bandage  over  a  bulky 
absorbent  dressing  is  then  applied,  and  the  wound  left  undisturbed  for 
thirty-six  or  forty-eight  hours.  When  the  jiacking  is  removed  the 
wound  will  generally  be  found  to  be  clean ;  but  if  any  pus  be  present, 
it  may  be  wiped  out  or  irrigated  away,  and  a  small  quantity  of  gauce 
placed  lightly  in  the  wound.     It  will  usually  be  found  thaX  the  walls  of 
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the  abscess  collapse  and  become  adherent  in  a  very  short  time ;  and 
if  pains  are  taken  to  keep  the  external  wound  widely  open,  so  as  to 
allow  perfect  drainage,  complete  heaUng  without  a  fistula  will  usually 
occur. 

Chronic  Ischiurectal  Abscess. — As  the  term  implies,  this  form  dififers 
from  the  acute  in  being  Jess  virulent  in  its  symptoms;  but  it  is  really  the 
more  serious  coiulitinii  of  the  two.  since  its  ultimate  result  is  generally 
less  satisfaclorj'.  The  causes  are  similar  to  thi>sc  of  the  acute  form,  but, 
in  addition,  the  patient  is  usually  of  a  strumous  or-tubcrciilar  constitu- 
tion, and  in  many  instances  tlic  abscess  may  be  the  direct  result  oi  tuber- 
cular disease  of  the  rectum.  Abscesses  of  this  class  not  rarely  attain  a 
considerable  size  without  attracting  the  notice  of  the  patient,  and  tlie 
first  symptom  to  attract  his  attention  may  be  the  escape  of  pus  from  the 
bowel  or  through  an  t-xtenial  o{K;ning.  The  physical  signs  are  similar 
to  those  prest;nt  in  tlie  acute  form,  with  the  exception  that  narrow,  indu- 
ratetl  sinuses  may  extend  across  to  the  opposite  side,  outward  upon  the 
buttocks,  forward  to  the  perineum  or  scrotum,  or  backward  over  the 
coccyx  and  sacrum.  Sometimes  several  openings  may  form  in  these 
situations,  as  well  as  one  or  more  openings  into  the  bowel.  When  the 
abscess,  after  evacuation,  has  dwindled  to  a  sinus,  these  ojienings  form 
the  variety  kiiown  as  Iwrscsiioe  JisiNhe. 

Tnatmcnl. — The  princijiles  of  treatment  are  the  same  as  those  laid 
down  for  the  acute  form,  but  great  care  must  be  taken  to  follow  up  all 
the  sinuses,  laying  them  freely  open,  and  scraping  their  indurated  walls 
vigorously  with  a  sharp  Volkmann's  spoon.  Should  one  or  more  of 
these  sinuses  lead  into  the  bowel,  it  will  be  necessarj-  to  divide  the 
sphincter;  but  this  should  only  be  tlone  at  one  point,  lest  incontinence 
of  feces  result.  L'sually  by  scraping  out  the  remaining  •iinuscs,  the  rest 
secured  by  a  single  di\'ision  of  the  sphincter  will  be  sufficient  to  insure 
healing.  The  operation  of  scraping  and  packing  may  require  to  be 
repeated  in  obstinate  cases. 

Fistula  in  Alio. — This  condition  usually  results  from  neglect  in  the 
treatment  of  one  of  the  preceding  maladies.  When  an  anal  or  an  ischio- 
rectal ab-sccss  ruptures  spontaneously  the  patient  cxix-ricnces  such  a 
sense  of  relief  that  he  fondly  imagines  he  is 
at  an  end  of  his  trouble,  and  consequently 
neglects  seeking  surgical  aid  until  the  abscess 
evacuates  itself  and  dwindles  to  a  mere  sinus, 
with  one  or  more  openings  in  the  skin,  in 
the  bowel,  or  in  both.  A  precisely  similar 
result  follows  inadequate  treatment  on  the 
part  of  the  surgeon,  or.  in  tubercular  cases, 
may  follow  despite  his  most  skilful  care. 

The  varieties  usually  described  are:  1. 
The  complete  or  true  fistula  (pipe)  (Kig.  275, 
A)  with  two  o]>enJngs,  one  on  the  skin  and 
the  other  into  the  lumen  of  the  bowel.  This 
variety  may  have  numerous  lateral  tiPfsets, 
which   in  turn  may  terminate  in  openings 

either  intcrnalK-  or  externally  (horseshoe  fistul^e)  (Fig.  274.  /J).  2.  TIk 
Wind  internal  fistula  (Fig.  276.  C) — really  a  sinus  having  an  internal  but 
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no  external  opening.     3.  The  blind  external  fistula  (Fig.  276,  li),  u-liich 
is  the  converse  of  the  preceding. 

For  reasons  explained  when  speaking  of  abscess,  the  internal  opening 
is  usually  (90  per  cent,  of  cjLses,  Allingliam)  a  short  distance  within  the 
anus,  between  the  internal  and  external  sphincters  (Kig.  275).  Si.mietimes 
the  sinus  a|)])roache>  the  lumen  of  the  lM>wel  at  this  puint.and  then  dis- 
sects U])ward  beneath  the  mucous  membrane,  wliicli  it  perforates  at  a 
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considerably  higher  level.  More  rarely,  the  abscess  strikes  inward  high 
up  in  the  fossa,  [xrrforates  the  rectovesical  fascia  and  levator  ani  muscle, 
and  enters  the  bowel  above  the  internal  sphincter  (l-'ig.  2j^,A'\  This  con- 
stitutes the  most  seriou.<;  form  of  fistula.  The  external  o]x:ning  is  usually 
situated  a  ^hort  distance  from  the  anus.  It  may  be  extremely  .small, and 
appear  as  a  small  area  of  granulations  at  the  apex  of  a  diminutive  pyra- 
mid near  the  anal  orifice.     Oti  pressing  the  base  of  tins  a  drop  of  pus 
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may  exude.  In  other  instances  the  opening  is  easily  detected,  and  may 
be  seated  from  2  to  5  inches,  or  even  farther,  from  the  anus,  in  almost  any 
direction.  Frequently  an  indurated  cord  can  be  felt  running  from  the 
external  opening  toward  the  bowel, 

Symptoms. —  The  symptoms  may  var>'  greatly  with  the  extent  and 
variety  of  the  fistula,  A  small  blind  external  fistula  may  give  rise  to 
but  little  pain  or  discomfort,  the  patient's  chief  annoyance  being  from 
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the  irritation  and  discomfort  produced  by  the  intermittent  discharge  of 
a  small  quantity  of  pus. 

In  the  blind  internal  fistula  the  symptoms  arc  frequently  intermittent 
in  chanictcr,  the  attitcks  bring  due  to  ladgcmenl  nf  feces  in  the  mouth 
of  the  sinus,  or  an  accumulnliim  of  pus  due  to  |>artEal  closure.  Relief 
is  accompanied  by  a  more  or  less  copious  discharge  of  pus,  which  may 
escape  from  the  anus  in  the  act  of  defecation. 

In  the  complete  form  the  symptoms  are  more  constant,  and  consist 
of  pain  on  defecation,  moisture  about  the  anus  due  to  discharge  of  pus 
or  liquid  feces,  itching  and  irritatiun.  with  sometimes  a  sijasmodic  and 
painful  condition  of  llic  sphrticters.  On  examination,  more  or  less 
induration  is  generally  prcst-nt  in  the  jjcrincal  region.  Probing  should 
be  carried  out  with  a  blunt  flexible  instrument  and  with  a  very  light 
hand,  so  that  the  probe,  bent  as  may  be  required,  may  find  its  ow  n  way 
along  the  sinuses.  The  finger  should  not  be  inserted  within  the  anus 
until  the  probe  has  almost  rcaelied  the  mucous  membrane,  lest  its  prog- 
ress be  arrested  by  spasmodic  contraction  of  the  sphincters. 

Treatment. — The  princi|xil  reason  why  listtila  refuses  to  heal  with- 
out ojx-rativc  treatment  is  that  tlie  involved  tissues,  at  every*  act  of 
defecation  and  at  frequent  intervals  between,  arc  in  movement  by  the 
contractions  of  the  external  sphincter,  the  levator  ani.  and  the  intnn.sic 
muscles  of  tlic  bowel  itself.  The  external  sphincter,  through  its  attach- 
ment to  the  skin,  draws  the  wall  of  the  sinus  in  one  direction,  while  the 
other  muscles  act  by  exerting  traction  in  its  iip[K.'r  limitations  Conse- 
quently, to  give  the  necessary-  rest  to  the  diseased  area,  it  becomes  nec- 
essary in  all  except  perhaps  the  most  superficial  cases  to  divide  the 
external  sphincter  by  laying  open  the  whole  sinus  between  its  internal 
and  external  openings.  This  should  generally  be  done  while  the 
patient  is  under  full  anesthesia,  othenvise  the  lateral  offset,  if  any.  which 
should  also  be  laid  open,  may  esca|xr  recognition.  The  usual  method, 
and  perha]»s  the  best  one.  of  accomplishing  this  is  to  pass  a  grooved 
director  along  the  fistula  from  the  external  o|K;ning  into  the  bowel, 
seize  this  end  by  the  finger  introduced  ft-rotimu,  draw  it  down,  and  cut 
the  included  tissues  with  a  sharp,  cun'cd  bistour>*  passed  along  the 
groove.  Care  should  be  taken  to  make  the  cut  of  the  skin  and  sphinc- 
ter at  right  angles  to  the  surface,  otlterwise  a  valvular  flap  is  formed, 
which  does  not  leave  a  smooth  scar  in  healing.  It  is  important,  for  fear 
of  incontinence,  not  t()  divide  the  sphincter  in  more  than  one  place. 
Consequently,  in  horseshoe  •fistula?  and  in  those  with  Literal  ramifica- 
tions considerable  cutting  of  the  skin  must  be  done  without  hesitation. 
In  blind  external  fistula,  in  which  the  sinus  reaches  nearly  to  the  bowel, 
the  director  must  be  forced  through  and  the  section  completed  in  the 
same  way;  while  in  blind  internal  fistula  the  inner  oiM.-ning  must  be 
followed  outward  and  the  skin-cut  extended  to  the  farthest  extremity 
of  the  sinus.  When  the  internal  opening  is  high  up  in  the  rectum, 
above  the  internal  sphincter,  as  in  some  cases  following  ischiorectal  or 
pelvirectal  abscess,  the  trauraati.sm  is  vcr>'  considerable,  and  much  bleed- 
ing may  occur.  After  making  the  incision  the  whole  sinus  should  be 
carefully  cleansed,  using  forcible  scraping  with  Volkniann's  spoon  in 
old  cases  if  necessar>'.  Iodoform  may  then  be  rubbed  in,  the  whole 
wound  packed  with  iodoform  gauze,  and,  after  inserting  a  suppository 


SI2 


tffTBRNATtOffAt    TEXTBOOK  OF  SURGEftY. 


containing  ifxlofomi  gr.  lo  and  murpli.  sulpli.  gr.  \.  a  large,  clastic, 
absorbent  dressing  ^liouUl  Ijt  secured  in  pusition  by  a  T-bandagc.  It 
is  important  to  see  that  all  blt»:ding  points  are  secured  before  the  dress- 
ings are  applied,  otherwise  troublesome  and  even  dangerous  hemor- 
rhage may  come  on  as  tlic  heart  reacts  after  the  anesthesia. 

The  pn;judice  that  was  formerly  felt  against  ojx-raiiun  hi  tubercular 
cases  does  not  prevail  at  tlle  present  day.  most  niitliorities  agreeing  that, 
except  in  the  last  st^es  of  phthisis,  considerable  relief,  if  not  absolute 
cure,  may  result  from  operation. 

In  long-standing  cases,  where  a  very  long  and  fistulous  tract  with 
dense  fibrous  walls  exists,  the  author  has  liad  very  satisfactory  results 
from  the  old  operation  of  dissecting  out  the  whole  tract  and  inserting 
deep  sutures,  so  as  to  draw  the  whole  of  the  deep  surfaces  of  the  wound 
together.  Much  care  must  be  exercised  tn  secure  verj'  accurate  coap- 
tation at  the  rectal  eiul  of  the  sinus  ;  and,  f>f  course,  perfect  asc*psis 
is  essential  to  success.  When  this  plan  does  succecfd  much  time  is 
saved  lo  the  patient;  but  if  suppuration  occurs  the  stitches  must  be 
removed,  and  healing  must  then  take  place  by  granulation  in  the  usual 
way. 

Irritable  TTlcer  and  Fissure  of  the  Anus. — These  alTeetions  are 
serious  and  p;unfu]  out  uf  all  pn»pt)rtjiiii  tu  ihuir  size,  am!  they  are  con- 
sidered together  because  they  are  frequently  found  associated  in  practice. 
The  condition  occurs  most  frequently  in  women,  though  it  is  not  rare 
in  men,' and  maybe  found  even  in  verj' young  children. 

Tht:  Jissurt- is  usually  found  just  witliin  the  anus,  extending  upward 
from  the  junction  of  tlu^  skin  antl  tntictuis  membrane  lowaril  the  upper 
part  of  the  aims,  and  frerjuently.  though  by  no  means  always,  termi- 
nating in  a  club-shaped  extremity  that  has  the  appearance  of  an  ulcer. 
It  is  generally  found  between  two  folds  of  mucous  membrane,  and  on 
its  lower  extremity  there  is  frequently  present  a  small  red  pile,  some- 
times known  as  a  "sentinel"  pile.  It  extends  mercty  through  the 
mucous  membrane,  and,  if  i-ecent,  has  a  thin  rt-tl  tjixse;  but  if  of  long 
standing,  the  base  may  be  indurated  and  thickened.  On  examination 
with  a  probe,  frequently  there  will  be  found  one  or  two  excessively 
painful  spots.  These  indicate  situations  in  which  ulceration  has  laid 
bare  the  sensitive  and  delicate  nerve- filaments  which  arc  distributed  so 
freely  to  the  mucous  membrane  at  this  [>art.  The  fissure  is  usually 
single  and  placetl  posteriorly ;  but  there  may  be  two  or  even  more 
distributed  around  the  anal  circumference.  , 

The  painful,  irritahU  u/tt't  spoken  of  above  really  differs  but  little  in 
its  causation  and  its  pathological  character  from  the  fissure.  It  is.how- 
ewr,  usually  situated  at  a  higher  level,  just  where  the  anus  expands 
into  the  ampulla  of  tlie  rectum.  It  also  usually  has  a  dorsal  situation. 
and  is  rounded,  with  slightly  indurated  base  and  edges.  It  is  generally 
very  small;  but  in  old  ca.ses  it  may  be  as  large  as  a  sixpence.  On 
examining  tlie  ulcer,  there  is  somelinics  fnunti  a  small  polypoid  growth 
hanging  from  the  mucous  membrane  above  and  pressing  against  the 
base  of  tlie  ulcer. 

The  origin  of  these  conditions  is  usually  traumatic,  being  caused  by 
scratching  or  excoriation  of  the  mucous  membrane  by  hardened  feces. 
Very  frequently  there  is  a  spasmodic  condition  of  the  anus  present. 
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with  a  hypcrtrophied,  indurated  condition  of  the  sphincters.  Some- 
times there  is  a  congenital  narrowing  of  the  anal  orifice. 

Symptoms. — The  most  marked  symptom  is  excruciating  pain  during 
defecation  and  persisting  for  some  hours  afterward.  This  is  associated 
with  imconirollable  spasm  of  the  sphincter,  which  adds  greatly  to  the 
agony  of  the  patient.  The  pain  is  of  an  unusual  character,  and  is  felt 
not  only  in  tlie  anu.s  and  perineum,  but  at  the  sacro-iliac  synchondro- 
ses,  radiating  thence  down  the  inner  side  and  back  of  tJic  thighs.  The 
feces,  if  hard,  may  sometimes  be  found  streaked  with  blood,  and  occa- 
sionally mucus  is  passed  with  the  motion,  covering  its  external  surface. 
The  pain  caused  by  defecation  induces  the  patient  to  postpone  the  act 
as  long  as  possible,  and  this  leads  to  constipation,  which  in  turn  reacts 
unfavorably  upon  the  pathological  condition.  Thus  the  general  health 
of  the  patient  suffers,  and  the  worrying,  pain,  and  anxietj'  soon  produce 
a  very  marked  deterioration  of  health.  In  women  the  pains  simulate 
those  caused  by  uterine  disease ;  and  in  men  reflex  irritation  of  the 
prostate  somctinics  leads  to  difficulty  of  urination  and  seminal  losses. 

Treatment. — When  the  fissure  or  ulcer  is  not  of  long  standing  and 
is  not  kept  from  licaling  by  mechanical  irritation,  as  from  the  presence 
of  a  small  polypus  or  pile,  palliative  treatment  may  result  in  a  cure. 
The  feces  must  be  kept  in  a  solvible  condition  by  mean.s  of  mild  laxa- 
tives, as  confection  of  senna,  compound  licorice  powder,  etc.,  and  care 
must  be  taken  to  keep  the  part  clean.  The  local  application  of  an  oint- 
ment containing  cocain  may  greatly  lessen  the  suffering  during  defeca- 
tion. After  the  act  the  j^ait  should  be  sponged,  and  an  ointment  con- 
taining bismuth,  extract  of  belladonna,  zinc  oxid,  and  opium  or  cocain 
applied. 

In  more  serious  or  long-standing  cases  the  mild  operation  introduced 
by  Brodie,  of  dividing  to  the  extent  of  \  inch  the  muscle-fibers  of  the 
sphincter  immediately  in  the  base  of  the  ulcer,  may  be  performed  under 
cocain -anesthesia.  This  will  cure  the  great  majority  of  cases.  When 
the  fi.ssurcs  are  multiple  and  indurated,  with  thickened,  hypcrtrophied 
sphincters  or  congenital  smallness  of  the  anus,  the  author  is  strongly 
in  favor  of  a  systematic  <lilatation  uf  the  sphincter  under  full  suiesthesia. 
after  the  manner  of  Recamier.  This  should  not  be  done  in  a  sudden, 
forcible  manner,  but  very  gradually,  by  placing  the  thumbs  or  fingers 
within  the  bowel  uJujh  the  fissures,  stretching  in  one  direction  and  then 
in  another,  at  the  same  time  kneading  the  margins  of  the  anus  thor- 
oughly. Several  minutes  should  be  .spent  in  the  operation.  If  done  in 
this  way,  no  considerable  laceration  will  be  produced  and  no  inconti- 
nence will  result,  while  by  wholly  getting  rid  of  the  s|»iisiinidic  action 
of  the  sphincter  such  rest  is  obt;iined  thai  the  fissures  heal  rapidly. 
A  suppository  containing  j  grain  of  morphin  and  5  grains  of  iodo- 
form should  then  be  inserted.  Where  the  Eiuluration  i.s  vcr^'  great 
advantage  is  gained  by  scraping  thoroughly  with  Vnlkmann's  spoon,  or 
even  rcsortinj^  to  excision  of  the  whole  diseased  area. 

Hemorrhoids. — The  arterial  supply  of  the  upper  part  of  the  rec- 
tum is  derived  through  the  superior  hemorrhoidal  arler)*  from  the 
inferior  mesenteric,  while  that  to  the  middle  and  lower  portions  comes 
from  the  branches  of  the  internal  iliac.  The  arteries  perforate  the  mus- 
cular coats  at  various  levels,  and  on  reaching  the  submucous  area  pass 
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in  a  more  or  less  parallel  longitudinal  direction  toward  tlic  anus.  Thar 
latcnil  communications  arc  free,  while  near  the  anus  they  inosculate  to 
form  a  ver>'  rich  vascular  plexus.  The  veins  arisinfj  therefrom  form  a 
very  complex  interlacement  just  within  the  anus  (called  the  hemor- 
rhoidal plexus),  pursue  a  similar  loii^itudinal  course,  and  pass  at  vari- 
ous levels  throu^'h  buttonliole-like  opcninjj;s  in  the  muscular  walls,  the 
lower  ones  reaching  the  systemic  venous  circulation  as  the  inferior  and 
middle  hemorrhoidal  veins,  while  the  upjxir  ones,  as  the  su[»erior  hem- 
orrhoidal, empty  into  the  inferior  mesenteric  vein,  and  so  reach  the 
portal  circulation.  This  remote  connection  of  these  valvcless  veins  with 
the  portal  system  undoubtedly  explains  the  effect  of  derangement  of  the 
liver  in  producing;  attacks  of  piles,  liven  in  healthy  conditions  the 
veins,  beinj;  unprovided  with  valves,  arc  severely  taxed  to  maintain  the 
weight  of  the  long  column  of  blood  reaching  to  the  liver,  while  any 
obstruction  in  that  oi^an  adds  enormously  to  the  tension  to  which  their 
walls  are  subjected.  The  erect  posture  of  the  human  body  is  unques- 
tionably also  a  reason  why  hemorrhoids  arc  so  extremely  common  in 
man,  while  almost  unknown  among  the  lower  animals,  in  which  the 
rectum  has  a  horizontal  direction. 

Etiology. — -Hemorrhoids,  or  piles,  have  their  origin  in  a  diseased  or 
weakened  condition  of  the  veins  at  the  lower  end  of  the  rectum.  These 
vessels  become  dilated  ami  varicose,  and  at  the  same  time  increase  in 
length;  but  these  conditions  maybe  present  for  a  considerable  time 
without  givinf^  rise  to  any  very  well-marked  symptoms.  An  "attack 
of  piles  "  occurs,  however,  when  a  phlebitis  is  induced  in  these  unhealthy 
veins  as  the  result  of  constipation,  exposure  to  wet  and  cold,  prolonged 
violent  exercise,  overindulgence  in  eating,  drinking,  or  smoking,  and 
other  similar  causes.  When  inllammation  occurs  in  the  walls  of  the 
vein,  the  vessel  loses  its  lone,  its  muscular  walls  become  paralyzed,  and 
it  becomes  greatly  dilated  at  certain  points,  Thrombosis  then  occurs. 
usually  at  the  lower  part  first ;  but  the  clotting  may  extend  into  the 
longitudinal  veins  in  the  columns  of  Morgagiii  above  the  sphincter. 
This  condition  is.  of  course,  exceedingly  painful,  and  gives  rise  to  the 
classic  symptoms  of  hemorrhoids,  which  will  be  given  presently.  It 
must  not  be  understood,  however,  that  a  pile  is  merely  the  inflamma- 
tion and  dilatation  of  one  vein.  Usually  in  a  single  pile  there  is  a  con- 
geries of  varicose  veins — some  more  dilated  than  others — together  with 
increased  arterial  supply  and  proliferation  and  edema  of  the  connective 
tissue  of  the  submucous  coat.  Thus  a  pile  is  a  real  tumor,  whose  for- 
mation depends  upon  the  initial  disease  in  the  veins.  In  old  and 
neglected  cases,  indeed,  the  venous  character  of  the  tumor  ceases  to  be 
a  prominent  feature,  and  the  mass  becomes  a  fibrosed  and  indurated 
tumor  of  submucous  tissue  covered  partly  with  skin  and  partly  with 
mucous  membrane.     These  are  sometimes  called  "  fleshy  piles." 

Classification. — Tlie  time-honored  division  of  piles  into  those  mainly 
outside  the  grasp  of  the  sphincter  muscles — fxtcntal piUs  (Pig.  277,  ^)— 
and  those  mainly  within  the  bowel — internal  piles  {^\^.  27  j,  a) — cannot. 
for  clinical  purposes  at  least,  be  improved  upon.  In  internal  piles,  cov- 
ered as  they  are  with  a  delicate  mucous  membrane  which  under  irrita- 
tion becomes  highly  vascular  or  ulcerated,  bleeding  is  a  very  constant 
symptom,  and  thjs  feature  has  led  to  their  being  characterized 
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ing  *'  piles, to  distinguish  them  from  the  non-blccding  or "  blind  "tumors 
of  the  better  protected  external  variety. 

An  external  pile  is  frequently  found  to  be  directly  continuous  with. 
or  to  be  divided  by  a  very  shallow  sulcus  from,  an  internal  one.  Such 
may  be  propL-rly  dcsigiiated  iHlcrHo-cxttrnnl  piles  (Fig.  277,  c). 

External  hemorrhoids  arc  tumors  of  varj.iiig  size,  covered  b>'  cuta- 
neous or  mucocutaneous  tissue,  and  situated  below  the  grasp  of  the 
external  sphincter.  When  in  a  qutcscenl  state  they  W^uw  radiating  folds 
around  the  anus  and  may  be  quite  painless;  but  when,  under  irritation 
or  as  the  result  of  obstruction  in  the  portal  circulation,  they  become 
inflamed,  these  soft,  flaccid  folds  are  converted  into  tense,  edematous, 
and  exceedingly  painful  tumors.  The  veins  in  these  piles  empty  into 
the  systemic  circulation  througli  the  inferior  hemorrhoidal;  but  so  inti- 
mate is  the  anastomosis  between  these  and  the  radicles  of  the  superior 
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hemorrhoidal  that  any  condition  of  the  porta!  circulation  which  will  act 
as  a  cause  of  internal  piles  is  capable  of  becoming  an  ctiol<^ical  factor 
also  in  relation  to  the  external  varictj'. 

Symptoms. — If  of  considerable  size,  even  in  a  quiescent  state,  exter- 
nal piles  are  accompanied  by  a  sense  of  weight,  dragging,  and  itching  ; 
but  when  phlebitis  superiixnes  the  suffering  becomes  very  acute.  The 
pain  is  of  a  throbbing,  aching  character,  is  deep-seated,  and  may  radiate 
up  the  rectum,  along  the  |jerineum,  and  into  the  back  or  thighs.  It  is 
aggravated  by  walking,  or  by  movements  of  the  diaphragm,  such  as  in 
sneezing  or  coughing.  Defecation  maybe  very  painful,  and  may  excite 
a  spasmodic  contraction  of  the  sphincter  which  will  contituie  fur  some 
hours.  Suppuration  sometimes  ensues,  with  thrombosis  of  the  blood  in 
the  veins.  In  this  way  a  spontaneous  cure  is  sometimes  achieved, 
though  not  without  much  suffering. 

Treatment. — An  inflamed  external  pile  may  be  greatly  soothed  by 
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the  application  of  equal  parts  of  extract  of  belladonna  and  glycerin,  fol- 
lowed by  hot  ftHncnUUions.  If  a  larjjc  ihrnmbus  form  in  a  vein,  it  should 
be  freely  incised  and  tlie  clot  turned  out.  Abscess,  of  course,  calls  for 
prompt  incision  and  drainage,  and  care  ^^lioukl  be  taken  to  avoid  the 
formation  of  a  fistula.  Of  the  many  methods  employed  in  the  radical 
treatment  of  piles,  excision  is  the  only  one  widely  practised  upon  the 
external  variety.  If  the  operation  is  extensive,  (general  anesthesia 
should  be  employed;  if  not.  eoeain,  either  injected  or  applied  exter- 
nally, may  be  used.  Sdzing  the  little  tumor  with  a  pair  of  catch-forceps, 
it  is  clippetl  away  with  scissors.  Too  little  rather  than  too  much  should 
be  removed,  as  stricture  \%  liable  to  follow  a  too  free  removal  of  the  skin. 
The  cuts  should  radiate  toward  the  anus  ;  and  if  much  bleeding  occur 
or  a  very  larpe  wound  be  left,  a  .stitch  or  two  may  be  inserted.  After 
applying  a  little  iodoform,  a  pad  of  gauze  is  placed  over  the  wound  and 
secured  by  a  T-bandagc. 

Internal  hemorrhoids  are  those  situated  entirely  within  the  verge  of 
the  anus.  These  are  elongated  or  gloljular  in  shape,  usually  ses.sile 
upon  a  broad  base,  and  extend  upward  for  i  Inch  or  more  within  the 
anus.  They  arc  spongy  and  elastic  to  tlic  feci,  and  differ  so  slightly  in 
consistence  from  the  normal  columns  of  the  rectum  that  lliey  may 
escape  detectiun  by  the  finger  of  the  uninitiated  during  rectal  examina- 
tion. When  uxamineii  througli  a  speculum,  however,  or  when  "  down  " 
after  defecation,  they  are  seen  to  be  of  a  dusky-red  color  that  contrasts 
strongly  with  the  pink  color  of  the  healthy  mucous  membrane.  The 
membrane  between  the  piles  is  often  thrown  into  horizontal  folds,  which 
arc  stretched  or  torn  by  the  hardened  feces,  giving  rise  to  fissures ;  or 
perhaps  prolapse  of  the  whole  ring  of  mucous  membrane  may  occur 
from  the  dragging  action  of  the  feces  during  expulsion.  The  globular 
variety  is  frequently  the  seat  of  a  superficial  ulceration  with  a  gninular 
base,  in  which  arterial  vessels  of  considerable  size  ramify.  Tliis  is  the 
"  bleeding  "  pile  par  exceiL'uce,  the  blood  being  of  a  florid,  arterial  hue, 
and  the  amount  being  in  some  cases  excessive. 

Sj'ifi/'/ot/is. — In  addition  to  the  heat,  itching,  and  smarting  about  the 
anus  which  arc  also  felt  in  external  piles,  internal  piles  when  severe  arc 
accompanied  by  a  symptom  due  ahuost  entirely  to  their  bulk.  This 
symptom  is  a  sensation  of  fulness  and  distention  in  tlie  rectum,  as  ifcon- 
taining  a  foreign  body.  During  the  act  of  defecation  the  congestion  of 
the  piles  is  increased,  and  as  they  are  carried  downward  within  the- 
grasp  o(  the  sphincter  the  desire  for  expulsion  develops  into  a  tenesmus 
whicli  is  associated  with  a  peculiar  feeling  of  sickness  and  distress.  The 
tenesmus,  of  course,  greatly  aggravates  the  symptoms,  and  when  the 
sphincters  are  hypertrophied  aru!  irritable  their  sjxismodic  contraction 
upon  the  prolapsed  piles  produces  an  agonizing  |jain.  the  daily  repetition 
of  which  quickly  exhausts  the  patient.  After  each  act  of  defecadon  the 
patient  Is  under  the  necessity  of  replacing'  the  piles  by  pressure  from 
without,  and  it  i.s  only  by  the  exercise  of  great  self-control  that  he  can 
prevent  the  rectum  from  again  atteiiipting  to  get  rid  oi  its  own  excres- 
cences. In  relaxed  subjects  the  piles  escajK!  from  the  weakened 
sphincters  not  only  during  defecation,  but  also  <luring  coughing,  sneez- 
ing, and  stooping,  and  in  old-standing  cases  they  remain  permanently 
prolapsed.      Much  discomfort  also  results  from  the  escape  from  the 
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anus  of  an  acrid  and  irritating  mucus,  wliicli  keeps  the  |>erincuni  moist, 
often  causes  excoriation,  and  favors  the  growtli  of  warty  excrescences. 
Sooner  or  Ititcr  external  piles  develop  in  connection  with  a  greater  or 
less  prolapse  of  the  whole  mucous  membrane.  I'ains  arc  now  felt  in 
the  lumbar  region  and  down  the  thighs  as  well  as  in  the  perineum.  Irri- 
tabihty  of  the  bladder  and  testicles  or  of  the  uterus  may  be  present,  and 
the  patient's  health  detcrinrates,  A  careworn,  apprehensive  countenance, 
with  great  anemia  and  emaciation,  are  symi>tiinis  of  an  advanced  stage 
of  the  malady. 

The  amount  of  blood  lost  varies  widely  in  different  cases.  Some- 
times there  is  merely  a  slight  streaking  of  the  feces  on  one  side,  whereas 
in  other  cases  the  loss  may  be  estimated  in  pints.  In  females  a  hemor- 
rhoidal flux  sometimes  replaces  the  menstrual  flow,  and  in  a]X)plcctic 
individuals  with  cirrhotic  livers  and  calcified  arteries  tlic  judicious  sur- 
geon will  hesitate  to  stop  a  discharge  frmn  bleeding  piles,  lest  the  tension 
of  the  overloaded  vascular  system  shoultl  jirove  too  great  for  the  weak- 
ened cerebral  vessels  and  an  apoplexy  result. 

Tri-arnn-rit. — Though  much  may  be  done  to  pailiatc  the  symptoms  of 
internal  piles,  it  is  but  seldom  that  anything  short  of  a  radical  operation 
will  result  in  a  cure.  Removing  the  cause  of  the  nialaily  so  far  as  is 
possible  is  always  a  rational  measure.  Hence,  debilitated  subjects  must 
be  nourished  and  strengthened;  the  plethoric  should  be  depicted  and 
restrained  in  their  diet;  constipation  must  be  overcome  by  mild  laxa- 
tives, whereas  drastic  purgatives  should  be  sedulously  avoided. 

Local pailialh'e  mt'asuns  consist  in  sponging  night  and  morning  with 
cold  water,  applying  extract  of  belladonna  and  glycerin,  equal  parts,  and 
hot  fomentations  when  the  piles  are  down  and  cannot  be  returned,  and 
using  astringent  injections  or  ointments  in  those  cases  which  refuse 
operation.  When  the  piles  are  strangulated  by  being  gra.spcd  by  the 
sphincter  they  should  be  sponged  with  cold  water  for  a  few  minutas,  then 
well  oiled,  and  returned  by  steady  pressure,  rrequently  by  passing  one 
finger  into  the  lumen  as  a  guiclc  and  pressing  the  piles  back  one  at  a 
time  the  whole  may  be  easily  reduced. 

Operatk'C  Measures. — The  operations  most  in  favor  at  the  present 
time  are:  l.  Removal  by  ligature;  3.  Clamp  and  cautery;  3,  Excision 
of  the  pile-bearing  area  by  VVhiteliead's  method. 

Other  procedures  which  are  still  used  by  some,  but  which  are  much 
less  to  be  recommended  and  which  will  not  further  be  considered  are: 
I.  Application  of  caustics  to  the  surface;  2.  Injection  of  coagulating 
fluids  into  the  interior ;  3.  Klectrolysis ;  4.  Crushing. 

A  useful  prelude  to  all  the  recognized  operations  is  a  complete  and 
thorough  dilatation  of  the  sphincters  as  described  under  the  treatment 
of  Fissures.  This  should  be  systematically  done,  not  hurriedly  or 
forcibly,  but  with  care,  to  avoid  tearing  the  mucous  membrane,  and  to 
produce  a  stretching  rather  than  a  rupture  of  the  spliinctcrs.  A  purga- 
tive should  be  given  the  day  before,  and  the  bowel  well  emptied  by 
enema  an  hour  or  two  before  the  operation. 

JJ^aturc. — This  method  is  without  question  the  one  most  generally 
applicable.  It  is  safe,  eflficient,  e;isy  to  perform,  and  seldom  followed  by 
unpleasant  symptoms.  The  mode  of  operating  is  briefly  as  follows: 
The  pile  is  seized  with  a  pair  of  spring-forceps  and  slightly  raised.    With 
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a  pair  of  sassors  an  incisifni  is  tlum  commenceti  at  the  junction  of  the 
skin  ariiJ  mucous  membrane  below,  continued  across  the  lower  confines 
of  the  tumor  and  upward  on  each  side,  the  .separation  being  continued 
through  the  submucous  tissue  until  the  pile  is  merely  hanging  by  a 
narrow  pedicle  whicli  contains  bi>th  the  artery  and  veins.  A  hgaturc  is 
then  tied  I'try  Ughily  around  the  iHrilJcle.  ihe  bulk  of  the  pile  is  clipped 
away  with  scissors,  and  the  etuis  i>f  the  ligature  cut  short.  ICach  pile, 
large  or  small,  is  treated  in  the  same  way ;  and  it  is  better  to  commence 
with  those  most  dependent,  so  that  the  escaping  blood  will  not  interfere 
with  the  view. 

Clamp  and  Cautery. — After  dilating  the  sphincter  the  piles  arc  seized 
in  succession  and  drawn  well  up  within  the  gni-sp  of  the  clatnp.  The 
latter  must  Ijc  screwed  up  very  lightly,  otherwise  it  is  apt  to  slip 
when  the  pile  is  cut  away.  The  bulk  of  the  pile  Is  then  removed 
with  scissors,  and  its  base  thoroughly  seared  with  the  cautery  at  a 
dull-red  heat. 

WhiteheatVs  Operation.— ^\vq.  patient  is  placed  in  the  lithotomy- 
position,  the  sphincter  dilated,  and  the  piles  encouraged  to  come  down. 
Then  with  scissors  the  mitcuus  ntcmbrant'  is  divided  at  its  junction  with 
the  slxiti  around  (In-  entire  circumference  of  the  Imwel.  By  rajjid  dis- 
section witli  bhMU-]ioiiited  scissors  or  the  finger,  the  whole  ring  is  then 
strip[x:d  from  its  submucous  bed.  so  that  the  mucous  membrtine  with 
its  attached  hemorrhoids  may  be  pulled  bodily  down.  The  mucous 
membrane  above  the  hemorrhoids  is  then  divided  transversely  in  suc- 
cessive stages,  and  the  free  niaqjin  of  the  severed  membrane  above  is 
attached,  as  soon  its  divided,  to  the  free  margin  of  the  skin  below  by  a 
suitable  number  of  sutures.  The  complete  ring  of  pile-bearing  mucous 
membriine  is  tJms  removed.  Any  bleeding  vessels  may  be  twisted  or 
a  stitch  made  to  include  them.  Iodoform  is  rubbed  in,  a  suppository 
containing  2  grains  of  extract  of  belladonna  (Whitehead)  or  J^  !o  ^ 
gniin  of  morphin  inserted,  and  a  pad  and  bandage  applied.  Healing 
will  generally  take  place  by  first  intention. 

Notwithstamling  the  swei.'pitig  condemnation  of  this  operation  by 
some  ci{  its  opponents,  the  opinion  is  here  expressed  that,  if  done  pre- 
eiseij  Its  Whiteheiui  recommeutis,  no  !>etter  ojieration  can  he  devised  for 
those  cases  in  which  the  whole  ring  of  mucous  membrane  is  allectcd 
with  piles.  If  the  fatal  mistake  is  made  of  cutting  through  the  skin  at 
the  sulcus  xvhcre  the  skin  of  the  nates  and  perineum  begins  to  rise  over 
tile  pile,  instead  of  through  the  mucous  membrane  at  its  junction  with 
the  skin,  a  most  deplorable  and  irremediable  condition  results.  The 
mucous  membrane  is  thus  drawn  down  and  exposed,  and  constantly 
weeps  an  acrid,  irritating  mucus.  Moreover,  there  is  likely  to  be  incon- 
tinence of  flatus  and  liquid  stools.  This  lamcnublc  result,  however, 
is  not  due  to  the  operation,  but  to  a  iuisconception  of  the  operation  as 
described  by  its  originator. 

ProlapStiS  Ani. — The  term  prolapsus  ani  refers  to  a  condition  in 
which  a  relaxed  anal  mucous  membrane  descends  through  the  anal 
orifice  and  remains  either  temporarily  or  (x:rmanontly  outside  the 
sphincters.  This  prolapse  is  a.ssodated  with  an  elongated  and  thick- 
ened submucous  tissue,  but  the  muscular  coats  of  the  rectum  maintain 
their  healthy  relations.     It  occurs  but  rarely  in  children,  in  whom  pro- 
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cidcntia  recti  is  more  common  ;  but  it  is  not  an  uncommon  malady  in 
adults.  The  subjects  of  prolapsus  are  usually  those  with  relaxed 
tissue;  but  the  excitintj  cause  is  generally  some  mcchanicjil  condition 
which  induces  straininfj  and  tenesmus,  such  as  tipht  stricture,  stone  in 
the  bladder,  or  severe  chronic  consHpatinn.  It  may  also  occur  during 
an  iittack  of  djarrliea  or  dysentery,  or  may  be  a  complication  of  internal 
hcmurrhoids.  Prolapsus  is  « listing iiislicd  from  the  protrusion  of  an 
inliissusceptiftn  by  the  fact  that  in  the  fonuL-r  the  Cfintiniiity  of  the  skin 
with  the  prolapsed  mucous  membrane  is  quite  apparent,  whereas  in  the 
latter  the  finger  may  be  passed  into  a  distinct  sulcus  between  the  two 
in  the  entire  circumference  of  the  protrusion.  This  sulcus  may  be 
deeper  than  the  length  of  the  finj^cr.  There  is  usually  a  slight  or 
copious  secrcli<iii  of  mucus  frnin  the  protruded  membrane,  and  some- 
times ulceration  anti  bleeilln^f  are  tniublesdnic.  Where  the  protrusion 
is  large  and  the  sphincters  active,  strangulation  and  sloughing  may 
occur.     This  may  bring  about  a  spontaneous  cure. 

Treatment. — As  prolapse  is  in  reality  a  symptom  and  not  a  disease 
in  itself,  it  is  obvious  that  the  removal  of  the  cause  is  the  most  impor- 
tant feature  in  the  treatment.  Hence,  attention  should  be  directed  to 
the  removal  of  stone,  stricture,  or  polypus;  to  the  cure  of  diarrhea, 
dysentery,  or  constipation ;  and  tn  the  building  up  of  a  relaxed  constitu- 
tion. Wlien  the  subject  is  a  child,  pinworms  and  phimosis  iire  to  be 
looked  for  and  removed,  if  present.  Thi:  child's  manner  nf  defecation 
must  be  controlled.  Straining  on  the  chamber  must  not  be  allowed, 
but  the  motions  must  be  passed  either  in  the  recumbent  or  erect  post- 
ure, while  one  buttock  is  drawn  strongly  to  tlie  side  in  order  to  render 
the  anal  orifice  tense.  The  E>utt"cks  may  then  be  held  together  by 
strips  of  adhesive  piaster  until  tlie  time  of  the  next  motion  of  the 
bowels.  When,  in  spite  of  precautioris,  the  bowel  protrudes  during 
defecation,  citlier  in  the  child  or  adult,  it  is  highly  important  to  reduce 
it  immediately.  It  should  be  carefully  spongwl  with  cold  water,  and 
then  with  a  solution  of  alum,  tsmnic  acid.  carboUc  acid,  or  solution  of 
imn;  then,  being  well  anointed  \villi 
olive  oil  or  vaselin,  it  is  gently  .md 
carefully  returned.  More  radical 
measures  will  be  considered  when 
speaking  of  procidentia  recti. 

Procidentia  Recti. — T  h  i  s 

term  indit.itcs  the  jmiirusiim  from 
the  anus  of  anannularm^tss  which 
includes  the  whole  of  the  coats 
of  the  rectum  (Fig.  278),  It  oc- 
curs most  frequently  in  chil- 
dren, being  in  them  much  more 
common  than  the  former  condi- 
tion ;  but  il  alsfi  ticcurs  in  elderly 
men.  and  in  women  uhu  have 
borne  many  children  and  whose 
pelvic  structures  have  been  dam- 
aged in  the  prtKess.  An  anatomical  reason  for  its  greater  frequency 
among  children  is  the  fact  that  the  sacrum  in  early  life  is  much  more 


Kio.  »78. — Procickntlii  nf  the  rectum,  pnMnid- 
Ing  6  inche*. 
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Upright  and  less  curved  than  in  adults,  and  thus  furnishes  less  sup|>ort 
to  ihc  rectum. 

In  cliildren  the  mass  prutruiles  as  an  almost  straight  column.  In 
the  case  of  a  child  aged  two  and  one-half  years,  under  the  care  of  the 
writer,  the  apex  of  the  conical  nmss  was  about  8  inches  from  the  anal 
orifice ;  but  in  adults  the  tendency  is  for  the  prolapsed  rectum  to  accu- 
mulate in  a  rounded  m;is.s  in  the  vicinity  of  the  anus,  where  it  may 
form  a  tumor  as  large  as  a  child's  head. 

Treatment. — In  most  cases  the  treatment  recommended  in  the  treat- 
ment of  prolapse  will  bring  about  a  cure  of  the  proddcnda  recti  of 
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Flc.  379. — llliulntinK  ihi;  author's  mclhod  of  dealing  with  intractable  procldenliii  recti 
(rectopexy) :  a,  diUted  puitiuu  u(  recltini  wilb  unlcnor  xuf  ticc  unfolded  \  b.  Mrction  of  abdom- 
taal  wall,  to  wlikh  rectum  is  drawn  by  lightening  ihc  sutures;  t,  metlioU  or  tnfoldtns  and 
inlroducing  sniura. 

children — vi7,..  removal  of  the  cause,  and  prevention  of  the  protrusion 
during  defecation.  In  severe  cases  it  is  advisable  to  keep  the  child  in 
the  recumbent  posture  and  support  the  buttocks  by  the  hand  after 
defecation  imtil  all  tenesmus  and  straining  efforts  cease. 

When  these  prophylactic  and  palliative  mca.^ures  fail,  among  the 
many  more  radical  procedures  that  have  been  adopted  by  various  sur- 
geons the  following  may  be  recommended  : 

I.  The  application,  under  anesthesia,  of  fuming  nitric  acid  or  acid 
mercuric  nitrate  to  the  whole  of  the  exposed  mucous  membrane.  Ailing- 
ham  states  that  stricture  has  followed  in  some  cases,  and  dangerous 
sloughing  and  hemorrhage  in  others;  but  frequently  a  cure  is  effected 
without  the  occurrence  of  any  alarming  symptoms. 
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2.  Van  Bureit  was  tlic  first  to  recommend  the  use  of  the  actual 
cautery.  TJjc  patient  being  anesthetized,  the  procidentia  is  fully  dntwn 
down,  and  with  the  cauter>*  at  a  dull-red  heat,  from  4  to  6  longitu- 
dinal stripes  are  made  from  the  base  to  the  apex  of  the  protrusion. 
Care  is  taken  not  to  make  the  bums  at  the  apex  deep  enough  to 
injure  the  peritoneum;  but  at  the  base  the  iron  should  be  sunk,  with 
a  sawing  motion,  deeply  into  the  sphincter,  if  this  muscle  appears 
too  much  relaxed.  When  the  wounds  are  healed  the  contraction 
of  the  scars  in  a  longitudinal  direction  tends  to  shorten  the  rectum, 
while  there  is  also  a  diminution  in  its  circumference,  due  to  the  same 
cause. 

3.  In  a  vcr)'  severe  case  of  a  child  two  and  one-half  years  of  age,  in 
which  the  procidentia  protruded  8  inches,  and  in  which  there  were  also 
ectopia*  vesica;  and  congenital  absence  of  the  pubic  arch,  the  writer 
obtained  a  completely  successful  result  by  the  following  operation, 
which,  he  believes,  is  here  described  for  the  first  time: 

The  abtiumen  was  tij>eu<--d  in  ihe  middle  line,  and  ihe  piiiciilciili»  leduced  willi  %na,K 
esNC  by  drawing  up  llu-  fwlmn  fmm  wiiliin  the  nlidnrtim.  The  ncxl  slep  wii*  tn  iironirr  « 
narruwiofj  of  die  lunieu  uf  ihe  ^\\\.  at  it&  loivesi  part  by  fuLdiDg  in  iu  nnterior  wall  and 
irscrting  »lilche»tn  MJi'h  a  wny  11:1  mrrtnin  the  fidd  (Kig.  371),  if  and  <-).  Six  silk  stitcheA  were 
iiikcrlcd  «iid  made  to  include  a  guudly  purtioci  of  l1ie  kciuua  and  muKular  euals  ( Kig.  279,  t). 
The  Ivwrst  stilch  ^-as  placed  as  lew  di>wn  toward  the  anus  as  il  was  possible  to  reach.  In 
this  way  tbc  wide  pan  of  the  prolapsed  Sowcl  (the  intu«uMipien>>  wa»  nnrrowtd  so  ts  \o 
abolish  to  a  i^reat  extent  ihr?  Iciiidrncy  of  the  |)art  above  [  ihc  irilti&sascrpltun)  lu  dtop  into 
it.  In  order  Mil!  further  ui  prcvenl  the  tciwlcnfy  tii  pnilflpvr,  unc  end  of  «Bch  of  tht-W 
futures  was  passed  iniu  (he  iiaiiclal  pcriioncuni  and  abdominal  wall  (I'lg.  279.  t)  as  far 
upward  and  niilward  Irkwarrl  u\f.  left  iliar  fiivta  an  pnMciblr,  and  then  tied  tn  the  nihcr  end  in 
such  a  manner  as  tu  keep  Ihe  rectum  from  prolapsinic.  The  term  "  m:loj>exy  "  would  be  an 
apjiroprinie  one  (o  apply  in  ihi»  pnic«lurc.  It  t^  now  Wo  yrnts  since  ihc  <ipenilion  wo* 
done,  and  there  is  at  pieseiil  no  si^n  uf  recurrence. 

4.  Other  radical  measures  that  may  be  mentioned  are  removal  of  the 
whole  prolapsed  mass  (Treves),  removal  of  a  triangular  section  from 
the  posterior  aspect  of  the  bowel  (Roberts),  and  stitching  the  rectum 
to  the  region  of  the  coccyx  and  sacrum  (Vcmeuil),  or  to  the  abdom- 
inal \vall  (MacLeod),  and  attaching  the  mesentery  to  the  abdominal 
wall  (Allingham), 

Pols^ptiS. — Polypus  of  the  rectum  is  a  pedunculated  tumor  of  vari- 
able size,  usually  formed  by  the  gradual  pedunculation  of  a  benign 
neoplasm,  such  as  an  adenoma,  papilloma,  fibroma,  or,  as  Rail  claims. 
by  the  stretching  of  tlie  base  of  a  fibrosed  internal   pile. 

They  are  most  frequently  found  in  yotmg  children,  and  give  rise  to 
tenesmus,  frequent  defecation,  and  discharge  of  mucus.  In  the  papil- 
lomatous form  hemorrhage  may  be  a  frequent  and  even  dangerous 
symptom. 

The  diagnosis  is  not  difficult,  the  mass  being  easily  distinguished 
from  intussusception  and  internal  piles.  The  papilloma  is  distinguished 
from  cancer  by  its  slower  growth,  softer  consistence,  the  age  of  the 
patient,  and  the  fact  that  it  does  not  infiltrate  the  deeper  tissues. 

Treatment. — The  tumor  must  be  removed  by  twisting  through  the 
pedicle  if  small  and  near  the  anus,  or  by  ligature  if  long  and  situated 
high  up. 

Ulceration  of  the  recttun  maybe — i.  Simple;  2.  Syphilitic;  3. 
Tuberculous;  4.  Malignant- 
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Simple  Ulceration. — Solitary  simple  ulcer  has  been  described  under 
the  heading  of  Irritable  Ulcer  and  Pissure.  Generalized  ulceration 
of  a  simple  character  occurs  in  chronic  diarrhea  and  dysentcr>'.  It 
appears  to  commence  in  the  follicles,  and  gives  rise  to  the  secretion  of 
a  lai^e  amount  of  mucus  and  to  frequent  small  hemorrhages.  When 
of  long  standing,  a  fibrosis  of  the  submucous  and  muscular  coats 
occurs,  the  steady  contraction  of  which  causes  the  formation  of  simple 
stricture-  Occasionally,  undermining  of  tlic  niucims  coat  occurs,  and 
when  healing  is  completed  certain  bridge-like  processes  are  left,  under 
which  a  pin  or  bristle  may  be  passed  (Hg.  280).     In  vcr}'  chronic  cases 

the  intervening  mucous  mem- 
brane may  present  a  "shaven- 
beard  "  appcanmce.due  to  chronic 
congestion  with  minute  extrava- 
sations uf  blood  into  the  mucous 
membrane. 

The  U'catmfttt  of  this  condi- 
tion is  eminently  unsatisfactory. 
Sometimes  benefit  is  derived  from 
rest  in  bed  and  a  milk-tlict.  with 
measures  to  keep  the  lar^e  bowel 
ivit:  from  irritation  of  constipated 
motions  on  the  one  hand,  and 
decomposing  liquid  stools  on  the 
other.  To  this  end  the  use  of 
saline  mincml  waters  is  adapted, 
and  the  recttmi  may  be  washed 
out  niglit  and  inoniiiig  with  warm 
water  in  which  a  small  amount 
of  boric  acid  is  dissolved.  As  an 
occasional  more  stimulating  wash, 
silver  nitrate.  2  to  5  grains  to 
the  ounce,  may  be  used.  When 
the  ulceration  is  near  the  anus,  an 
ointment  containing  Ijoric  add  or 
bismuth  and  iodoform  may  be 
introduced  with  advantage  by 
means  of  Allingliam's  screw  oint- 
ment-introd  iicer. 

Syphilitic  ulceration  is  generally  confined  to  the  lower  portion  of 
the  R-'ctutn.  It  is  met  ^^■ith  chiefly  in  young  women,  and  is  but  rarely 
.seen  in  men.  It  ap|x:ars  to  be  usually  a  terttar>'  Irsion,  and  results  from 
the  breaking  down  of  submucous  granulomata.  These  ulcers  are 
exceedingly  intractable,  give  rise  to  great  pain,  and  lead  to  the  forma- 
tion of  extensive  cicatricial  contraction  of  the  btjwel.  In  addition  to 
the  measures  used  in  lirating  simple  ulceration  of  the  bowel,  constitu- 
tional treatment  is  highly  inipirlant.  the  ifidids  particularly  requiring 
to  \w.  pushed  lt>  the  phy.siological  limit.  Locally  iodoform  gives  the 
most  .satisfactoiy  results  ;  a  bougie  containing  4  or  5  grains  <:!&  iodoforra 
and  from  ^  to  ^  grain  of  mercuric  chlorid  being  introduced  after  the 
morning  motion.     Ultimately  a  colotomy  may  be  required,  on  account 


Fic.  ate. — Simple  iiIcer.»tion  of  ihe  rectum  : 
a,  healthy  antu;  b,  ulcc-micrl  and  cunfrcMcd 
mucous  mrmbrtne.  with  pins  posswl  under 
bridi^  of  muooiLt  mcnihrane;  t,  hiMitcd  por- 
tion, ahowinE  piemen  la  I  ion. 


I}JSEASES  OF  THE  RECTUM  AND  ANUS. 


523 


of  the  cicatricial  contraction  or  to  relieve  the  patient  of  the  irritation  of 
tlie  fccLs  |Kt^siii^  over  the  ulcer. 

Tuberculous  ulceration  is  not  frequently  met  with;  but  u'Iii:ii  prcs> 
ent  it  has  a  tendency  to  |x;rforate  the  wliole  thickness  n{  the  bowel- 
wall,  thus  {pving'  rise  to  fistula.  The  treatment  consists  in  dividing  tlie 
fistula — when  the  constitutional  condition  of  the  patient  will  justify  that 
o|Kration — scraping  the  ulcers  thoroughly  with  Volkniann's  spoon,  and 

Strfottire  of  the  Rectum.— Contraction  of  the  lunun  of  the 
rectum  ma)'  lie  ,1  sequel  of  simple  inflammatory  processes  or  slouj^h- 
ing — simple  stricture ;  it  may  be  due  to  syphilis  ;  or  to  the  growth  of  a 
cancerous  mass  in  the  walls  of  the  gut — malignant  stricture. 

Simf^e  or  fifirpHs  ttridurt  occur*  gtiii-rally  in  cldrHy  people,  anrl  moTc  often  atiitinj" 
frmales  Ihrni  anions  mtlcs,  Uic  rcaMm  k>r  iu  Kitraict  fruijuency  in  uuiufii  titiii^,  no  duuln, 
councclcd  with  the  rhilcihcnring  funclioii.  SlnUKhinj;  of  poni«n*  of  iht  iccial  woll  fr<^m 
})Tcmure  or  Ihe  fcUl  hcitd  ii  apt  lu  be  (olluwetl  by  itriulutL-,  anil  (il-Ivil:  inflaiiimittjuii  nuty 
caiiK  mrifturc  by  the  dcainctftl  lis»uc  (|iiitc  ouuidr  the  bnwd.  Congenilnl  siriciiire.  due  ti> 
itniwifett  Btuotplion  of  lh«  Mptuui  between  the  sluiuudeum  &ud  Uie  cntcnKleuio,  uixun  *a 
■  very  nre  comkiliun. 

The  symptoms  are  straining  and  difficulty  in  defecation,  with  a  dis- 
charge of  mucus  or  blood  if  ulceration  is  present.  If  near  the  anus, 
the  stricture  may  cause  the  feces  to  pass  in  pipe-stem  or  ribbon-like 
forms,  but  more  frequently  the  stools  art  passed  in  short,  broken  frag- 
niL-nts.     niarrhe.i  often  alternates  with  constipation. 

Treatment. — When  no  ulceration  is  present,  the  daily  use  of  flex- 
ible boiij^ics  is  to  be  recommended.  Great  gentleness  is  to  be  used,  as 
Ihc  injudicious  use  of  even  a  soft  bougie  in  a  stricture  high  up  may 
induce  ulceration  or  even  perforation  of  the  bowel  with  fatal  peritonitis. 
In  the  case  of  annular  strictures  low  down,  limited  division  by  a  knife, 
followed  by  the  use  of  bougies,  may  be  employed.  In  very  severe 
forms  with  ulceration  and  fi.stula  linear  rectotomy  in  a  backward  direc- 
tion, as  recommended  1^'  Verneuii,  affords  the  only  hope  of  cure.  The 
incision  should  be  made  directly  in  the  middle  line,  and  must  extend  from 
above  the  stricture  through  all  the  soft  [jarts,  including  both  sphincters, 
to  the  tip  of  the  coccyx.  In  strictures  which  prove  quite  incurable  colot- 
omy  must  be  done.  Syphilitic  stricture  occurs  as  the  result  of  syphilitic 
ulceration  described  above,  and  is  generally  within  reach  of  the  finger. 
It  is  in  most  cases  accompanied  by  ulceration,  and  excruciating  p:iin  is 
an  almost  constant  symptom.  It  is  practically  incurable,  and  where 
linear  proctotomy  fails  to  give  relief,  cololomy  must  be  done. 

Benign  tumors  of  the  rectum  are  not  common.  Those  most 
frequently  found  are  fibroma,  papilloma,  and  adenoma.  Papillnmala 
somelinies  attain  enormous  dimensions  (Fig.  28l)and  are  apt  to  undci^o 
malignant  transformation  into  carcinomata. 

The  treatment  consists  in  early  and  complete  removal  in  every  ca.He. 

Carcinoma  of  the  Anns. — When  malignant  disease  afiects  the 
anus,  it  almost  invariablj'  assumes  the  type  of  the  squanious-cell  epi- 
thelioma. It  forms  a  nodular,  slow-growing  mass,  and  may  be  mis- 
taken by  the  patient  for  an  external  pile.  Sooner  or  later  it  ulcer- 
ates upon  the  surface,  while  its  deeper  part  infiltrates  the  adjacent 
tissue. 


Fid.  aSa. — Noin-inalignani  pnpilloma  of  ihr  nnus. 

cnccplialoiti — is  not  unknown;  while  colloid  degeneration  of  a  colum- 
nar I'pithelioma,  such  as  that  figured  in  Fig.  283,  is  a  somewhat  rare 
condition. 
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CArciromatnuit  (1t««s*c  of  the  rectntn  rarely  begiiu  lower  down  thin  from  3  to  5  incbes 
atwve  tht  unus  (1'>K-  ^Sj,  a],  uimJ  ill  leuUeiity  i%  la  spruatt  upward  in  the  direction  of  the 
blood-npply  and  lymiili-vf^scK  ll  is  fDuml  wiih  ahoui  equal  fretiuency  in  both  Kxes,  but 
ft  notAble  feature  h  its  letidciicy  lu  app<Mir  niucb  earlier  in  life  tbaii  it  is  usual  forcarrinomn 
to  ap]>esr  in  other  parts  of  the  body.  Hie  writer  bAi  seen  2  cnset  under  ihe  age  of  iweoty- 
one  yean;  and  Allina^ham  inentLQiis  bar- 
ing cncouiiiercd  cnrcinumft  in  yguibs  ai 
tbirteeti  and  seventeen  yean. 

Columnar  carcinoma  varies 
considerably  in  its  clinical  char- 
acters in  iliffcrenl  individuals. 
Where  the  cotistriiclJvi:;  nietabn- 
lism  is  greater  than  the  destruc- 
tive ulceration,  the  growth  may 
project  as  a  hard,  nodular  mass 
into  the  lumen  of  the  bowel.  In 
some  such  cases  it  appears  let  be 
almost  pedunculated ;  tn  others 
it  remains  freely  movable,  thoujjh 
extending  almost  entirely  around 
the  circumference  of  the  bowel. 
Stricture  and  obstruction  to  the 
passage  of  the  feces  may  occur 
from  two  causes;  (i)  From  the 
filling  up  of  the  lumen  of  the 
bowel  by  the  nodular  growtlis 
of  the  neoplasm,  or  {2)  from 
contraction  of  the  cicatricial  tis- 
sue in  the  base  of  tlie  growth, 
where  it  has  assumed  the  annu- 
lar farm,  embracing  the  whole 
circumference  of  the  bowel. 
Commencing  in  the  mucous 
membrane,  the  tendency  of  the 

grou-th  is  to  spread  deeply,  so  as  to  involve  successively  all  the  c<»ats  of 
the  intestine,  then  the  atljacent  areolar  tissue,  and  finally  to  infiltrate 
adjacent  tirgans  and  tissues,  such  as  the  vagina,  uterus  or  bladiler,  jiel- 
vic  bones,  etc.  Ulceration  leading  to  most  distressing  fistula?  often 
takes  place  between  tlic  rectum  and  bladder  or  vagina. 

Symptoms. — In  the  majority  of  cases  of  cancer  of  tlie  rectum  the 
onset  is  so  insidious  that  they  do  not  come  under  the  care  of  the  sur- 
geon until  the  disease  is  so  far  advanced  as  tcv  render  removal  impos- 
sible. Among  the  earliest  and  most  constant  symptoms  may  he  men- 
tioned the  passage,  in  small  quantities,  of  blood  and  niuctts,  a  sense  of 
unrest  in  the  pelvis,  and  a  tendciacy  to  diarrhea.  Constipation  alternat- 
ing with  diarrhea  is  a  most  suggestive  symptom.  When  ulceration  has 
set  in,  the  act  of  defecation  is  accompanied  by  great  pain  and  a  dis- 
charge of  blood  and  mucus,  and  a  feeling  is  left  as  if  the  bowel  had  not 
completely  emptied  itself.  In  the  later  stages  cachexia  becomes  marked, 
and  the  patient  becomes  emaciated  and  careworn  from  p;iin.  loss  of 
sleep,  and  failure  of  nutrition.  Secondary  growths,  hemorrhages,  and 
fistulous  openings  hasten  the  fatal  issue. 


•-v 


Fig.  383.— Columnar-cell  epithelioma  vrixh 
ctilloid  deKCTierallon :  a,  healthy  anus ;  t,  urethra 

ErcMtii  UfKin  bygti)Hih;c,liUdiler-Wfilt,  greatly 
ypertio[;liiL-d;  1/,  Linilicial  anus  at  upper  limits 
of  the  sigmoid.     (Santc  case  as  Fig.  H5.) 
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The  duration  of  life  varies  greatly  in  different  cases.  The  cancer 
appears  to  grow  more  luxuriantly  in  the  young  and  full-blooded,  in 
whom  death  may  occur  in  from  one  to  two  years.  In  those  advanced 
in  years  life  may  be  prolonged  from  five  to  eight  years. 

Treatment. — In  the  vast  majority  of  cases  the  treatment  of  cancer 
<A  the  rectum  is  of  necessity  restricted  to  paUiative  measures.  The  fol- 
lowing are  the  conditions  favorable  for  removal  as  given  by  Harrison 
Cripps :  The  patient  must  not  be  too  old ;  he  must  be  in  fair  health :  the 
growth  must  be  freely  movable,  and  its  upixT  limits  must  be  within 
reach  of  the  finger.  Implication  of  the  lymphatic  glands  or  nrighbor- 
ing  organs  is  a  contra- indication,  and  the  most  favorable  cases  arc  those 
in  which  the  growth  is  limited  to  the  posterior  aspect  of  the  bowel. 
According  to  Cripps,  only  i  case  in  5  that  come  under  obscr\'ation 
fulfils  these  requirements,  and  other  authors  give  even  a  smaller  per- 
centage. In  regard  to  the  question  of  age.  Alliiigham  is  opposed  to 
excision  in  patients  under  the  age  of  forty-five  years,  and  regards  the 
period  between  forty-five  and  sixty  years  as  favorable  to  excision,  but 
not  so  much  so  as  in  patients  over  sixty  years  of  age.  By  the  use  of 
Kraske's  oix;ration.  cancers  situated  higher  up  than  those  included  in 
Cripps  s  limitations  liavc  been  succcs.sfully  excised.  The  mortality  from 
the  operation  in  the  hands  of  skilful  operators  is  still  high,  var^-ing  from 
1 2  to  _'0  per  cent.,  but  has  decreased  steadily  as  knowledge  o^  the  technic 
has  improved.  The  duration  of  life  in  cases  allowed  to  run  their  natural 
course  varies  widely.  Ball  gives  the  average  life  after  the  first  appear- 
ance of  symptoms  as  about  two  years ;  but  when  the  tumor  commences 
late  in  life  the  fatal  issue  may  be  delayed  at  least  five  or  six  years. 

The  question  of  the  probability  of  [>ermanent  cure  after  excision  is 
still  an  open  one,  and  depends  upon  the  period  at  which  the  operation 
is  done,  not  less  than  upon  the  boldness  and  skill  of  the  operator.  In 
an  early  case  presenting  the  features  favorable  to  excision,  the  surgeon 
may  uitli  propriety  urge  the  operation;  but  in  more  advanced  stages 
of  the  disease,  one's  ])lain  duty  is  to  place  before  his  patient  the  salient 
facts  of  the  case,  not  disguising  the  .somewhat  gloomy  prognosis  in 
cases  calling  for  extensive  operation,  but  at  the  same  time  acquainting 
him  with  the  still  more  gloomy  future  of  perpetual  [rain  and  annoyance 
to  which  he  must  look  forward  sliould  he  elect  not  to  be  operated  upon. 

Excl«ion  of  the  Rectum. —  Tlw  Perinctil  Operation.— hzcoxi&n^  to 
Harrison  Cripps.  one  of  the  chief  exponents  of  this  operation,  no 
attempt  should  be  made  to  remove  tumors  by  this  route  which  arc  not 
within  4  inches  of  the  anus;  and  in  women  the  growth  must  not  have 
afifected  the  anterior  wall  further  up  the  bowel  than  .}  inches.  He  con- 
siders that  when  the  disease  affects  the  anterior  wall  of  the  bowel,  the 
vagina  and  the  uterus  become  implicated  much  earlier  than  the  prostate 
and  bladder  of  the  male. 

If  the  anus  and  the  mucous  membrane  covering  the  internal  sphincter 
are  free  from  disease — which  is  rarely  the  case  when  the  disease  is  so 
low  down — an  attempt  should  be  made  to  preserve  the  natural  outlet, 
thus  giving  .some  hoi>e  of  retaining  continence  of  feces  and  greatly  les- 
sening the  danger  of  stricture.     The  operation  is  briefly  as  follows : 

A  Hr«-p  incision  is  fin!  uutdc:  froni  Uic  anus  tu  the  coccyx.  A  circular  incison  is  then 
nude  about  i  Inch  ■waj'  rmiii  chc  rxiirmr  liinib  uf  (hr  growtli.     Thi*  incision,  accenting 
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lf^lh«  extent  of  the  fjrowth,  may  re4(uire  lt>  be  in  the  skin  around  ih**  anus,  nr  may  be  Uirougb 
the  coats  of  ihrhowcJ  above  ilie  intcninl  sphinclcr.  The  bowel  is  then  readily  Mrparalcd 
fruin  itA  posterior  and  lalcj-al  alCachmciitfi  by  blunt  lUvspttiuii,  the  fitigrr  nr  hltiiitjiuiiitnl 
(cisnor*  tK-ing  n*«t.  In  rhc  mnlr  ihr  s-iiiiatinn  n(  ihr  iircllini  is  made  evident  by  tlic  intnj- 
(lu4:Uon  vf  «  ixCiVntieA  Hiuiid,  niiJ  in  tlte  feiuultr  valimble  nid  is  ^ivcn  liy  a  liiigcr  uccjision- 
ally  InM-itol  into  the  vn^itm.  Kliuuld  the  m-lovnginol  septum  \iii  involved,  it  must  be  freely 
removed,  and  lui  allciu^t  oiude  to  repaii  ihe  tiaitulii  >ul»e>i,ucnlly.  The  pnixunity  uf  the 
pcrilonrum  ntid  the  futt  that  it  may  be  dniiofed  down  by  the  gruwdt  roust  not  be  loM  -light 
of ;  and  if  o]>ened  Accidentally  or  of  nece^vily,  it  must  be  either  very  carefully  »titcfaed  up 
or  very  tharouK^)}*  drained.  Having  carried  the  disseclinn  up  well  hl^ond  ihe  Hmits  nf  tlie 
tumor,  the  whole  mnv*  i*  drawn  ilc>wn  a*  Tnr  an  |K>sMhlc,  and  by  means  of  scisMrs  a  circular 
incitiion  \%  made  abuut  1  inch  ultove  the  highest  infected  urea.  Brfore  cullin)>  the  Ixiwel 
acrou  it  *hrt«lil  he  *ei/f(l  by  vuI^clllIm  Torccp*,  in  order  to  prevent  its  rctractiii);  out  of  rt^irh. 
a  conliii^encv  which  add»  greatly  lu  the  difTicully  af  i-iinlmlling  Iirinorrhnge.  The  ultimnie 
di^prxal  ^f  inc  upper  er<l  of  the  re»erlcd  Ixiwcl  will  depend  upon  how  far  ii  can  be  drawn 
down.     Tlic  ideal  operation  would  be  to  stitch  it  tu  tlie  lower  sectiutt  above  the  KpluacCcn ; 


Fig.  384. — Malignant  disease  of  Die  rectum  commencing  aa  a  papitloma  perforating  the  lacrum. 
A  colo&lomy  was  done  to  afford  exit  for  the  fec«f. 

but.  of  coune,  this  i«  not  atwayji  possible.  Authorities  arc  divided  as  to  whether  it  »ltould 
be  allowerl  lo  remain  at  the  upper  {MTlion  of  the  wounxi  or  whether  an  attempt  should  he 
made  to  atilch  it  la  the  »kin,  it  being  hcM  that  in  the  (onner  ca»e  stricture  Ls  apt  to  rci>ull, 
atul  in  the  latitr  that  the  sutures  are  liable  to  cut  frut,  and  drainage  Iwing  interfered  wiih 
sepaiB  may  result  Each  ca»c  muM  therefore  he  treale<{  according  to  the  exigencies  i>f  the 
oooaaion  and  the  ilixcietimi  of  the  i>])erali)r. 

Krattt'i  OprraiioH. — This  ctpcraiion  is  adapted  to  those  case*  in  which  ihr  disease  is 
mbove  tlie  limilx  nreacnbcd  by  tniips.  Tlie  |XLlienl  being  placed  upvn  the  ri|;hl  side,  an 
incition  is  made  from  the  middle  of  the  sacrum  to  the  verge  nt  thr  nnus,  and  a  flnp  including 
the  gluteus  maximur  and  the  »ac:ro.iliac  iignuients  i.i  turned  lo  the  left.  The  lateral  inat>.'>  of 
die  Micnim  below  the  third  )x«terior  foramen  and  the  whole  of  ihecoccyit  are  then  removed, 
and  lhruu(;h  the  opening  thus  made  the  rectum  i^  hiuut^hl  finuHy  into  view.  Tlie  piTtti.>iiriim 
I«  now  deliberately  opened,  and  the  rcvtnm  completely  iwlated.  Hcfore  dividin);  the  gut 
above  and  below  ihe  tumor  the  wound  should  be  carefully  pr<^irctetl  by  gauxe,  and  the  e.>tcape 
of  feces  into  it  cbe*lieil,  as  far  a.s  ]M»wilde,  by  ihe  tise  of  intestinal  damps  or  lemporary  liga- 
tures of  gauice.  Much  of  the  success  of  the  operation  depends  u[xin  the  effeetivenetw  of 
these  measures  to  prevent  sepnis.  The  delicate  [x>int  a*  to  what  to  do  with  the  upper  end 
of  the  gut  must  now  be  decided.  !f  an  end-to-end  anastomosis  seems  feasible— which  is 
rarely  the  case — ihe  nllempt  should  lie  uuule.  In  otlicr  case*  the  interests  of  the  palient  will 
be  best  served  by  bringing  the  upper  end  out  at  the  poslcrinr  wmind  and  stiicliing  ii  in  the 
akin  In  that  prMiunn. 

The  operation  is  undouhtwlly  a  very  severe  one,  attended  by  much  shi»ck  and  hemor- 
rhage, am!  the  technical  diflicultics  are  so  great  that  it  should  be  aiienipled  by  those  only 
who  are  possessed  nf  con.sidrralde  surgical  skill  and  eapcricnce. 

There  are  certain  cases  unsuitable  for  excision,  in  which  the  amount 
of  strictuix  is  so  great  a.s  lo  yivc  rise  to  the  symptoms  of  obstruction. 
Such  cases  are  usually  as.sfKiatcd  witii  a  great  tJcaJ  of  pain  and  distress. 
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Relief  is  therefore  urgently  called  for  by  some  surgical  measure,  and  tlic 
choice  lies  between  (i)  linear  proctotomy,  (2)  gouging  out  the  fungating 
inash,  and  (3)  colotomy. 

J,infar proi'tittamv  i;onJ*W  iti  making  a  cul  Snclcwnnt  Kiwnrd  tli^  Mcnitn  and  coccyx, 
rmm  che  healthy  Usmic  above  thv  ^uicturc.  quite  ilirougli  ibe  discasccl  imis,  mid  including 
both  sphinrtem.  whether  diiraxjd  or  not.  I'hi*  u|ieraiiiit)  i*  n  safe  one,  and  11  effectual  in 
aiTiinliiig  uC  leaAt  lem|Hinii;-  relief.  The  hcniunhagc  may  be  contioltcd  by  catching  and 
lying  ihc  mnin  vcstds.  nf  liy  stuffing  ilie  wIhjIc  w<iiiiiil-arfa  for  a  few  hour«  wilh  ioOofunn 
gaiue.     This  cucatture  amy  be  cuinbiiied  wilh  die  fullowiii^  : 

Gouging  out  th(  diseased  tissue  may  be  done  by  means  of  a  Volk- 
mann's  six>on  or.  where  the  growth  is  soft,  by  the  fingers.  It  is  suitable 
for  those  cases  with  exuberant  fiingntions,  frequent  profuse  hemorrhages, 
and  foul,  septic  discharges.  The  operation  must  be  done  tlioroughly 
and  mpidLy,  the  curetting  being  continued  until  a  6rm  base  is  reached. 

Colotomy. — The  various  operations  of  colotomy  will  be  found  to  be 


Fig.  »8s. — Inguinal  coiotumy  by  Maydl-keclHs  npencion  (or  culomnar-cetl  cpithelioiu. 
The  gnivrth  hud  sn  pniised  u[H)n  the  iirrthra  as  to  nccc^Bitnie  a  M)|irapubic  cysOIOtny.  a,  lon- 
giludinal  Inc-.txioti  in  loop  or  slgmnid ;  #.  i^utta'percha  rod  psswd  ihrough  mesentery ;  t,  tube 
draining  hlnddr^r.     (Siimc;  cast  .ts  Fig,  383,) 

fully  described  in  Chapter  XII.  o{  this  volume,  and  it  will  be  .sufficient 
here  simply  to  discuss  when  colotomy  slioiild  be  done  in  cases  of  cancer 
of  the  rectum.  As  a  p.itlialivc  measure  in  cases  of  obstruction  asso- 
ciated with  spurious  diarrhea  and  great  |iain  or  the  formation  of  fistulae 
into  the  bladder,  vagina,  nr  upon  the  |>erineum,  colotomy  affords  a  means 
of  giving  very  great  relief  to  the  patient.  The  lessening  of  the  rate  of 
growth  claimed  by  some  authoritie.'i  is  strongly  disallowed  by  Alling- 
lidm,  and  it  must  be  borne  in  mind  that  the  artificial  anus  in  cither  the 
inguinal  or  lumbar  region  is  very  frequently  a  source  of  annoyance  and 
emlMrrassmcnt  to  the  patient.  Accordingly,  when  a  patient  is  able  to 
pa.ss  feces  without  great  pain,  and  when  careful  palliative  treatment  ena- 
bles him  to  live  in  tolerable  comfort,  colotomy  should  not  be  done,  but 
should  be  held  in  rescr\'e  to  be  applied  on  the  occurrence  of  obstruction 
or  the  formation  of  fistulx.     In  cases  thus  carefully  selected  colotomy 
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may  properly  be  looked  upon  as  a  means  of  prolonging  life  for  a  few 
months  at  least,  and  of  greatly  ameliorating  the  sufferings  of  the  patient's 
last  days. 

When  the  symptoms  of  obstruction  are  not  urgent,  the  operation 
known  as  the  Reclus-Maydl  operation  is  the  simplest  and  best.  It  con- 
sists briefly  in  making  a  parietal  incision  just  above  the  anterior  superior 
spine  of  the  ilium  on  the  left  side,  seizing  the  sigmoid,  drawing  it  through 
the  wound,  and  passing  a  glass  or  gutta-percha  rod  through  the  meso- 
colon close  to  the  intestine  (Fig.  285,  b).  Care  should  be  taken  to 
draw  down  the  sigmoid  so  that  its  upper  part  (Fig.  283,  d)  is  brought 
into  the  wound,  otherwise  troublesome  prolapse  may  occur.  No  sutures 
are  required,  the  operation  occupies  but  a  few  minutes,  and  there  is  con- 
sequently but  little  shock.  The  gut  may  be  opened  with  safety  in  three 
or  four  days. 

The  question  of  the  administration  of  opium  and  its  alkaloids  is  a 
most  important  one,  and  resolves  itself  into  a  choice  of  evils.  When  the 
sufferings  of  the  patient  become  excessive,  the  administration  of  the 
opium  affords  a  merciful  relief;  but  in  a  slow-growing  tumor  the  danger 
of  establishing  by  the  use  of  the  drug  an  inability  to  bear  the  least 
physical  pain  and  a  mental  conditi'on  but  little  less  distressing  than  the 
disease  itself,  should  make  the  surgeon  cautious  to  commence  this  means 
of  relief  as  late  as  possible,  and  to  give  the  drug  in  the  smallest  possible 
quantities. 
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SURGERY  OF  THE  PENIS,  URETHRA.  PROSTATE.  AND 

BLADDER. 


SURGERY  OF    THE   PENIS. 

The  congenital  malformations  of  the  penis  are  phimosis  and 

the  various  f'irrns  oi  hyjjo^^padias  and  epispadias. 

Hypospadias  is  a  condition  in  which  there  is  an  absence  of  some 
part  of  ihc  fioor  of  the  urethra.  Most  often  the  urethral  opening  is 
ill  the  neigliborhood  of  the  glans,  when  it  is  called  baJiifiiiic  hypospa- 
dias. The  opening;  may  be  in  the  perineum — the  pinoscrotal form  of 
hypospadias.  In  this  form  tlie  whole  floor  of  the  perineal  urethra  may 
be  wanting,  and  in  many  such  caseS  some  degree  of  arrested  develop- 
ment of  the  .scrotum  and  testicles  is  present — many  cases  diagnosed  as 
hcrmaphrodism  arc  only  extreme  forms  of  penoscrotal  hypospadias. 
The  ability  to  procreate  depends  on  the  site  of  the  urethral  opening. 
Perincosi: ratal  hypospadias  Ls  the  result  of  a  still  earlier  arrest  of 
development. 

Trtaimcnt. — Operations  for  the  cure  of  balanitic  or  penile  hypo- 
spadias are  .seldom  successful.  The  method  devised  by  Duplay  is  the 
best.  This  operation  must  be  done  in  three  stages,  with  a  delay  of 
weeks  or  months  between  each  stage.  The  steps  of  this  operation  arc 
as  follows:  i.  Straightening  the  penis  by  transverse  cuts.  2.  Fonning 
a  new  urethra  and  restoring  the  meatus,  and  suturing  skin-flaps  from 
the  lateral  regions  of  the  penis  over  a  catheter  left  in  the  new-formed 
urethral  can.il.     3.   Closing  the  abnormal   opening. 

Epispadias  is  a  confjenilal  ab.sencc  of  some  portion  of  the  roof  of 
the  urctfira.  It  i.^  much  rarer  than  hypospadias,  and  is  in  many  cases 
associated  with  exstropliy  of  the  bladder.  Operations  for  this  condi- 
tion have  been  even  less  successful  than  for  hypospadias. 

Phimosis,  a  condition  in  which  the  prepuce  cannot  be  retracted 
over  the  glans  penis,  may  he  congenital  or  may  be  caused  by  inflam- 
matory states,  gonorrhea,  chancroids,  etc.  As  .seen  in  children,  the 
prepuce  is  sometimes  much  elongated,  with  a  greatly  contracted  ori- 
fice— the  "  pinhole  prepuce."  Relief  of  this  condition  is  important, 
for  the  irritation  of  retained  secretions  causes  various  reflex  nervous 
troubles,  and  the  straining  during  urination  may  cause  hernia.  In 
adults  a  persisting  phimosis  favors  the  contraction  of  venereal  disease 
and  predisposes  to  epithelioma.  All  cases  of  phimosis  should  be  oper- 
ated upon. 

Circumcision. — This  operation  is  best  done  under  general  anesthesia. 
In  adults  cocain  may  be  used,  but  it  is  liable  to  cause  annoying  edema 
of  the  tissues.  After  the  prepuce  has  been  thoroughly  cleansed  and 
disinfected,  it  should  be  drawn  finnly  forward  and  caught  in  front  of  the 
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glans  by  long,  iiarrow-btadcd  forceps.  The  rc<Eiint!ant  portion  should  be 
cut  away  in  front  of  the  forceps,  when  the  skin  will  retract,  exposing  the 
mucous  membrane  over  the  ylans.  This  shuuUI  be  spht  up  over  the 
dorsum  in  the  median  line,  and  trimmed  oflf  \  inch  from  the  corona. 
The  skin  and  mucous  membrane  should  be  united  by  interrupted 
stitches,  special  care  being  taken  to  secure  the  vessels  in  the  neifjh- 
borhood  of  the  frcnum,  a  little  nristol  or  simple  drj'ing-powdcr  dusted 
on  the  wound,  anct  a  narniw  strip  of  sterilized  gauze  wound  around  it 
and  fastened  by  tlnead  or  by  oHodion.  In  the  case  of  infants,  it  is 
sufHcient  to  cover  the  glaiis  with  sterilized  gauze,  changing  the  dressing 
as  often  as  it  becomes  saturated  with  urine. 

Paraphimosis. — If  the  prepuce  is  caught  behind  the  glans  [x-nis 
and  caimot  be  reduced,  the  condition  is  called  paraphimosis.     Edema 


Flli,   3!S6. — (-llIlKrr   lit    ihf   fJ^^^J^. 

and  swelling  begin  rapidly,  and  as  they  increase  add  greatly  to  the 
constriction  of  the  part.s.  The  dangers  lie  in  the  interference  with 
circulation,  and  the  infiltration  and  ulceration  and  possible  gangrene. 

Treatment  consists  in  reduction  under  ether  by  careful  manipula- 
tion:  in  sonic  cases  it  will  be  necessary  to  cut  the  constricting  band. 

Balatlitis  is  an  inflammation  of  the  surface  of  the  glans.  It  is 
usually  due  to  lack  of  cleanliness,  by  the  irritationof  retained  secretions 
in  phimosis;  but  it  may  be  caused  by  gonorrheal  or  chancroidal  infec- 
tion. The  extension  of  this  inflammation  to  the  prepuce  is  called 
balanoposthitis.  The  simpler  forms  need  no  treatment  but  cleanliness; 
tJie  specific  varieties  may  be  troublesome. 

Herpes  frequently  appears  on  the  jxmis  just  behind  the  glans  or 
at  the  (irifice  of  the  prepucf.  Tlie  cause  is  often  lack  of  cleanliness, 
phimosis,  etc. ;  but  her{M?s  may  he  coincident  wilh  gonorrhea  or  gleet 
From  the  tendency  of  herpes  to  ulcerate,  confusion  in  diagnosis  between 
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it  and  venereal  sores  is  not  unusual.  Treatment  consists  in  the  use 
of  a  dusting-pnwtlLT  of  zinc  oxid  ami  atiL-nllon  lo  local  cleanliness. 

Wart8  of  the  prepuce  or  gliins  are  usually  associated  with  an 
attack  uf  gonorrhea  or  gleet,  yet  they  may  come  without  known 
reason.  They  may  be  removed  by  knife  or  sci.ssors,  or  hy  cauterizing 
with  silver  nitrate  or  acetic  acid.  In  the  smaller  growths  the  appli- 
cation of  a  powder  (if  zinc  oxid  and  calomel  may  be  sufficient. 

Cancer  of  the  Penis. —  lipilheiioma  uf  the  penis  is  most  frequent 
in  cases  of  phimosis.  IrriCatitM]  of  retaineil  secretions  and  lack  of 
cleanliness  possibly  favor  the  origin  of  the  growth.  There  is  usually 
little  pain  until  ulceration  is  extensive.  Rate  of  growtli  and  involve- 
ment  of  the  lymphatics  are  slow.  There  is  danger  in  diagnosing  phag- 
edenic gumma  as  cancer  of  the  penis:  mistakes  must  be  avoided  by 
careful  microscopical  study  and  the  use  of  drugs. 

Treatment  consists  in  amputation  of  a  pait  or  all  of  the  penis,  with 
removal  of  the  inguinal  glands.  In  amputation  the  corpora  cavernosa 
should  be  cut  through  at  a  point  a  little  higher  than  that  in  the  corpus 
spongiosum,  so  thai  the  urethra  can  be  split  open  and  the  mucous 
membrane  sutured  to  the  skin,  thus  forming  a  covering  tu  the  stump 
of  the  penis.  If  the  disease  involves  the  greater  part  of  tlic  body  of 
the  penis,  the  entire  organ  should  be  removed,  the  crura  sliould  be 
detached  frcnn  their  pubic  attachments,  and  the  .scrotum  and  testicles 
removed.  In  all  amputations  of  the  penis,  thorough  removal  of  all 
the  inguinal  glands  should  be  practised. 

SURGERY  OF  THE  URETKRA. 

Stricture. — Stricture  of  the  urethra  is  dependent  on  a  cicatrix  that 
lias  been  forined  as  the  lesult  »»f  either  accident  or  disease.  A  kick  or 
blow  in  the  perineum,  or  a  fall  across  a  beam  with  the  legs  astride. 
causing  rupture  of  the  urethra,  is  almost  certain  to  be  followed  by 
stricture.  In  stricture  due  to  disease  tiicre  is  almost  invariably  a  history- 
of  a  gonorrhea  that  has  been  imperfectly  cured,  and  in  which  a  gleet 
has  persisted  for  months.  There  are  very  rare  cases  in  which  no  such 
history  is  obtainable,  and  in  which  the  disease  has  been  ascribed  to 
masturbation  or  is  a.ssumcd  to  have  a  congenital  origin. 

Stricture  is  most  common  in  the  spongy  urethra,  particularly  in 
the  bulb:  it  is  very  rare  in  the  membranous  urethra,  and  is  never 
met  with  in  the  prostate.  Oftentimes  more  than  one  stricture  exists; 
and  occasionally  the  whole  canal  is  surrounded  by  cicatricial  tissue  and 
converted  into  one  long  stricture.  The  most  inveterate  forms  are  those 
at  the  meatus,  where  they  are  usually  the  result  of  cicatrization  of  a 
sore,  or  of  contraction  of  the  orifice  ftillowing  circumcision.  Strictures 
resulting  from  injuries  are,  as  a  rule,  more  severe  and  unyielding  than 
are  those  following  upon  gleet.  This  is  due  to  the  cicatrix  being 
thicker,  and  often  involving  the  tissues  outside  the  urethra  as  well  as 
the  mucous  canal  itself. 

Pathology  ol  Stricture. — A  traumatic  stricture  is  formetl  by  the 
cicatrization  of  a  wound  in  the  urethra,  and  oftentimes  in  the  sur- 
rounding tissues — a  dense  scar  replacing  the  normal  elastic  tissues. 
Organic  stricture  from  disease  is  the  result  of  long-continued  inflam- 
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matton,  and  follows  usually  upon  one  or  more  attacks  of  gonorrhea. 
Unlike  a  traumatic  stricture,  it  does  not  supervene  within  a  few  weeks 
or  months  of  the  original  trouble.  Its  onset  is  gnidujil,  and  oftentimes 
hardly  perceptible.  When  a  .strictitred  urt-thra.  is  laic]  ojjen  after  death, 
the  con.stricturcd  portiun  is  seen  to  be  surrounded  by  cicatricial  tissuCf 
the  extent  and  character  of  which  are  very  vaiiible. 

The  urethroscope  shows  us  that  a  small  granular  patch  of  inflam- 
mation or  an  inflamed  yland  in  the  urethra  gradually  induces  the 
formation  of  a  cicatrix,  which  by  its  contraction  produces  a  strict- 
ure; and  it  is  prob;ibIe  that  the  reason  why  the  neighborhood  of  the 
bulb  is  so  liable  to  stricture  is  that  morbitl  products  may  easily  gravi- 
tate there  in  the  sitting  or  standing;  position.'  Given  the  presence  of 
such  inflammation,  spasm  is  also  an  important  factor  in  some  cases. 


f, 


i\ 


FIC  987. — Stricture  of  the  urethra,  wiih  dilal^iion  behind  the  stricture  uid  hyprnrophi«d 
bladder -walls  (St.  Hnrtholomvw's  Ho»pital  Mosrum). 

The  tittmdary  thaugti  in  tlfihl  siriclure  are  very  iiit|x>rtant  The  nrelht*  behind  au  nld, 
tight  nriclurr  becomes  diUtrd  and  ihinncd  \  Us  lininii;  is  inflnmcd,  iccrd^s  a  gleety  dis- 
chaige,  and  rnay  Hlicratr.  The  mustulur  ctMt  uf  (lie  liliiddi-r  undcri:uf.'i  hyiK^rtruphy,  ren- 
dering iu  Mrfftce  irrt^lnr  ( fB<cicuUtcd )  »r  [loiichwl  i^iAcculAtrd).  If  there  i»  retenttrin  of 
mine,  the  *)m:us  i»  enlnrijed  ;  tls  mui^ini*  liniiij^  i^  uftcii  llie  »eat  uf  catnitlntl  itillamuiiLliun, 
K%  n  result  of  the  muscular  hyprnn>iihy,  ihr  uncicru  and  pclvin  of  the  kidney  betotne  diluted, 
the  pyrkinidi  of  the  kidney  bettmic  abMirtied,  and  the  cortex  chrojiically  inflamed.  A  kidney 
in  such  n  stale  very  readily  bccntnes  a  prey  lo  septic  inreclioii,  leadiD{[  lo  suppumlivc  pyehlis 

I  and  nephritic,  with  minute  .-lb<ice«<^^^  «caltere<l  through  the  cottex. 
D! 
St  rue 
monil 
KBriK 


Dlaji^nosls  and  Symptoms  of  Stricture  and  other  Causes  of  Ob- 
struction.— It  is  remarkable  how  ran-ly  a  patient  will  admit  any  pre- 
monitory symptoms  of  stricture.     Sometimes  there  is  a  histor>'  of  the 

*  See  a  p«pcr  by  Pearce  Gould.   Lancet,  Dee.  8,  1877.     Also  remarks  by  the  author 
{ffrif.  Mfif.  Jvmr,,  vol.  i.,  p.  940,  I&90]  on  Ibc  relation  of  upasm  lo  organic  atncture. 
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prolongation  of  the  act  of  micturition,  of  a  forked  and  diminishetl 
stream,  and  perhaps  of  per.sii^tctit  or  frequently  recurring  glecL  If  the 
muscular  fibers  of  the  bladder  have  been  equal  to  the  increased  strain 
put  upon  them,  tlierc  may  be  but  little  warning  of  the  narrowing  cali- 
ber of  the  urethra  until  some  exciting  cause,  such  as  cold  or  an  extra 
quantity  of  intoxicating  liquor,  induces  an  inability  to  empty  the  blad- 
der, and  the-  [jaticnt,  in  consL-qucncc,  seeks  the  advice  of  the  surgeon. 
In  some  cases  frequency  of  micturition,  with  or  without  dribbling  of 
urine,  is  the  first  indication  of  tJic  trouble. 

The  prci^ence  of  constitutional  symptoms  will  depend  on  the  condi- 
tion of  the  urethra  and  the  urine.  If  the  difficulty  is  of  long  standing, 
the  urinary  tract  will  have  become  septic  and  cy-Jtitis  may  be  present. 
The  increased  intravesical  tension  causes  a  dilabition  of  the  ureters  and 
kidney-pelvis,  and  so  renders  them  more  vulnerable  to  septic  infection. 
The  point  of  entrance  of  the  septic  organisms  is  in  most  cases  a  matter 
of  conjecture,  as  it  often  occurs  before  the  passage  of  a  catheter.  The 
most  common  forms  of  infection  are  due  either  to  the  Streptococcus 
pyogenes  or  ta  the  Bacillus  coli  communis.  In  such  cases  the  tongue 
is  furred,  the  patient  listless  and  apathetic, and  tlic  digestive  organs  dis- 
turbed; in  severe  cases  vomiting  and  diarrhea  form  a  prelude  to  the 
fatal  consequences  of  urinan.-  infection. 

A  stricture  always  demands  surgical  treatment ;  and  when  the  onset 
of  con-stitutional  symptoms  denotes  a  condition  of  sepsis,  or  when 
retention   occurs,  no  delay  should  be  permitted. 

Retention  of  urine  is  caused  either  by  an  interference  with  the 
ner\'ou.s  niccb.uiism  af  the  act  or  by  a  physical  obstruction  to  the  flow 
through  the  urethra.  The  micturition-ccnicr  in  the  lumbar  cord  may 
be  inhibited,  and  the  reflex  act  entirely  prevented.  This  is  seen  after 
injuries  and  operations,  parlicularlj'  in  the  region  of  the  pelvis,  in  hys- 
teria, in  severe  shock,  and  in  injury  of  the  spinal  cord  above  the  lumbar 
region.  Large  duses  of  belladonna  may  produce  the  same  eflfect ;  the 
so-calletl  congestive  stricture  is  probably  always  nf  ner\'Ous  origin.  A 
tight  .stricture  is  the  most  frequent  cause  of  retention  from  obstruction 
to  the  outflow.  Other  common  causes  arc  hypertrophy  of  the  pros- 
tate; calculus  and  tumor  in  the  bladder;  calculus  or  a  foreign  body 
impacted  in  the  urethra  ;  fracture  of  the  pelvis,  with  displacement :  peri- 
urethral abscess  or  tumor;  a  tiyht  phimosis,  or  contracted  meatus.  In 
gonorrhea  the  swelling  of  the  mucous  membrane  is  said  to  form  a 
blockade  in  the  urethra.  Overdistention  of  the  bladder  may  lead  to 
loss  of  power  in  the  bladder-muscle,  and  so  to  retention  of  urine. 

The  diagnosis  of  many  of  these  conditions  is  exceedingly  simple  for 
the  surgeon  who  systematically  explores  the  urinary  tract. 

The  sywpfoms  depend  [Xirlly  on  the  aculeness  of  the  attack  and 
partly  t>ii  the  constitutional  cnndition  of  the  jiatient.  If  the  kidneys 
are  diseased,  a  very  small  amount  of  retained  urine  may  cause  consid- 
erable discomfort  and  a  correspondingly  grave  prognosis.  If  retention 
is  due  to  disease  or  injur\'  of  the  spinal  cord,  the  symptoms  wilt  Ijc 
few ;  owing  to  loss  of  sensibility,  the  water  may  begin  to  dribble  away 
from  the  overfull  bladder  before  the  patient  is  aware  of  his  condition. 
Hut  if  retention  should  occur  suddenly  in  u  young  and  healthy  adult 
during  the  course  of  gonorrhea,  or  in  consequence  of  any  injury  to  the 
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urethra,  the  symptoms  will  be  severe.  Added  to  the  urgent  desire  to 
micturate,  there  are  severe  and  ajjonizintj  pain  in  the  regiun  of  the  blad- 
der and  slramiiitj.  accompaiiiL-d  perhaps  by  prolapse  of  the  bowel,  or 
even  by  the  occurrence  of  hernia.  Tlic  distended  bladder,  unless  the 
patient  is  very  fat,  will  be  felt  reaching;  to  the  navel  or  beyond,  and 
the  urine  will  possibly  trickle  in  small  tjuantilies  from  the  urethra. 
If  this  condition  is  unrelieved,  tlic  patient  gradually  passes  into  a  con- 
dition of  uremic  coma  and  convulsions.  The  f't-ogiiosis  is  dependent 
(Ml  the  treatment. 

Trtattmnt. — The  niethod  to  be  adopted  for  the  relief  of  reterttJon 
must  depend  upon  its  cause.  If  it  be  in  conset|uence  of  paralysis,  the 
passage  of  a  catheter  must  be  continued  as  long  as  it  Is  required  ;  but 
no  pains  should  be  spared  to  secure  asepsis  of  the  catheter  and  of  the 
urethra,  as  infection  is  verj'  likely  to  occur. 

The  spasmodic  and  congestive  retention  which  occurs  during  the 
course  of  an  attack  of  gonorrhea,  though  usually  relieved  by  a  hot 
bath,  occasionally  demands  the  passage  of  a  catheter.  If  a  true 
obstruction  occurs,  dependent  on  any  of  the  causes  just  referred  to,  a 
careful  examination  must  be  made. 

Tbe  exploration  of  the  urethral  tract  should  be  conducted  as  fol- 
lows: The  patient  should  be  placed  m  a  recumbent  position,  and  the 
surgeon,  standing  on  whichever  side  he  prefers,  introduces  a  medium- 
sized  bougie  olivaire  as  far  as  he  can  with  care  and  firmness.  If  it 
enters  the  bladder,  a  larger  size  may  be  selected  until  the  limit  of  easy 
urethral  dilatability  is  reached.  If  the  passage  is  clear  as  far  as  the 
bladder,  obviously  no  stricture  exists.  The  surgeon  should  then  pro- 
ceed to  explore  cither  the  urethra  or  bladder,  or  both,  should  he  deem 
it  desirable.  If  the  urethra  demands  further  examination,  the  writer  is 
in  the  habit  of  employing  an  Otis  urethromeler.  by  means  of  which  its 
varying  caliber  from  the  bulb  to  the  orifice  can  be  easily  detected. 
During  the  course  of  such  an  examination  the  presence  of  local  con- 
strictions, or  of  undue  pain  and  tenderness,  aided  by  a  digital  examina- 
tion of  the  exterior,  will  aflbrd  much  valuable  information ;  and  an 
inspection  of  the  instrument  when  it  is  withdrawn  may  reveal  a  drop 
of  pus,  mucus,  or  blood,  any  of  which  conditions  indicates  some 
dejKirture  from  the  normal.  The  subsequent  Introduction  of  the 
urethroscope  often  affords  confirmatory  evidence  of  some  local  inflam- 
matory state  which  demands  local  treatment 

If  severe  pain  is  evinced  by  the  patient,  cocain  to  the  extent  of  I  or 
2  grains  should  be  employed;  but  it  is  better  to  make  at  least  a  first 
examination  without  it  if  possible,  as  pain  is  an  inijHUtant  aid  to 
diagnosis.' 

A  complete  and  satisfactory  examination  of  the  prostatic  urethra  is 
by  no  means  easy  to  obtain,  and  in  some  instances  is  almost  an  im- 
poiisibility.  By  the  use  of  a  few  different  sized  instruments,  coupled 
with  a  simultaneous  i^ctal  examination,  a  fair  knowledge  of  the  condi- 

'  TTie  smplcM  method  of  ndtnimsteriniz  cocnin  is  lo  lake  two  inbloids  <iich  ronbunin|[ 
■  grnin,  diM>«>K«  tlicm  in  abuut  ,^j  of  waler.  aud  inbtiduce  lliis  br  mean*  of  a  unaU  sirrioKC 
lo  which  U  allachvd  ■  5inall  nihbtr  mthrtcr  open  at  the  end.  Tne  firRl  I  nr  3  inchrsof  the 
Uiclhn  can  be  rcinJercd  in*rnMtivc  Ijy  injctling  a  few  drupv:  a»  »oon  ■>  local  inficiuiibitity 
occurs  the  inMniment  can  be  inserted  a  litilc  Cunher  and  knolhcr  wction  rendered  in&cnsj- 
Uve,  and  »o  od  Diitil  complete  local  anetiheiJa  ii>  produced. 
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tions  can  be  arrived  at.  The  most  useful  instruments  for  this  purpose 
are  a  couple  of  full-sized  silver  catheters  of  varying  curve.  One  of 
these,  extra  long  and  well  curved,  is  known  as  a  silver  prostatic  catheter. 
In  addition  to  these  some  full-sized  olivary  and  Jacques  catheters. 
and  some  with  a  coudoe  and  bicoudec  curve,  should  always  be  at 
hand  to  complete  the  surgeon's  armamentarium.  Indeed,  it  is  diffi- 
cult to  say  what  form  of  catheter  or  bougie  he  may  not  require  in 
some  cases. 

Olivary  catheters  of  different   curve  arc   perhaps   more  likely  to 
enter  the  bladder  than  any  other,     it  is  important  to  note  how  far  thf 


FlUS.  s88,  aSq, — Soft  ca,theten. 


catheter  requires  to  be  intnuhiced  before  urine  flows,  as  any  elonga- 
tion of  the  urethra  in  advanced  life  is  almost  sure  to  be  an  indication 
of  enlarged  prostate.  In  some  cases  the  urethra  may  be  increased 
from  8  to  lo,  ii,  or  even   \2  inches  in  length. 

If  the  prostate  is  not  enlarged,  or  affords  an  insufficient  explanation 
of  the  pjiticnt's  condition,  the  interior  of  the  bladder  must  be  examined. 
Its  cajiacity  can  be  determined  either  by  injecting  it  with  boiled 
water,  by  means  of  a  funnel  and  catheter,  or  by  measuring  the  amount 
of  urine  it  contains  when  filled.  It  should  contain  close  upon  a  pint 
without  giving  rise  to  symptoms  of  inconvenience.     When  a  patient 


Fig,  aoo. — Silver  cathcl 


has  been  in  the  habit  of  holding  his  water  for  a  considerable  length  of 
time,  and  the  presence  of  a  stricture  or  enlarged  prostate  has  obstnirtcd 
his  outflow,  the  bladder  capacity  may  be  raised  to  as  much  as  3  or  4 
pints  or  more.  Such  a  condition  is  always  pathological,  as  also  is  that 
of  diminished  capacity,  in  which  this  organ  will  hold  but  a  few  ounces. 
The  introduction  of  a  sound  wilt  afford  valuable  information  as  to  the 
presence  of  any  foreign  body,  such  as  a  stone,  Ucforc  introducing  this 
instrument  the  patient's  pclWs  should  be  slightly  raised  on  a  cushion, 
so  as  lo  elevate  it  2  or  3  inches  above  the  rest  of  the  body.  When  the 
sound  has  reached  the  interior  of  the  bladder,  the  beak  should  be 
carried  to  its  farthest  limit,  and  exploration  made  right  and  left  by  a 


scries  of  light  taps,  until  the  orifice  is  reached.  If  the  stone  is  lying 
on  the  back  wall  of  the  bladder,  it  will  aliuast  certainly  have  ijivcn 
some  indication  of  its  presciiec.  Behind  the  pri>st;ite  tile  beak  must  be 
reversed,  as  a  depression  often  exists  here  to  which  a  stone  is  very 
likely  to  gravitate. 

A  scries  of  sounds  of  varj-ing  curve  may  be  required,  in  order  to 
explore  the  depressions  and  sacculi  which  sometimes  surround  a  bladder, 
and  in  which  a  stone  may  remain  concealed  even  after  the  most  care- 
fully conducted  sounding.  Contact  witli  the  stone  elicits  a  sound,  and 
the  sharpness  of  the  sound  is  an  index  of  the  hardness  of  the  stone. 

Should  the  diagnosis  stiH  reniiiin  uncertain  after  sounding,  the 
cystoscope  may  be  employed.     In  order  to  obtain  a  complete  view  of 
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Fig.  991. — Sound. 

every  portion  of  the  bladder  two  in.struments  arc  used,  one  to  illumin- 
ate the  upper  hemisphere  and  the  other  the  lower.  This  latter  in.stru- 
mcnt  is  usually  introduced  first,  as  it  is  in  this  zone  that  by  far  the 
greater  part  of  the  pathological  conditions  of  the  bladder  will  be  dis- 
covered. Its  introduction  offers  no  special  diflficullies  to  the  surgeon 
who  is  familiar  with  sound  and  lithotritc,  unless  the  prostate  is  irregu- 
larly enlarged  or  stricture  is  present;  but  the  presence  of  much  pus 
or  blood  in  the  urine  so  obscures  the  view  as  to  render  an  exact 
diagnosis  difficult.  Under  such  circumstances  the  bladder  must  be 
washed  out  and  clean  boiled  water  introduced.  Sterilized  glycerin 
should  be  used  as  a  lubricant  for  the  cystoscope.  in  order  to  avoid 
smearing  its  glass  window  and  rendering  it  opaque.     It  i%  difficult  to 
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Fig.  99a. — Cysla»cope. 


manipulate  the  cystoscope  when  the  bladder  contains  much  less  than 
5  or  6  ounces  of  f!uid ;  and  it  is  often  advisable  to  inspect  that  organ 
under  diRcrent  degrees  of  distention,  if  obscure  pathological  phenom- 
ena have  to  be  cleared  up.  The  light  should  be  carefully  examined 
and  the  rheostat  adjusted  before  beginning  an  examination.  Otherwise 
there  is  considerable  risk  cither  of  fusing  the  lamp  or  fif  obtaining  an 
tnsufTicient  light.  To  interpret  properly  tlie  facts  that  are  observed, 
much  practice  is  essential.  Various  conditions  may  be  revealed — a 
stone  may  be  seen  lying  at  the  bottom  of  a  sacculus,  a  foreign  body 
dctccteil,  a  tumor  discovered,  or  a  source  of  hematuria  or  pyuria 
determined  u-ith  absolute  certainty. 

It  has  been  assumed,  so  far,  that  the  urethra  is  pervious  to  instru- 
ments.    If  this  is  not  the  case,  and  the  bougie  or  catheter  is  brought 
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to  a  standstill  by  some  ubstructinu,  a  smaller  instrument  must  be 
employed.  Not  infrequently  the  patient's  urethra  has  been  explored 
before,  and  possibly  one  or  more  fclse  passa^fcs  exist,  tlie  result  of 
careless  or  iynoraiit  instrumcnUition.  A  small  instrument  especially 
is  always  likely  to  re-enter  them,  or  may  find  its  way  into  the  orifices 
of  urethral  gbnds  or  encounter  folds  of  mucous  membrane.  Practice 
alone  can  enable  one  to  ascertain  with  certainly  that  he  is  in  the  right 
track.  In  cases  of  difficulty  tt  is  well  to  remember  that  the  penis  must 
be  ti_i;htly  drawn  up  over  the  instrument,  so  as  to  pull  out  the  folds 
of  its  mucous  membrane,  and  that  manipulation  must  be  gentle. 

Possibly  a  ^juidc-bouj^ie  is  the  only  instrument  that  will  enter  after 
repeated  attempts,  and  sometimes  nothing  can  be  introduced  into  a 
bladder,  even  under  the  uiftuencc  of  an  anesthetic.  In  such  a  case 
operative  interference  is  urgently  called  for.  If  the  patient  can  get  rid 
of  liis  water,  it  is  often  best  to  keep  him  in  bed  for  a  few  days,  in  the 
hope  that  (piiet  and  warmth  may  diminish  the  congestion  and  spasm 
which  are  always  present  in  such  cases.  A  second  attempt  to  intro- 
duce an  instrument  may  then  be  made;  but  if  it  also  fail,  no  further 
delay  must  be  countenanced.  Recourse  must  be  had  in  the  case  of 
stricture  to  Wheeihouse's  or  Cock's  operation  (see  p.  541). 

Relief  can  always  be  obtained  \iy  puncturing  the  bladder  aboz'v  the 
pubt's  with  an  aspirator.  It  Is  not  desirable  to  aspirate  frequently,  for, 
though  the  aperture  in  the  bladder-wall  readily  heals  if  it  is  subjected 
during  the  next  few  days  to  a  moderate  amount  of  distention  only,  yet 
in  case  considerable  overdistenlion  is  permitted  to  recur,  the  edges  of 
the  puncture  will  gape,  and  urine  may  find  its  way  into  the  prevesical 
cellular  tissue  and  give  rise  to  fatal  sepsis.  It  should  be  borne  in  mind, 
therefore,  that  this  method  of  treatment  is  but  a  temporary  measure. 

If.  however,  the  age  of  the  patient  or  the  condition  of  his  urethra 
renders  it  inadvisable  to  make  an  attempt  to  remove  the  source  of 
obstruction,  a  largc-sizcd  trocar  should  be  used,  and  a  rubber  catheter 
passed  through  it  into  the  bladder,  with  a  view  to  making  the  opening 
permanent.  Puncture  of  the  bladder  through  the  rectum  should  not 
be  practised. 

Obstruetivn  by  Calen/us  or  Foreign  Body. — Possibly  during  the 
course  of  his  examination  the  surgeon  may  conclude  that  the  obstruc- 
tion is  due  either  to  an  impacted  calculus  or  to  the  presence  of  a  foreign 
body.  There  may  be  a  historj'  of  sudden  pain  radiating  down  the 
penis  and  along  the  thighs,  accompanied  by  difiicutty  in  micturition, 
which  a  few  days  later  caused  retention.  Such  a  history,  especially  in 
children,  points  with  almost  absolute  certainly  to  an  impacted  ealeidus, 
which  should  cither  be  pushed  back  into  the  bladder  and  crushed,  or, 
if  this  be  deemed  inadvisable,  cut  down  upnn  and  removed.  Its  exact 
position  must  first  be  determined  by  palpation  and  the  aid  of  n  sound. 
In  rare  instances  stones  have  remained  embedded  in  the  wall  of  the 
urethra  for  years  ;  but  such  a  condition  implies  the  absence  of  complete 
obstruction.  In  such  a  cise  its  presence  is  eventually  manifested  by 
an  abscess,  which  when  opened  reveals  at  once  its  origin  and  cause. 

Foreign  bodies  include  every  conceivable  variety  of  material,  from 
hairpins  and  slate-pencils  to  broken  catheters.  They  may  be  intro- 
duced by  the  insane,  by  adults  as  a  sexual  stimulus,  or  from  mischiev- 
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Fid.  293. — Urclhral  forceps. 


ous  motives  by  young  children.  The  motives  which  prompted  their 
introduction  are  often  concealed  from  the  surgeon  until  the  extraction 
of  the  foreign  body  renders  further 
attempt  at  deception  useless.  It  is 
difficult  to  lay  down  absolute  rules 
in  such  cases.  Their  accurate  diag- 
nosis will  usually  tax  the  surgeon's 
powers  and  afford  a  curious  insight 
into  the  freaks  of  human  nature. 
They  should  be  extracted,  if  pos- 
sible, by  the  natural  route,  without 
damage  to  the  urethral  wall.  A  pair 
of  urethral  forceps  (Fig.  293)  with 
crocodile-bill  is  the  best  variety  to 
use  for  this  purpose. 

Sometimes  the  foreign  body  can 
be  coaxed  by  manipulation  either  to 
the.  orifice  of  the  urethra  or  into  its 
deeper  parts.  An  incision  for  the 
extraction  of  such  objects  should 
always  be  made,  if  possible,  behind 
the  scrotum,  as  no  difficulty  will  be  experienced  in  getting  it  to  heal 
in  that  situation. 

Treatment  of  Stricture. — The  principal  methods  of  treatment  that 
are  now  employed  are  (i)  gradual  dilatation;  (2)  rapid  dilatation  with 
or  without  retention  of  a  catheter;  (3)  external  urethrotomy;  (4) 
internal  urethrotomy.  For  the  treatment  of  most  strictures  gradual 
dilatation  is  all  that  is  demanded.  A  stricture  that  will  admit  a 
No.  7  or  8  French  will  usually,  a  few  days  later,  permit  the  passage 
of  a  No.  12  or  13.  In  a  short  time  the  urethra  is  completely  dilated, 
and  by  the  occasional  passage  of  a  full-sized  bougie  may  be  main- 
tained in  this  condition;  but  if  the  stricture  is  of  long  duration,  it  may 
resent  this  treatment,  or  at  any  rate  not  improve  under  it.  It  may  be 
very  irritable  and  rapidly  recontract,  or  bleed  on  the  .slightest  provoca- 
tion, and  be  attended  by  a  rise  of  temperature  whenever  touched. 

If  any  of  these  conditions  occur,  more  radical  means  are  demanded. 
The  patient  must  be  confined  to  bed.  A  few  days'  rest  in  bed,  with 
careful  dieting,  the  avoidance  of  stimulants  and  irritable  condiments, 
and  the  administration  of  large  doses  of  alkalies,  such  as  3j  of  potas- 
sium citrate  two  or  three  times  daily,  will  often  work  wonders  with  an 
irritable  urethra.  To  this  may  be  added,  If  the  urine  is  foul,  10  grains 
of  salol  two  or  three  times  daily,  in  order  to  render  it  as  nearly  aseptic 
as  possible.  If  continuous  dilatation  is  to  be  resorted  to,  the  largest 
catheter  that  the  urethra  will  admit  is  introduced  and  tied  in  for  twenty- 
four  to  forty-eight  hours,  at  the  end  of  which  time  another,  two  or  three 
sizes  larger,  will  be  found  to  pass  easily,  and  is  in  its  turn  succeeded  by 
a  still  larger  one.  After  four  or  five  days  the  case  can  usually  be  pro- 
ceeded with  by  gradual  dilatation,  which  has  already  been  described. 
When  it  succeeds,  rapid  dilatation  sometimes  yields  excellent  results, 
and  converts  an  irritable  and  troublesome  stricture  into  one  that  is 
easily  manageable,  if  a  catheter  is  introduced  from  time  to  time.     Its 
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disadvantages  arc  that  it  is  oftentimes  attended  by  considerable  pain 
and  riac  uf  temperature,  aiid  that  the  stricture  rapidly  relapses  into  its 
former  troublesome  condition.  When  a  sudden  attack  of  retention 
ensues,  it  is  oftt-n  the  only  method  that  is  available,  and  it  rarely  fails 
to  relieve  the  p;Uient.  at  least  t em pp rarity. 

If  a  stricture  is  very  irritable  and  rapidly  recontracts,  it  is  sure, 
unless  some  operative  interference  is  undertaken,  to  cause  attacks  of 
cystitis,  and  sooner  or  later  pyelitis  in  addition.  Urethrotomy,  cither 
external  or  internal,  is  then  urj^ently  demanded.  Internal  uretiirotomy 
should  be  performed  wherever  it  is  possible  to  pass  anything  at  all 
through  thchlricture.  When  no  instrument  whatever  can  be  introduced, 
external  urethrotomy  is  the  only  safe  mode  of  procedure;  but  It  is  not 
required  in  more  than  2  or  3  per  cent,  of  these  cases.  Its  disadvan- 
tages arc  that  it  is  a  more  serious  operation,  necessitates  the  escape  of 
the  urine  for  some  days  by  tJie  wound,  and  keeps  the  patient  in  bed 
for  three  or  four  weeks  or  more,  whereas  after  internal  urethrotomy  he 
is  often  up  and  about  within  a  fortnight  or  less. 

Internal  Urithrotoiuy. — Numberless  instruments  have  been  devised 
for  this  operation.  If  the  stricture  i.s  in  the  penile  urethra  and  can  be 
rendered  pervious  to  a  No.  12  or  [3  French,  a  straight,  blunt-pointed 
bistoury  is  all  tliat  will  be  required  for  the  purpose.  The  0|>crator 
grasps  the  penis  in  one  hand,  and  with  the  other  guides  the  bistoury; 
he  need  not  be  in  any  fear  of  cutting  too  deeply,  and  it  is  better  to 
incise  the  stricture  in  more  than  one  [»rt  of  its  circumference. 

When  the  stricture  is  more  deeply  placed,  and  when  it  admiLs  only 
a  filiform  bougie,  a  urethrotome  is  essential,  and  the  form  which  I  usually 
employ  is  that  known  as  Tcevan's  modification  of  Maisonneuvc's  instru- 
ment (Fig.  294).  The  guide-bougie  is  first  passed  through  the  stricture 
into  the  bladder,  and  the  urethrotome  then  screwed  on  it     The  instru- 


I'lO.  194. — Tccvans  urclhrotonie. 

mcnt  is  carefully  guided  through  the  urcthni  until  it  comes  to  a  standstill, 
when  the  knife  is  unsheathed  and  the  stricture  incised  in  one  or  more 
parts  of  its  circumference.  A  full-sized  steel  bougie  is  then  passed, 
and  a  large-sized  catheter(prcferablya  Jacque-s)  passed  into  the  bladder 
and  fixed  there.  The  bbtlder  is  washed  out  three  or  four  times,  first 
with  some  antiseptic,'  and  afterward  with  boiled  water,  and  the  catheter 
is  retained  usually  for  forty-eight  hours.  About  the  eighth  day  a  full- 
sized  bougie  is  passed,  and  this  is  repeated  every  other  day' till  the 
patient  is  convalesccnL    The  permanence  of  the  result  depends  almost 

*  Tb«  aalhur  now  iaTuubly  uses  inA,  1  :  i^  (3j  ^  Pj),  for  lh«  purpose. 
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entirely  on  the  regular  passage  of  a  full-sized  instrument  during  the 
first  six  months  or  a  year.  The  instruments  which  art-  best  fur  such 
puqjose  arc  steel  bougies,  slightly  conical  and  highly  biiniishetl.  A 
set  comprises  llie  following  sizes  in  English  measuremenLs :  Nos.  1  to 
4,  3  to  7.  4  to  9,  6  to  12,  9  to  15,  12  to  18.  The  two  smaller  sizes  are 
furnished  with  screw  caps,  so  as  to  enable  a  whip-bougie  to  be  affixed 
to  them  if  ncccssar>'.  These  conical  bougies  arc  also  very  useful  for 
obtaining  the  rapid  dilatation  of  tight  strictures.  If  the  stricture 
admiu  the  passage  of  a  filiform  guide,  the  smallest  bougie  can  be 


Fig.  1195. — Conical  dilntltix  snutiiK 

attached  to  it  and  guided  through  the  stricture,  and  afterward  one  or 
even  two  larger  ones  passed,  so  that  at  once  dilatation  sufficient  to  pre- 
vent retention  of  urine  is  accomphshed. 

External  urithrotomy\%  only  required  when  the  surgeon  is  unable  to 
introduce  a  filifonn  bougie  after  an  ancstliclic  has  been  atl ministered. 
No  operation  ofTcrs  so  many  advantages  as  tliat  which  is  associated 
with  the  name  of  Whcclhousc,  of  Leeds.  The  mode  of  performing  the 
operation  is  as  follows :  The  patient  is  secured  in  the  lithotomy-posi- 
tion, and  a  Wheelhouse  staff  passed  down  as  far  as  the  stricture.    The 


Kli:.  496. — Whc-elhrnur'titntf. 

urethra  is  o|3ened  where  it  Is  still  healthy,  at  least  \  inch  in  front  of  the 
stricture.  The  staff  is  then  turned  round  so  that  the  groove  is  turned 
away  from  the  operator,  and,  by  means  of  the  hook,  which  now  faces 
him,  the  upper  portion  of  the  wound  is  held  up  by  his  a.ssistant  at  the 
same  time  that  the  edges  are  held  open  by  two  pairs  of  arterj'-  or 
pressure- forceps,  one  on  either  side.  He  is  now  face  to  face  with  the 
stricture.  Sometimes  its  track  is  sufficiently  obvious  to  enable  him  to 
divide  it  readily  and  find  his  way  without  difSculty  into  the  urethra 
behind,  which  is  almost  invariably  dilated.     It  is  always  advisable  to 
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operate,  if  possible,  when  the  bladder  is  full,  as  pressure  over  the  pubcs 
will  often  cause  a  fc-w  drops  of  urine  to  exude,  and  so  disclose  ihe 
stricturcd  channel.  I'artly  by  such  means  as  this,  and  partly  by  tracing 
down  the  mucous  membrane,  the  stricture  is  eventually  divided  and  a 
Wheclhousc  gorget  passed  through  the  prostatic  urethra  into  the  blad- 
der. It  remains  to  insert  a  fult-sized  catheter  and  retain  it.  as  a  rule, 
for  about  forty-eight  hours.  Five  or  six  days  Liter  a  steel  bougie  of 
medium  size  is  passed  through  the  penis,  care  being  taken  to  avoid  its 
emerging  by  the  perineal  o|)ciiing,  instead  of  finding  its  yfiviy  into  the 
bladder.  Dilatation  must  be  persevered  with  in  the  same  manner  as 
in  a  case  of  internal  urethrotomy. 

In  rare  instances,  where  the  stricture  is  not  extensive  it  has  been 
excised  and  the  two  ends  of  the  urethra  sutured,  with  excellent  results; 
or  a  Wheelhouse  operation  may  be  completed  by  a  careful  suture  of 
the  wound  over  a  full-sized  catheter. 

The  treatment  of  retention  due  to  enlarged  prostate  or  to  bladder- 
tumor  is  discussed  imdt:r  the  head  of  Enlarged  ProsLite. 

Extravasation  of  urine  is  the  result  of  disease  or  injury  of  some 
portion  of  the  urinary  tract.  Most  commonly  it  is  a  consequence 
either  of  injury  to  the  urethra  behind  or  of  ulceration  of  a  stricture: 
In  such  cases  the  urine  infiltrates  the  cellular  tissue,  usually  with  con- 
sidenible  rapidity.  Limited  by  the  attachment  of  Colles's  fascia  to  tlic 
triangnlar  ligament  of  the  perineum,  and  to  the  fascia  lata  of  the  thigh, 
it  passes  into  the  loose  tissue  of  the  scrotum  and  pents,  and  finds  its 
way  along  the  front  of  the  abdomen,  occasionally  as  far  as  the  axilla; 
but  it  cannot  pass  backward  around  the  anus  and  down  into  the  thigh. 

More  rarely  the  lesion  affects  the  urethra,  where  it  lies  between  the 
two  layers  of  the  tnangidar  ligament,  or  even  further  back  still,  in 
which  case  the  cellular  tissue  of  the  [>elvts  is  involved,  and  the  urine 
finds  its  way  Into  the  iliac  fos.sa  up  along  the  front  of  the  vertebral 
column,  and  if  the  wall  of  the  bladder  is  ruptured  on  Its  peritoneal 
aspect,  it  may  enter  the  peritoneal  cavity.  Extravasation  may  also  take 
place  in  consequence  of  injury  to  the  ureters  or  kidneys.  When  the 
term  extravasation  is  used  without  any  qualification,  it  is  usually  applied 
to  an  escape  of  u  rine  into  the  fascia  in  front  of  the  triangular  ligament — 
by  far  the  commonest  variety  of  this  condition. 

Extraiasatinn  from  Rupture  of  the  Urethra. — The  injuries  which 
are  liable  to  cause  extravasation  arc  rupture  of  the  urethra  or  fract- 
ure of  the  pelvis.  Rupture  of  the  urethra  may  occur  anywhere  in  its 
course.  It  is  usually  caused  by  a  fall  or  blow  in  which  the  perineum 
is  severely  biuised,  and  occasionally  occurs  during  coitus  or  in  conse- 
quence of  an  attempt  to  straighten  a  penis  which  is  the  subject  of 
chordec.  It  may  be  partial  and  so  slight  as  scarcely  to  call  for  notice; 
or  it  may  involve  the  whole  circumference  of  the  urethra.  It  is  usu- 
ally attended  by  pain  of  a  more  or  less  severe  character  and  the  passage 
of  at  Ica.st  a  few  drops  of  blood.  If  the  urethra  is  examined  from  the 
outside,  the  seat  of  rupture  can  usually  be  detected  by  the  effusion  of 
blood  which  has  taken  place  at  the  seat  of  injury,  and  which,  if  it  is 
sufficient  to  block  the  lumen  of  the  canal,  would  be  followed,  when  the 
next  act  of  micturition  occurred,  by  extravasation  of  urine.  In  the 
severer  varieties,  which  are  commonly  the  result  of  a  fall  astride  a 
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beam,  there  is  generally  so  much  bruising  as  tn  preclude  any  possibiHty 
of  making  out  the  condition  of  the-  urethra  from  outside,  and  jxissibly 
some  extravasation  will  have  taken  place  into  the  .surrounding  tissues 
before  the  patient  comes  under  the  surjjeon's  care.  There  arc  often, 
however,  retention  of  urine  and  a  full  bladder. 

If  able  to  void  his  urine  without  its  escape  into  the  surrounding  tis- 
sues, the  patient  should  be  kept  in  bed  fur  a  few  days,  until  all  bleeding 
has  ceased,  so  as  to  give  the  rent  in  the  uretlira  a  chance  to  heal  before 
catheterization  is  attempted.  After  a  few  days  have  clap.scd  a  bougie 
should  be  passed,  in  order  to  determine  the  extent  of  the  injury  which 
the  urethra  ha.s  undergone,  and  appropriate  means  must  be  adopted  for 
preventing,  by  gradual  dilatation,  tlie  stricture  which  is  almost  .sure  to 
form  at  the  seat  of  injury.  If  the  rupture  is  complete,  or  nearly  so, 
tlie  jKittcnt  will  be  unable  to  get  rid  of  his  urine.  It  will  find  its  way 
inl<»  ihe  siirroundin^j  tissues,  giving  rise  ro  extravasation. 

Tratimcnt. — No  time  should  be  lost  in  dealing  with  such  a  condi- 
tion. The  patient  should  be  placed  in  the  lithotoEuy-position,  and  an 
instrument,  preferably  a  VVheelhouse  staff,  passed  down  as  far  as  the 
scat  of  rupture,  so  ;us  to  act  as  a  guitle  to  the  median  incision  that 
should  be  m;ide  in  order  to  expose  the  injured  structures.  Through  it 
the  ends  of  the  torn  urethra  will  be  easily  founil.  any  bleeding  points 
secured,  and  the  blood-clot  removed  as  far  as  possible.  A  catheter 
must  be  passed  along  the  whole  course  of  tiic  urethra  and  retained  in 
the  bladder,  so  as  to  approximate  as  far  as  possible  the  divided  ends 
and  minimize  tlic  slrielure  which  is  sure  to  follow  such  a  state  of  affairs. 
If  the  rupture  is  of  quite  recent  urigin,  the  eiitis  of  the  divided  urethra 
should  be  sutured,  care  being  taken  not  to  leave  any  portion  of  the 
suture  within  the  lumen  of  the  urethra.  If  the  two  ends  of  the  rupt- 
ured canal  lie  freely  cxpo.scd,  and  the  bulb  is  not  broken  off  short  in 
front  of  the  triangular  ligament,  the  suture  is  easily  accomplijihed.  If 
firm  pressure  is  applied  ever  the  perineum,  there  is  a  fair  chance  of 
union  by  first  intention.  Means,  however,  should  always  be  taken  to 
insure  that  any  urine  snl>sequcntly  escaping  will  fi]id  its  way  readily 
outside,  and  n^t  extravasate  into  the  surrounding  tissues.  The  cathe- 
ter should  be  retained  for  three  or  four  days,  and  passed  daily,  if 
possible,  for  several  weeks,  in  order  to  prevent  the  formation  of  an 
irregular  and  tortuous  stricture.  Ofteiitinics,  however,  it  is  quite 
impossible  to  reintroduce  the  uistrunieiU.  and  it  is  only  too  evident 
that  no  union  has  taken  jil.ice,  as  but  little,  if  any,  urine  passes  by  the 
penis,  most  of  it  finding  an  exit  through  the  perinea!  wound.  In  such 
a  case  exjjectiuit  treatment  must  be  jjursued,  and  as  the  parts  surround- 
ing the  seat  of  injury  begin  to  solidify,  attempts  should  be  made  from 
time  to  time  to  introduce  an  instrument,  coupled,  if  nccessarj',  by  a 
reopening  of  the  perineal  wound.  This  may  require  to  be  done  more 
than  once  before  the  urine  will  ]Kiss  through  the  whole  length  of  the 
penis.     Such  cases  are  not  so  hopeless  of  cure  as  might  be  imagined. 

RxtraX'asation  as  a  result  of  strirture  usually  follows  a  somewhat  dif- 
ferent course.  (Iradual  diminution  of  the  lumen  of  the  urethra  has 
probably  been  in  progress  for  years,  and  the  bladder  has  not  been  able 
to  empty  itself  completely.  The  urine  becomes  septic,  and  has  to  be 
forced  under  considerable  pressure  through  a  narrowed  channel.     The 
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septic  urine  gives  rise  to  ulceration  behind  the  striclurc,  and  finds  its 
way,  perhaps  only  to  the  cxlciit  oi  a  few  drops  at  first,  into  tissues  sur- 
rounding the  urethra,  and  a  peri-urethral  abscess  is  the  result.  For  this 
condition  to  occur  it  is  by  no  means  iitrccssary  that  the  stricture  should 
be  of  very  small  caliber,  and  many  such  cases  can  be  appropriately 
treated  by  incisinp  the  abscess  from  outside  and  performing  an  internal 
urethrotomy,  in  which  case  all  symptoms  will  probably  be  quickly 
relieved  without  the  piissage  of  a  drop  of  water  through  the  abscess- 
cavity ;  but  when  tlie  abscess  is  more  «.'\k"nsivc  and  has  passed  further 
away  from  its  original  situation,  either  backward  toward  the  anus  or 
for^vanl  into  the  scrt)tiim,  freer  incisions  will  be  necessary,  care  being 
taken  at  ilic  same  time  to  divide  the  strictures. 

If.  however,  the  wall  of  the  urethra  is  weakened  by  prolonged  con- 
gestion, and  the  surrounding  tissues  are  perhaps  slightly  inflamed,  as  is 
evidenced  by  their  thickening,  a  sudden  strain  may  cause  urine  to  exude 
in  considemble  ipiantity.  It  f<)Iliiws  precisely  the  same  course  as  in  a 
case  of  ruptured  uretlira  ;  but  there  is  one  great  difTcrence  between  lite 
two  conditions.  The  extravasation  consequent  on  stricture  presupposes 
septic  urine,  and  rapidly  sets  up  a  septic  cellulitis,  followed  by  gangrene 
and  extensive  sloughing  of  the  tissues  of  the  scrotum  and  penis,  which 
can  only  be  arrested  by  free  incisions  into  all  the  edematous  area.  This 
condition  is  attended  with  grave  constitutional  disturbance;  the  skin  is 
dry.  tongue  liry  and  brown,  pulse  very  rapid  and  weak,  and  the  tem- 
perature is  raised  or  snnu'limes  suhtiormal.  As  the  patients  are  often 
the  subjects  of  secondary  renal  disease,  the  condition  is  one  of  great 
peril.  The  extravasation  which  accompanies  the  ruptured  urethra  is, 
as  a  rule,  not  septic  to  start  with ;  the  mischief  it  sets  up  in  the  sur- 
rounding tissues  is  at  first  comjjaratively  trifling,  and  the  treatment  it 
demands  is  therefore  proportionately  less  severe. 

Extrava&atiim  may  also  be  ])roduced  by  an  impaiUd  calcuiiis,  espe- 
cially in  children,  and  niore  rarely  by  the  blocking  of  the  urethra  by 
debris  from  higher  up  in  the  urinary  tract. 

AFFECTIONS  OF   THE   PROSTATE  GLAND. 

Acute  Prostatitla. — Acute  inflammation  of  the  prostate  is  in  the 
great  m.ijurity  of  the  cases  dependent  on  gonorrhea  which  has  perhaps 
been  injudiciously  treated  by  strong  injections.  It  may  also  result  from 
the  irritation  of  calculi  or  the  clumsy  passage  of  an  instrument,  and  is 
said  to  be  produced  by  excessive  copulation.  It  is  usually  ascribed  by 
the  patient  to  sitting  on  a  damp  stone  or  other  unlikely  cause;  but  in 
such  case  it  will  usually  be  found,  on  further  inquiry,  that  the  man  is 
the  subject  of  an  old  gleet,  entirely  neglected  or  injudiciously  managed. 
Cold  and  exposure  may  reiirler  the  part  unable  to  resist  the  virus  of 
gonorrhea,  and  in  that  way  play  some  part  in  the  causation  of  pros- 
tatitis. The  exact  starting-point  nf  the  inflammation  is  usually  doubt- 
ful. Some  authors  speak  of  periprostatitis  as  distinguished  from  inflam- 
mation of  the  prostate  itself  No  useful  purpose  is  served  by  such  a 
distinction.  The  onset  of  the  disease  is  usually  gradual  and  insidious. 
Micturition  may  be  slightly  more  frequent,  and  a  scn.sation  of  weight 
experienced  in  the  perineum.     All  at  once,  however,  a  long  bicycle-ride, 
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some  injudicious  exposure  to  cold,  or  undue  indulgence  in  sexual  inter- 
course will  induce  ;in  ;icuic  and  painful  swelling  about  tlii:  jiarts  afTuctcd, 
and  the  jkitient  develops  a  liiyh  temperature,  perhaps  accompanied  by 
rigors,  retention  of  urine,  and  j,'reat  lendcrness  in  the  region  of  the  lower 
bowel,  the  neck  of  the  bladder,  and  neighboring  parts.  The  inflammation 
is  hablc  to  run  on  to  suppuration,  marked  by  greater  pain  and  increased 
swelling  f)f  the  part,  and  often  a  baggy  sensation  or  actual  fluctuation 
can  be  felt  on  rectal  cxaniination.  Retention  cf  urine  now  often  occurs. 
A  prosldlic  absctss  may  burst  into  the  urethra  or  burrow  into  the  rectum 
and  perineum.  The  passage  of  a  catheter  for  the  relief  of  retention  is 
not  infrequently  the  means  of  rupturing  the  abscess  into  the  urethra. 

Treatment. — If  the  inflammation  is  to  be  arrested  before  abscess 
ensues,  the  treatment  should  be  energetic.  The  patient  must  be  con- 
fined to  bed  and  treated  by  hot  baths  night  and  morning,  or  oftencr. 
He  must  lie  in  such  a  position  as  will  tend  to  reduce  the  congestion 
of  the  affeclcd  parts  ;  and  if  the  symptoms  do  not  begin  to  abate  in 
a  few  hours,  a  dozen  or  more  leeches  applied  to  the  region  of  the 
perineum  will  usually  relieve  his  pain  and  cause  the  threatening  signs 
of  abscess  to  disappear.  Free  purgation  with  calomel,  the  use  of  bella- 
donna suppositories,  diluents,  and  a  low  diet  will  materially  aid.  If 
the  pain  still  continues,  in  all  probability  an  abscess  will  result,  and 
the  perineum  and  rectum  should  be  examined  at  least  once  daily  with 
a  view  to  the  early  evacuation  of  any  pus  that  may  be  formed.  It  is 
doubly  important  to  detect  pus  early  in  the  disease,  and  far  belter  to 
make  an  incision  too  early  tlian  to  delay  it  to  too  late  a  stage,  for  if 
once  the  pus  starts  burrowing  in  or  around  the  prostate,  though  it  com- 
monly finds  its  way  eventually  into  either  the  urethra  or  rectum,  tlic 
damage  which  it  has  inflicted  on  the  surrounding  parts  may  be  irre- 
parable, and  months  may  ensue  before  the  patient  can  resume  an 
active  life.  A  catheter  .should  not  be  employed  unless  it  ts  abso- 
lutely necessary  to  relieve  retention. 

The  best  way  to  open  a  prostatic  abscess  is  to  make  a  transverse  or 
crcscentic  incision  in  the  perineLim.  avoiding  the  rectum  on  the  one  hand 
and  the  urethra  on  the  rither.  so  that  the  pus  may  find  a  ready  exit  with- 
out risk  of  contamination  from  either  passage.  If  the  attack  is  a  severe 
one.  and  free  evacuation  is  not  afforded  for  the  pu.s,  general  sepsis  will 
ensue,  ending  in  death  from  exhaustion.  As  a  rule,  however,  the 
symptoms  of  constitutional  disturbance  speedily  disappear,  whether  the 
pus  is  evacuated  by  nature  or  by  art. 

Chrotlic  Prostatitis. — Some  cases  of  prostatic  inflammation. 
though  showing  but  little  tendency  to  run  on  into  abscess,  are  equally 
slow  to  clear  up.  The  pain  gradually  ceases  and  the  swelling  abates; 
but  a  sensation  of  weight  in  the  perineum  remains,  coupled  with  a  thin 
mucopurulent  discharge  by  the  urethra.  The  prostate  feels  soft  and 
doughy  when  examined  through  the  rectal  wall,  and  is  slightly  tender 
to  the  touch.  The  symptoms  are  now  so  slight  that  it  is  diflicult  to 
persuade  the  patient  that  there  is  any  further  need  for  care  and  treat- 
ment. He  is  fortified  in  this  view  of  his  case  when  he  finds  that 
moderate  exercise  and  an  occasional  indulgence  in  sexual  intercourse 
appear  to  be  rather  beneficial  than  otherwise.  Some  ca.ses  fall  into  this 
condition  to  start  with  without  passing  through  the  acute  stage  at  all. 
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They  appear  as  a  scc]uela  of  a  neglected  gonorrliea.  No  condition  is 
more  difficult  to  cure. 

Such  cjscs  must  be  carefully  disliiigiii.shc<i  from  prosfatorrhra,  a 
condition  which  occurs  usually  in  young  men  who  have  been  the  sub- 
ject of  prolonged  unsatisfied  sexual  excitement  or  j^vcn  to  masturba- 
tion, and  occasionaliy  occurs  in  those  who  arc  older  wlien  straining  at 
stool.  'l"he  discharge  consists  uf  mucus,  in  appearance  like  the  uncooked 
white  of  an  egg,  streaked  perhaps  with  whitish  filaments,  and  sometimes 
it  contains  a  few  sixTinatozoa. 

It  is  often  associated  with  varicocele  and  a  dragfjirig  pain  in  one  or 
both  testicles.  The  only  rational  treatment  consists  in  removing  the 
cause  and  reassuring  the  patient,  who  is  usually  much  perturbed  in  his 
mind.  This,  coupled  witli  active  exercise  and  a  non-stimulating  diet, 
usually  suffices  to  complete  the  cure. 

Tuhcradar  disease  r>f  the  prostate  is  usually  secondary  to  tubercular 
disease  of  the  testicle,  or,  mi>rc  rarely,  of  the  bladder.  An  cx.imin.ition 
of  the  affected  part  per  rectum  discloses  probably  some  nodular  lumps 
about  the  prostate  and  region  of  the  vesicular  seminalcs,  which  .some- 
times break  down  and  form,  abscesses.  Soon,  however,  the  disease 
involves  the  bladder  as  well,  and  vesical  irritability  proclaims  the  true 
nature  of  the  disease,  and  the  microscope  confirms  the  diagnosis.  If  the 
symptoms  arc  severe  and  involve  the  bkidder.  ulceration  of  the  mucous 
membrane  of  the  base  of  the  bladder  can  usually  be  seen  with  the  cysto- 
scope.  Most  of  these  cases  run  on  from  bad  to  worse,  and  septic  afTection 
ofthe  whole  urinary  tract  soon  brings  about  the  inevitable  termination. 

Treatment. — Great  relief  is  often  afforded  by  the  use.  three  or  four 
times  daily,  of  emulsion  of  iodoform  suspended  in  mucilage  or  olive  oil. 
and  in  some  instances,  especially  if  the  bladder  is  regularly  washed  out 
with  scrupulous  care  and  the  patient  is  able  to  take  a  sea-voyage, 
complete  recovery  ensues  (see  Tubercular  Disease  of  the   Bladder), 

Surgical  interference  is  rarely  indicated,  as  the  supnipubJc  wound 
necessary  for  the  purpose  is  liable  to  become  the  seat  of  tuberculous 
growth  and  to  cause  additional  trouble.  When,  however,  the  ulcera- 
tion is  limited  in  amount,  and  by  its  close  proximity  to  the  vesical  orifice 
gives  rise  to  excessive  pain  in  micturitiun.  benefit  does  undoubtedly 
arise  from  active  surgical  interference  ;  but  this  should  trnly  be  employed 
after  other  means  have  entirely  failed  to  give  relief  If  it  is  undertaken, 
the  tubercular  ulcers  and  sinuses  should  be  thoroughly  scraped  and 
cauterized  and  iodoform  freely  introduced.  The  use  of  lactic  acid  and 
other  drugs  has  been  lauded  by  some  authors,  but  nothing  has  yielded 
the  author  such  good  reiults  as  iodoform. 

Ttimors  of  the  Prostate.— Non-malignant  tumors  of  the  prostate 
are  exceedingly  rare,  excepting  those  associated  with  enlarged  prostate, 
which  will  be  further  alluded  to  when  that  subject  is  treated.  Simple 
cysts  may  be  found  in  museum  speciincns,  but  can  hardly  be  said  to  be 
known  clinically.  Hydatids  invade  its  capsule  rather  than  the  gland- 
substance.  The  symptoms  which  they  present  vary  in  accordance  with 
their  size  and  exact  situation.  In  the  only  2  cases  of  this  condition 
that  I  have  come  across  retention  was  the  prominent  symptom,  and 
the  swelling  was  discovered  during  the  steps  taken  for  its  relief. 

Malignant  tumors  (carcinoma  and  sarcoma)  of  the  prostate  occur. 
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as  a  nile,  citlier  quite  early  in  life,  before  eight  or  nine  years  of  age, 
or  after  forty-five.  Occasionally  the  prostate  Ls  invaded  by  secondary 
growths  at  the  same  time  that  there  are  wclt-marked  symptoms  c.f 
mahfjnant  disease  existing  in  other  parts  of  the  bod}'.  The  sjniptoms 
of  the  disease  arc,  in  the  earlier  sta<;c3,  vesical  irritability,  coupled  later 
on  with  licniorrii:ij;c,  and  often  attended  by  cuiisiderable  difficulty  in 
emptying  the  bUidder.  In  the  early  staler*  diagnosis  is  difficult,  but  as 
it  advaticr>i  an  examinatiun  per  rectiun  will  intlicate  the  presence  of  a 
hard  swelling  invading  the  prostate  glantl  and  fixing  it  firmly  (<>  the 
surrounding  parts.  Removal  of  the  tumor  is  impossible  ;  all  that  can 
be  done  is  to  relieve  the  patient  by  drawing  off  the  water  if  retention 
occurs,  and  occasionally  by  making  a  suprapubic  opening  if  the  natural 
jiassagc  gel-s  blcKcked.  Under  the>e  circumstances,  ah  well  iis  when  a 
similar  relief  is  demanded,  it  is  heller  in  bladder-turners  that  are  irre- 
mi>vable  to  [itrforin  the  o[]er,ition  like  an  inguinal  cololoiny,  in  two 
stages,  in  the  first  of  which  the  periloneuni  is  ojicned  and  the  bladder 
stitched  to  the  abdominal  wall.  A  few  days  later,  when  the  peritoneum 
is  completely  shut  off.  the  bladder  can  be  incised  or  punctured  and  a 
suitable  catheter  inst-rtcd.  By  this  plan  coniplele  asepsis  can  be  insured, 
and  the  patient  suffers  Cir  less  incoiiveulence  than  is  experienced  when 
tile  ordinary  siipr:i])uliic  operatitm  is  performeil. 

Prostatic  calculi  are  common  in  the  pro.statcs  of  elderly  men. 
They  are  about  tlie  size  of  a  millet-secd.  They  vary  in  number  from 
one  or  two  to  several  hundred.  They  rarely  give  rise  to  any  symp- 
toms unless  inflammation  is  set  up  in  the  gland  by  their  presence. 
Sometimes  they  are  voided  by  the  urethra,  and  in  ver\'  nire  instances 
ulcerate  into  the  retrciprnstatic  piuich  and  fnrm  the  nucleus  of  a  vesical 
stone.  They  are  formed  in  the  crypts  nf  the  prostate  by  a  deposit 
from  the  secretion  of  the  gland,  and  cnsist  chiefly  of  carbonate  and 
phosphate  of  lime.  They  rarely  call  for  treatment.  If  symptoms  of 
vesical  irritability  are  ;iccompanicd  by  the  passage  of  such  calculi,  an 
attempt  shnutd  be  made  to  wa^h  them  out  with  an  evacuator, 

Enlarged  prostate  is  a  very  cunmion  accnnipaniment  of  advanc- 
ing years,  iTidced,  it  is  comparatively  rare  to  find  a  prnsiate  in  a  man 
over  fifty-five  or  sixty  years  of  age  that  is  not  to  some  extent  enlarged. 
It  is  exceedingly  rare  for  the  disease  to  begin  before  fifty*five  years  of 
age  or  after  seventy;  although  when  it  has  once  commenced,  it  may 
go  on  increasing  up  to  ihe  end  of  life. 

Etiolojcy. — .Absolutely  noiliiiig  is  known  of  the  cause  of  this  en- 
largement except  that  it  is  associatetl  with  the  sexual  function.  The 
prostate  is  never  enlarged  in  eunuchs  or  in  (hose  who  have  lost  both 
testicles  by  accident  or  disea.se.  A  similar  absence  of  prostatic  enlarge- 
ment is  also  observable  in  congenital  deficiency  of  both  testicles.  In  all 
these  conditions  the  prostate  is  not  only  not  enlarged,  but  exhibits  the 
character  which  that  organ  presents  before  the  advent  of  puberty.  I 
have  several  times  examined  patients  in  whom  one  or  bolli  testicles 
were  absent  or  had  never  funclionally  existed,  and  have  invariably 
foinul  an  absence  t»f  the  torrrspcnuling  half  of  the  prostate.  It  ha.s 
been  .shown  by  the  experiments  nf  Joseph  Grimth  and  others  that  % 
similar  relationship  exists  in  dogs  and  other  of  the  lower  animals. 
These  facts  have  been  made  use  of  in  the  treatment  of  this  affection. 
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Pathology. — ^'Fhe  enlargement  of  this  organ  may  involve  the  whole 
or  only  a  portion  of  the  gland.  U.^ually  the  enlargement  is  general, 
causing  the  gland  to  project  toward  the  rectum  as  well  as  into  the  blad- 
der, and  encroaching  also  on  the  prostatic  urethra.  Occasionally  the 
urethra  is  increiwcd  in  leiij^th  tu  the  extent  of  2  or  even  3  iiiehes.  The 
niiiscniar,  glandular,  and  cunnective-tissue  elements  do  not  |),irticip.ite 
equally  in  tlie  enlargement.  The  enlargement  is,  as  a  rule,  chiefly  at 
the  expense  nf  the  connective -tissue  elements.     Often  small  isolated 


Fig,  397- — iicncfal  cnlargcmcni  ol  the  jn'<'l-iti-  Hit  divr|t-i]  stirf.-tccs  of  ihc  supra- ore  thml 
portion  and  the  largL-  meilun  lolie  show  well.  Cathciiftiuiion  Wii&  pn^Iilir  rn  (Irii  caxr  only 
with  a  tncUil  pr<>»t;iuc  oittieicr.  the  point  nX  wliidi  inv.iriatily  turned  to  ibv  patieni'ft  left  on 
entering  ihi^  lilmttler :  pnifusc  Ulireitltij;  iilwiivh  MUiwed  the  tnlrodurtinn  of  the  inntnimrat  A, 
p<)int  in  mi'J'llr  lobe  nijiiinsi  whii-h  ihr  I'jthclcr  impinged  and  from  which  the  hemorrhaicccMiie; 
R,  Tcru  tnonunuTn  lAVhiie  ;ini1  Wixiih. 

tumors  occur  in  the  substance  of  the  organ.  They  consist  of  unstriped 
muscular  tissue,  and  are  similar  in  structure  to  the  myomata  of  the 
uterus,  though  they  differ  from  these  tumors  in  that  they  appear  when 
sexual  life  is  well  on  the  decline,  instead  of  during  its  period  of  greatest 
activity.  In  most  cases  the  bladder  becomes  dL-itended  and  its  mus- 
cular wall  thinned;  as  a  result  of  this,  the  ureteral  valve  is  opened 
out,  the  ureters  nnd  pelvis  of  the  kidneys  dilated,  and  pressure-changes 
occur  in  the  kidney.     In  some  cases  the  bladder  is  small,  the  muscular 
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icoat  hypertrophicd,  and  the  surface  of  the  organ  fasciculated  or  saccu- 
lated.    The  changes  of  cystitis  may  be  superadded. 

The  Symptoms  are  insidious  in  onset.  The  patient  is  usually  aware 
that  his  stream  has  been  slower  and  le^s  forcible  than  u-as  fonncrly  the 
case.  His  calls  to  pass  water  are  more  frwiuent.  and  lie  gets  tip  once 
or  twice  or  oftener  during  the  night  to  empty  his  bladder,  and  p;isses 
only  a  few  ounces  on  each  occasion.     When  he  imagines  he  has  com- 


1    r 


Fig.  99B. — Sflv«r  prosutic  catheter. 

piclely  emptied  his  bladder,  the  passage  of  an  instrument  re\'eals  the 
fact  that  it  contains  a  further  amount,  perhaps  from  4  to  6  ounces  or 
more,  of  "residual"  urine  which  he  cannot  voluntarily  void.  If  a 
catheter  is  ref;ular!y  passed  once  or  twice  during  the  twenty-four 
hours,  all  symptoms  of  discomfort  will  in  many  cases  disappear,  and 
no  further  treatment  will  be  needed.     But  it  is  not  in  all  cases  thai 
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FniH.  291).  yx>. — SoA  proftlnlic  calhctcn. 

such  a  favorable  result  can  be  predicted.  Quite  afxirt  from  the  dangers 
of  sepsis,  which  may  occur  at  any  time,  especially  if  urine  is  allowed 
to  accumulate  in  the  bladder,  the  residual  urine  may  grow  larger  and 
larger  in  amount,  until  it  monopolizes  the  whole  nf  the  bladder  and  all 
the  urine  has  to  be  drawn  olT  by  the  catheter.  The  desire  to  urinate 
becomes  more  and  more  frequent  both  by  day  and  by  night,  and  the 
patient,  worn  out  by  lack  of  sleep  and  sheer  exhaustion,  is  carried 
ofl"  by  some  intercurrent  disorder.  Attacks  of  hemorrhage  from  the 
enlarged  prostate  oflcn  occur,  the  blood  collecting  in  the  bladder  and 
becoming  more  or  less  intimately  mixed  with  the  urine.  If  these 
attacks  become  frequent  or  last  long.  Ihcy  greatly  add  to  the  exhaus- 
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tioii  of  the  patient,  and  muy  prove  fatal.  Tlie  true  cause  of  the  unto- 
ward proijrcss  t>f  tlie  disease  may  not  be  eiisy  to  ilctcrniine,  but  always 
demands  a  tliornugh  examination,  ,'ts  the  future  welfare  and  comfort  of 
the  patient  largely  depend  on  the  accurate  diagnosis  and  proper  treat- 
ment of  tlic  affection.  It  is  always  well  to  bear  in  mind  that  many  of 
these  cases  arc  compiicaled  by  the  presence  of  a  stone  (see  Calculus, 
p.  5  56),  and  that  the  irritability  of  the  bladder  tie|>ends  more  on  this  than 
on  the  increased  size  of  the  prostate.  The  bladder  must  be  carefully 
sounded,  if  necessary  with  the  aid  of  an  anesthetic.  The  cystoscope 
may  be  employed  as  well.  The  capiicily  of  the  bladder,  both  with  and 
without  an  anestltetic,  should  also  be -determined.  A.ssumiiig  that  the 
presence  of  a  vesical  calculus  and  of  a  vesical  tumor  Juis  been  nega- 
tived by  the  examination,  the  trouble  will  have  been  narrowed  down 
to  the  prostate  itself.  It  may  be  larj^ely  increased  on  its  vesical  as])ect, 
and  project  into  and  encroach  on  the  bladder,  forming  a  growth  in  its 
interior  almost  as  large  as  an  orange.  If  tliis  is  the  case,  it  is  almost 
certain  that  some  radical  me^isure  is  called  for. 

Treatment. — In  the  slighter  forms  of  the  affection,  it  is  .<tufftcient  to 
regulate  the  diet  and  bowels,  to  insert  a  belladonna  suppository  at 
night,  to  be  careful  to  avoid  exposure  to  cold  and  damp,  which  might 
cause  prostatic  congestion,  and  to  pass  water  at  regular  intervals. 
When  there  is  a  distinct  amount  of  "residua!"  urine,  the  bladder 
should  be  emptied  by  catheter  at  regular  intervals,  great  care  being 
taken  to  prevent  infection  by  the  catheter.  By  this  means  the  bladder 
may  recover  its  power  and  the  need  for  the  catheter  may  pass  away. 
But  in  other  cases  the  bladder  becomes  weaker  and  weaker,  until  the 
patient  is  entirely  dependent  Ujjon  the  catheter;  and  if  to  this  is  added 
great  irritability  of  the  bladder,  the  patient's  condition  is  one  oi  great 
misery.  The  bc-^l  catheters  for  these  cases  are  the  sofl-rubbcr  Jacques 
catheter  or  the  French  catheter  cnudce  or  bicoudee  (Figs.  299,  300). 
When  the  pro.stale  i.s  very  large  and  firm  and  these  catheters  cannot 
be  passed,  a  long,  very  curved  silver  "  pro.static  "  catheter  can  generally 
be  readily  inserted  (Fig.  2g8).  Should  it  be  found  inipo.^5tble  to  pass 
any  instrument  into  the  bladder — a  very  rare  event — the  retention  of 
urine  must  be  relieved  by  opening  the  bladder  above  the  pubcs  and 
inserting  a  cannula  ;  or,  if  the  case  is  otherwise  suitable,  prostatectomy 
may  be  performed. 

When  hemorrhage  occurs,  the  jxiiient  must  be  kept  at  rest  in  bed, 
on  liquid  diet,  and  ergot  with  chlorid  of  calcium  should  be  given  in 
full  doses.  If  the  urine  is  foul,  owing  to  some  form  of  septic  infection 
of  the  bladder,  it  must  be  wa-shed  out  daily.  In  the  author's  experi- 
ence no  antiseptic  is  so  effective  as  izal  in  the  proportion  of  i  :  200. 
After  this  fluid  has  been  all  c\'ncuated.  a  few  drops  of  silver  nitrate 
(10  grains  to  the  ounce)  may  be  introduced  and  allowed  to  remain. 
.  Operations. — If  these  measures  fail  and  the  general  condition  of  the 
patient  seems  to  warrant  such  a  procedure,  operative  interference  must 
be  resorted  to  without  delay.  Expencnce  alone  will  enable  the  sur- 
geon to  decide  when  it  is  advisable  to  have  recourse  to  an  operation. 
Operations  for  enlarged  prostate  are  rarely  required  except  in  those 
who  are  advanced  in  years,  and  who  are  oftentimes  bmken  down  by 
long-continued  suffering,  and  the  right  moment  for  surgical  interference 
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is  often  difficult  to  determine.  P'urthemiore,  it  is  by  no  means  easy 
to  decide  what  operation  is  best  suited  to  the  case  in  question. 

The  rclalionship  oi"  the  testicles  to  the  growth  of  the  prostate  has 
already  been  alluded  to;  hut  it  is  only  of  recent  years  that  the  re- 
searches of  White  ill  America,  and  of  Joseph  Griffith,  Moulhn.  and 
others  in  Kngland,  have  rendered  it  practicable  for  surgeons  to 
advise  the  removal  of  the  testicles  with  a  view  to  causing  diminution 
of  the  size  of  the  prostate  and  the  restoration  of  natural  miciurilion. 
Tliose  who  have  tried  this  method  of  treatment  are  by  wo  means 
unanimous  in  its  praise,  and  the  author's  own  experience  tends  in  the 
same  direction.  It  h.as  already  been  pointed  out  that  the  enlargement 
of  this  gland  affecLs  it  in  ciifVerent  |»arts,  and  as  a  rule  is  chiefly  dependent 
on  an  increase  of  its  connective-tissue  elements.  The  enlargement  may 
be  verj*  considerable,  and  yet  not  affect  either  the  civity  of  the  bladder 
or  the  caliber  of  the  urethra.  Such  a  conditioji  requires  no  surgical 
aid  at  all.  and.  indeed,  is  rarely  discovered  except  at  an  autopsy.  The 
hindrance  to  mictuntion  is  often  dependent  on  a  small  overgrowth  of 
prostate-tissue  in  the  prostatic  uretlira  or  at  the  entrance  of  the  bladder. 
If  accurately  diagnosed,  they  may  he  renioveil  with  lasting  benefit  to 
the  patient  and  with  scarcely  an  appreciable  risk  lo  life,  but  this  is  not 
always  possible.  If  the  increased  growth  is  consiilerable  uw  the  vesical 
aspect,  and  is  associated  with  a  constant  <lesire  to  micturate  and  by  all 
the  distressing  symptoms  above  alluded  to.  in  all  probabilit>'  some 
0|>eration  will  be  required.  Such  cases  are  eminently  suitable  for  supra- 
pubic prostatectomy,  and  if  the  ojjcration  is  successfully  performed, 
the  cure  will  be  in  all  probability  jiermaneni ;  but  the  risk  \.o  life  is,  it 
must  be  admitted,  considerable.  If.  on  the  iitlier  hand,  the  pri».state  is 
soft  and  spongj^  to  the  feel  and  there  is  but  Htlle  evidence  of  an  out- 
growth in  a  special  direction,  the  condition  is  more  likely  to  be  relieved 
by  castration. 

In  a  certain  number  of  these  cases  in  which  removal  of  the  testicles 
has  been  practised,  the  patients  have  displayed  serious  mental  symptoms 
and  have  deveUipetl  irvlo  helpless  imbeciles.  In  one  such  case  which 
occurred  under  my  care,  didymin  tabloiils  were  administered  and 
speedily  restored  the  patient  to  his  normal  condition.  In  order  lo 
diminish  the  size  of  the  prostate  without  endangering  the  twtient'.s 
mental  equilibrium,  single  and  double  vast-cfoniy  have  been  proposed 
as  substitutes  for  castration,  and  in  some  instances  the  result  has  been 
excellent,  and  bids  (air,  so  far  as  my  own  experience  goes,  to  remain  a 
permanent  one.  But  the  result  of  all  these  ojx-rations  is  far  from  lieing 
a  certainly.  In  some  instances  the  patient  Is  no  better,  so  far  as  his 
powers  of  micturition  are  concerned,  than  he  was  before  the  ojicration. 
In  the  present  state  of  our  knowledge  it  is  quite  impossible  to  point  to 
anyone  operation  which  can  be  in  any  sense  described  as  a  panacea  for 
the  evils  of  prcistatic  obstruction  ;  but  by  jinlicious  treatment  and  care- 
ful management  it  is  possible  greatly  to  alleviate  them. 

Vast'cfamy  is  .an  o]X'ralion  almost  entirely  devoid  of  risk,  and  can  be 
performed,  if  it  appears  to  be  desirable,  under  cocain.  The  vas  is  iso- 
lated by  the  finger  in  the  upper  part  of  the  scrotum  or  just  external  to 
the  alnlominal  ring,  the  skin  over  it  is  incised,  and  the  vas  itself  divided 
with  cither  a  knife  or  scissors.     As  a  rule,  no  vessel  need  be  ligatured, 
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and  one  stitch  in  the  skin  is  all  that  is  required,  a  few  days'  rest 
sufficing  to  ctTiict  a  complete  recovery  from  the  operation. 

Castration  is  pLTft)rnied  by  making  ;iii  incision  into  the  scrotum  so 
as  to  ex]»nsc  the  testicles,  which  arc  separately  isolated.  The  cord  is 
transfixed  in  two  or  more  pUccs  and  tied  in  bulk,  a  far  simpler  pro- 
ceeding than  sepiiTiite  ligature  of  its  vessels.  The  superfluous  scrotal 
tissue  ."ihould  be  removed,  so  as  to  insure  rapid  healing. 

i^-o$tat€ctomy  should  always  be  performed,  to  start  with,  by  tlic 
.suprapubic  route.  It  is  quite  easy  to  make  a  perineal  incision  later  in 
the  operation,  if  any  portion  of  the  growth  prove  to  be  beyond  reach 
of  the  finger.  The  mode  of  operating  is  the  same  as  that  employed  in 
ordinary  suprapubic  lithotomy  (see  page  559),  except  that  it  is  well  to 
remember  that  it  is  far  easier  to  keep  the  walls  of  the  bladder  apart 
when  the  [Mtient's  body  is  i>!aced  at  an  angle  of  45  degrees  (Trendel- 
enburg position).  The  edges  of  the  bladder  should  be  fixed  by  tem- 
porary sutures  to  the  edges  of  the  abdominal  incision,  so  as  to  avoid 
tearing  it  from  its  surrounditigs.  A  pedunculated  middle  lobe  can 
easily  be  removed  with  the  finger  or  with  curved  scissors.  When  the 
growth  to  be  removed  is  mure  extensive,  an  incision  through  the  mucous 
membrane  should  be  made  with  a  knife,  and  the  obstructing  portion  of 
the  prostate  eniicleitted  with  the  finger,  raspatory,  or  other  similar  instru- 
ment. It  can  be  removed  piecemeal  with  scissors  curved  on  the  flat, 
if  neccs.sary,  and  the  hemorrhage,  which  is  not  usually  excessive, 
arrested  by  means  of  sponges  soaked  in  hot  water. 

The  urethra  should  be  examined  to  see  that  it  is  not  the  seat  of  a 
prostatic  upgrowth.  If  one  is  discovered,  it  must  be  removed  at  the 
same  time,  or  the  result  will  be  failure.  A  suprapubic  tube  should  be 
kept  in  f<ir  three  or  four  days.  The  safety  of  the  operation  largely 
depends  on  the  degree  of  foulne.-^s  of  the  urine  and  the  stale  of  the 
kidneys  ;  care,  therefore,  should  be  taken  beforehand  to  make  the  unnc 
ns  nearly  aseptic  as  circumstances  will  admit. 

AFFECTIONS  OF  THE  BLADDER. 

BctOpia  Vesicse. — In  thi*  condition  the  front  wall  of  the  bladder 
i.s  entirely  ab-^cnt  and  the  innominate  bones  fail  to  meet  at  the  symphy- 
sis pubis.  The  lower  part  of  the  abdomen  is  occupied  by  an  intlaraed 
and  irritable  mass  of  niucous  membrane  some  2  or  3  inches  in  diame- 
ter, on  the  surface  of  which  the  two  ureteral  orifices  can  be  detected; 
this  terminates  below  in  a  short,  trough-like  urethra,  open  on  the  dor- 
sum— epispadias.  The  pressure  of  the  intestines  behind  forces  forward 
the  back  wall  of  the  bladder,  rendering  it,  as  a  rule,  all  but  impossible 
to  construct  any  cavity  capable  of  holding  more  than  a  few  drams 
of  urine.  A  few  cases  survive  to  old  age,  a  nuisance  to  themselves 
and  their  friends;  but  as  a  rule  death  occurs  early  in  life,  :is  a  result 
of  septic  hiflammation  spreading  up  the  ureters. 

Treatment  iif  this  condition  resolves  itself  either  into  the  employment 
of  a  rubber  shield  with  a  view  to  protecting  the  irritated  mucous  mem- 
brane, or  an  attempt  to  form  an  anterior  wall  to  the  bladder;  but  the 
formation  of  any  approach  to  a  sphincter  has  so  far  proved  beyond  the 
reach  of  surgical  skill.    Surgeons  have  attempted  to  remedy  this  con- 
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genital  defect  in  one  of  three  ways  :  (i)  by  approximating  the  defective 
bony  symphysis ;  (2}  by  turning  up  skiti-fl-ips  to  form  ait  anterior  wall 
to  the  bladder;  (3)  by  making  some  communication  bet\i'een  the  uri- 
nary' tract  and  the  rectum. 

Woands  of  the  Bladder. — An  incised  wound  which  may  occur 
accidentally  durinj^  the  course  of  an  abdominal  section,  if  united  by 
sutures  at  once,  rarely  gives  rise  to  troiible.  If.  on  the  contrary,  the 
wound  is  cither  leiccratetl  or  contused,  the  advisability  of  refreshing  its 
edi^cs  must  be  considered,  as  well  as  that  of  ])rovLding  proi>cr  drainage 
for  the  escape  of  urine  if  the  edges  do  not  unite  by  first  intention. 

Rupture  of  the  Bladder.— This  condition  is  produced  by  injury 
to  the  lower  jjait  uf  the  abdomen  when  the  bladder  is  distended,  and  has 
often  occurred  from  a  heavy  fall  after  a  drinking-bout.  Under  these 
circumstances  the  rent  i>ccurs  in  the  iierltoncal  surface,  most  often  in  a 
transverse  direction.  As  a  complication  of  fracture  of  tlie  [x-lvis,  the 
bladder  may  be  torn  in  its  extraperitoneal  surface.  In  either  case  the 
urine  escapes,  either  into  the  peritoneal  cavity  or  into  the  cellular  tissue 
of  tlie  cavum  KctcU  and  abdominal  wall,  and  after  a  time  acute  inflamma- 
tion of  these  structures  sets  in.  A  diseased  bladder  containing  sacculi 
may  rupture  on  vcr>-  slight  provocation  without  the  occurrence  of 
injury.  There  maybe  little  or  no  shock  attending  the  injury, and  there 
may  be  no  signs  of  peritonitis  for  many  hours. 

The  diagnosis  of  this  condition  may  afford  no  difficidty  wliatevcr; 
or  it  may  be  attended  with  the  greatest  uncertainty  until  an  exploratory 
laparotomy  has  made  the  actual  state  of  affairs  clear.  The  urine  drawn 
otT  by  catheter  is  usually  trtorc  or  less  mixed  with  blood:  sometimes, 
after  a  small  quantity  has  escajx-d  and  the  flow  has  ceased,  manipula- 
tion of  the  catheter  has  jiasscd  it  through  the  vLsceral  rent,  and  a 
large  quantity  of  clear  urine  or  turbid  urinous  fluid  has  flowed  from 
the  serous  cavit>'.  In  such  a  case  the  end  of  the  catheter  may  be  felt 
immediately  under  the  abdominal  wall.  Where  doubt  exists,  it  is  a 
'good  plan,  after  drawing  olT  any  urine  in  the  bladder,  to  inject  the 
\iscus  with  a  known  quantity  of  boiled  water,  noting  its  elTects  and  the 
amount  returned.  If  the  quantity  collected  is  the  same  ns  that  injected, 
and  the  bladder  is  felt  to  rise  up  behind  and  then  abnve  the  pnbes,  the 
Mscus  is  not  ruptured;  but  if  the  quantity  returned  is  much  less  than 
that  injected,  and  the  injection  of  a  pint  or  more  causes  no  rising 
up  of  the  bladder  behind  the  pubes,  a  rent  must  be  diagnosed.  If 
the  patient  is  sure  that  hi*;  bhulder  was  full  before  the  accident,  and 
no  urine  can  l>e  drawn  off  by  a  catheter  which  passes  easily  into  its 
cavity,  a  rupture  of  the  bladder  should  be  suspected.  Sometimes  the 
presence  of  fluid  in  the  peritoneum  can  be  made  out  by  percussion,  each 
loin  alternately  becoming  dull  as  the  patient  moves  from  side  to  side. 

Treatment. — In  all  coses  of  doubt,  if  the  patient  is  strong  cnoufrh 
to  .stand  it,  an  explorator)'  laparotomj'  should  be  performed  as  soon  as 
possible.  If  the  bladder  is  found  ruptured  on  its  peritoneal  aspect,  the 
two  edges  must  be  brought  together  by  a  series  of  l^mbcrt  sutures  of 
fine  silk,  care  being  taken  to  apfjroxim.ite  accurately  the  serous  surfaces. 
The  operation  is  much  simplified  by  the  Trentlelenburg  position. 

The  peritoneum  should  be  well  (lushed  with  btiiled  water,  and  the 
bladder  injected  in  order  to  a.sccrtain  if  it  is  water-tight.    The  bladder 
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must  not  be  drained,  but  a  catheter  should  be  passed  whenever  the 
patient  desires  to  void  his  urine. 

If  the  rent  is  extraperitoneal,  means  must  be  afforded  for  the  escape 
of  llic  extravasatcd  urine  by  suitable  incisions.  The  surgeon  must 
tiL-termine  from  the  circumstarces  of  each  case  whcthL-r  it  is  advisable 
to  drain  the  pelvic  floor  by  an  Incision  anywhere  at  the  base  of  the 
bladder,  or  to  drain  the  bladder  itself  tlirou^h  a  perineal  opening. 
Whichever  plan  is  adopted,  care  must  be  taken  to  ensure  a  free  exit 
for  the  urine  as  sc>on  as  it  bej^ins  to  accumulate  in  the  bladder. 

Vesical  fistulee  arc  occasionally  the  result  of  foreign  bodies  having 
found  their  way  toward  the  surface  of  the  abdomen.  Such  openings  arc 
very  difficult  to  close  unless  the  bladder  be  drained,  when  they  not 
infrequently  heal  of  themselves. 

Occasionally  communications  exist  between  the  bladder  and  the 
intestine,  tjivinfj  rise  to  distressing  pain  in  con.*iequence  of  the  bladder 
being  distended  by  flatus,  which  passes  out  by  the  urethra.  Cystitis 
speedily  supervenes,  and,  unless  the  aperture  «'hich  lends  into  the  intes- 
tine can  be  closed,  soon  causes  death  front  pyelitis.  It  is  rarely  |Kjssi- 
ble  to  do  more  than  palliate  such  cases  by  performing  a  colotomy. 

Cystitis. — Cystitis  invariably  depends  on  some  source  of  infection. 
Infective  organisms  have  often  been  introduced,  either  by  design  or  by 
accident,  into  the  urinar\*  tract  without  giving  rise  to  any  inflammatory 
change.  Horton  Smith  '  has  demonstrated  that  typhoid  bacilli  in  the 
urine  produce  no  inflammatory  changes  in  the  urinary  tract.  In  1S92, 
Pernice  and  Scagliosi  ^  injected  variofls  cocci  into  the  blood  of  animals, 
and  in  many  instances  found  them  subsequently  in  the  urine,  but 
they  did  not  produce  cystitis.  As  clearly  pointed  out  by  Reymond,' 
either  the  mucous  membrane  of  the  urinan,*  tract  must  be  damaged  or 
there  must  be  retention  of  urine.*  Given  either  of  these  conditions,  if 
septic  organisms  find  their  way  in,  an  attack  of  cystitis  is  certain  to 
occur.  The  source  of  infection  is  not  always  easy  to  determine;  often- 
times it  is  introduced  from  without  by  the  aid  of  a  foul  catheter;  some- 
times, at  any  rate,  infection  takes  place  from  the  surrounding  organs  and 
tissues.  Reymond  quotes  one  histance  in  which  the  same  organism 
was  found  in  both  the  uterus  and  the  urinary  tract,  the  uterus  having 
been  infected  first  and  the  blacUler  afterward.  The  surgeon  is  unable  to 
prevent  infection  taking  place  fiom  the  inside  of  the  body,  but  he  can 
generally  prevent  it  from  being  introduced  through  a  catheter.  He 
cannot,  however,  always  prevent  infection,  for  in  the  folds  of  the  urethra 
the  cleanest  catheter  may  find  a  bacillus  and  push  it  onward  into  the 
bladder.  Before  introducing  a  catheter  the  orifice  of  the  urethra  should 
be  washed  with  soap  and  water  and  cleansed  with  an  antiseptic.  The 
catheter  should  be  of  such  a  nature  that  it  can  be  boiled  without  injury; 
and  in  the  comparatively  rare  cases  where  this  is  inadmissible,  it  should 
be  soaked  previously"  in  some  suitable  antiseptic  fluid.  The  author 
generally  u.ses  for  this  purpose  a  solution  of  izal,  3j  to  Oj,  which  has  the 
great  merit  of  being  a  powerful  germicide  that  does  not  inflict  much 

'  MtJ.Chir.  T^am.,  vol.  3o.  p.  UI.  1*97-  *  Ri/orma  I^edUa,  NV  ^,  189*. 

■  Ann,  dti  Mai.  det  Or^anes  i^ntiti'uritMlrts,  p.  353,  18(13. 

*  An  intcKMing  ca»c  anbrdine  a  very  mnackablc  clioicnl  conlirmailon  of  (hoe  flUte- 
niFnls  will  be  found  in  Si.  Hiir/ii,ii^»tnf'  1  Jfotpifa!  K/fvrtt,  N<i.  xsxiii..  p.  85,  in  which 
cvMilis  wiu  {tToducM  by  th«  Itacillu«  coli  communis  during  sn  aiuck  of  lypboid  frr^r. 
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injury  on  the  smooth  surface  of  a  catheter  nor  irritate  the  urethra  and 
bladder..  The  chanj:;cs  which  occur  in  an  attack  of  cystitis  arc  as  fol- 
lows: The  mucous  nicnibranc  seen  through  the  cystoscope  assumes  a 
hright-piiilv  color,  gradually  darkening  as  the  attack  advances.  Suppu- 
ration oftentimes  ensues,  and  occasionally  tilcfrallon  <jr  even  sloughing 
of  a  portion  of  the  mucous  membrane.  If  ihe  attack  is  of  long  stand- 
ing, the  deeper  tissues  are  invaded,  especially  if  a  streptococcus-infec- 
tion lias  taken  place,  and  the  bladder  partially  or  entirely  loses  its  power 
of  expansion  and  contraction. 

The  symptoms  in  the  early  stages  are  insidious.  At  first  hardly 
disliiigutsh»blc  from  those  of  vesical  irritability,  they  rapidly  become 
pronounced.  Micturition  becomes  more  and  more  painful.  The  accu- 
mulation of  more  than  a  fi-w  ounces  of  urine  tjivcs  H.sc  to  extreme  pain, 
which  Ls  much  ajjgravated  by  pressure  o\'cr  the  pubes  or  by  rectal 
examination.  The  urine  contains  pus,  and  is  usually  foul-smelling, 
ammoniacal,  and  alkaline. 

The  constitutional  symptoms  of  fL-ver  soon  manifest  themselves ;  and 
if  the  case  is  severe,  the  patient  speedily  passes  into  the  so-called 
typhoid  condition,  and  dies  as  a  result  of  exhaustion.  The  les.*;  .severe 
cases  pass  into  a  condition  of  chronic  cy.'ititis,  and  eventually  ei)d  fatally 
by  iiiducin<^  an  ascending  pyelitis. 

The  projcnosis  of  c>*stitis  depends  largely  on  its  cause.  The  slighter 
varieties  sjiecdily  yield  to  trealnienl  by  diluents,  low  diet,  and  confine- 
ment to  a  warm  room.  Such  eases,  in  early  life  at  an)-  rate,  are  usually 
a  con.sequcnce  of  gonorrhea.  If  the  attack  has  been  produced  bya  cal- 
culu-i  or  tumor  of  the  bladder,  or  by  the  presence  of  a  stricture,  relief 
of  thesfe  conditions  will  speediU-  arrest  the  cystitis.  Tho.se  cases  which 
arc  due  to  enlarged  prostate  arc  more  difficult  to  deal  with:  their  treat- 
ment has  been  considered  under  the  head  of  enlarged  prostate  (p.  551). 

Treatment. — The  general  principles  which  should  guide  the  surgeon 
in  the  treatment  of  all  these  cises  will  have  been  renderetl  evident  by 
a  consideration  of  the  pathological  researches  referred  to  above.  The 
bladder  must  be  kept  empty,  if  necessary  by  means  of  a  catheter,  and 
washed  out  with  an  antiseptic,  a  few  drops  of  silver  nitrate  being  after- 
ward introduced.  If  a  foreign  body  or  tumor  is  the  exciting  cause,  it 
should  be  pnjmptly  removed  and  free  dninagc  afterward  ensured.  It 
must  be  borne  in  mind  tlul  cystitis  cjumot  long  continue  without 
infecting  the  kidneys;  and  if  treatment  by  catheter  fails  to  induce  a 
cure,  the  advisabilitv'  of  operative  measures  must  be  consiclered. 

Tnberctilous  disease  of  the  bladder  is  in  its  early  stages  diffi- 
cult to  di,'-tiiigui>h  Irotn  other  affections  which  are  accompanied  by 
vesical  irritability.  Ulceration  of  the  bladder,  with  granulating  tuber- 
culous patches,  is  present  in  the  later  stages.  At  an  early  [>cricHl,  when 
perliaps  vesical  irritability  and  slight  hematuria  are  the  only  symptoms, 
an  inspection  of  the  bladder  with  the  cystoscope  will  reveal  nothing 
but  a  few  patches  of  red  mucous  membrane,  possibly  surrounded 
by  some  outlying  smaller  [xitchcs.  reminding  one  of  the  general  dis- 
tribution of  the  jwtches  in  a  case  of  lupus  of  the  face.  Such  an  appear- 
ance, when  it  exists,  \s  almost,  if  not  quite,  pathognomonic  of  the  dis- 
ease. The  presence  of  tubercle-bacilli  is  the  only  absolute  proof  of  the 
disease.     Tuberculous  mischief  of  the  urinary  tract  may  always  be 
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suspected  when  the  surgeon  is  called  to  treat  a  case  of  vesic.il  irrita- 
bility of  unexplained  cause  in  a  patient  between  the  ages  of  sev- 
enteen and  forty.  The  ])resencc  of  tuberculous  foci  in  other  parts  of 
the  body,  especially  if  there  are  nodules  in  the  testicles,  prostate,  or 
vesiculs  seminales,  or  a  historj'  nf  tubercle  in  other  members  nf  the 
family,  will  go  a  long  way  toward  confirming  the  diagnosis;  and  the 
presence  of  tubercle -bacilli  in  the  urtne  or  the  existence  in  the  bladder 
of  the  characteristic  ulcers  alluded  to  above  will  settle  the  diagnosis. 

The  symptoms  of  a  well-marked  case  of  this  disease  are  often  very 
distres.sing.  The  vesical  irritability  and  pain  are  intense,  antl  the  urine 
is  mixed  with  blood  and  pus. 

The  treatment  of  tliese  cases  is  fraught  with  considerable  difficuhy. 
.Some  seem  to  be  benefited  by  change  of  air,  cod-Iivcr  oil,  tonics,  etc. ; 
while  in  others  local  treatment  is  of  considerable  assistance,  at  least  in 
alleviating  their  symptoms.  An  emulsion  of  iodoform  in  olive  oil 
injected  daily  into  the  bladder  and  allowed  to  remain  has  in  my  experi- 
ence often  proved  beneficial,  especially  if  the  bladder  is  well  washed  out 
previously.  Cystotomy  rarely  proves  advantageous,  as  the  tuberculous 
granulations  gradually  invade  the  edges  of  the  wound ;  but  it  some- 
times gives  a  patient  repose  which  he  would  be  otherwise  unable  to 
obtiin  (see  Ttiberculmis    Disease  of  the  Prostate). 

Stone  in  the  Bladder. — Kxcluding  those  rare  forms  of  stone,  the 
cy-stlne  and  the  crystalline  phosphatic  calculus,  three  or  four  varieties 
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i'm.  y>i. — CyMirie  cak'ului  rcmuvvtl  by  suprapubic  lilUati.>fiiy  fruiu  a  (ciniUi:  tweniy-nioc  yean 
of  age.     Symplcinis  ol  tc?n  dnys'  duralion  :  weight,  1569  gmins  (Wnrrai  t  «i«c). 

arc  commonly  met  with.  Uric-acid  and  uratic  calculi  are  by  far  the 
commonest ;  the  oxalate  of  lime  or  mulberry  calculus  is  rarer,  and 
the  phosphatic  and  mixed  calculi  rarer  still.  Those  calculi  in  which 
phosphatic  layers  occur  or  which  arc  formed  wholly  of  amorphous 
phosph.ites  are  due  to  some  septic  condition  of  the  urinary  tract,  and, 
as  a  rule,  have  inflicted  some  amount  of  damage  on  it.  Uric-acid  or 
oxalate  calculi  may  remain  for  a  long  time  in  the  bladder,  and  yet.  when 
removed,  leave  it  in  a  perfectly  heatlhy  condition.  They  are  usually 
formed  in  the  kidneys,  and  find  their  way  into  the  bladder  later,  where 
they  rapidly  increase  in  size. 

Such  calculi,  especially  those  of  the  uric-acid  variety,  arc  commonly 
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found  in  the  bladders  of  men  over  fifty  years  of  age  in  easy  circum- 
stances, who  often  take  too  much  food  and  drink  and  too  little  exercise. 
Such  persons  are  liable  to  gout,  and,  as  a  rule,  get  rid  of  their  surplus 
uric  acid  in  the  form  of  gravel  of  a  reddish  color,  which  is  deposited 
from  their  urine.  If,  however,  there  is  sufficient  irritability  to  cause 
the  secretion  of  much  mucus  or  other  cementing  material,  a  crystalline 
calculus  is  started,  and,  once  formed,  grows  steadily  by  accretion.  In 
children  of  the  poorer  classes  stone  is  more  prevalent,  their  bad  food 
and  unhealthy  surroundings  tending  to  promote  the  disease. 

The  symptoms  of  stone  in  the  bladder  are  (i)  pain  referred  to  the 
corona  glandis  or  clitoris  at  the  end  of  micturition,  and  made  worse  by 
rough  movement  of  the  body;  (2)  frequency  of  micturition,  worse 
during  the  day  than  the  night ;  (3)  hematuria,  the  blood  coming  with 
the  last  few  drops  of  urine ;  the  hemorrhage  is  likely  to  be  excited  by 
a  rough  jolting  ride  or  drive.     The  urine  is  often  turbid  from  cystitis. 

The  symptoms  of  this  affection  differ  considerably  at  the  two 
extremes  of  life,  and  the  reason  for  this  is  obvious.  In  children  the 
bladder  is  small  and  runs  up  into  the  abdomen,  and  the  urethra  forms 
its  most  dependent  part.     The  Hfe  they  lead,  also,  is  one  of  constant 


Fig,  302. — Uric-acid  calculus:  the  lower  half  was  embedded  in  FlG.  303. — Mulberry 

■  stcculus;  the  upper  half,  being  exposed  to  the  urine,  btfcame  calculus, 

coaled  with  phosphates:  ii,  phosphatic  exteriur;  b.  iric  acid. 

activity;  and,  lastly,  the  form  of  stone  to  which  they  are  specially 
prone  is  the  mulberry  calculus.  Hence  the  irritation  produced  by  a 
stone  in  the  bladder  of  a  child  is  far  greater  than  that  which  occurs  in 
the  adult.  As  age  advances  the  prostate  increases  in  .size,  and  the  low- 
est part  of  the  bladder,  instead  of  being  situated  at  the  urethral  orifice, 
is  found  behind  the  prostate  (the  so-called  rctroprostatic  pouch).  In 
this  situation  a  stone  finds  a  ready  resting-place,  and  its  possessor  is 
often  scarcely  conscious  of  its  existence.  It  is  only  perhaps  after  an 
e.vtra  good  dinner  or  some  active  exercise,  possibly  on  horseback,  that 
he  experiences  some  discomfort  about  the  end  of  his  penis,  passes 
perhaps  a  little  blood,  and  complains  generally  of  urinary  irritability. 
In  this  condition  he  consults  a  surgeon,  his  bladder  is  sounded, a  stone 
discovered  and,  as  a  rule,  removed  by  lithotrity  at  a  single  sitting. 

Calculus  due  to  Foreign  Bodies. — A  piece  of  hone,  as  a  result  of 
either  pelvic  fracture  or  hip-joint  disease,  may  find  its  waj'  into  the  blad- 
der. Hairpins  and  pencils  or  ends  of  catheters  or  other  foreign  bodies  may 
be  introduced  into  the  bladder,  become  encrusted  with  phosphates,  and 
be  subjected  to  lithotrity  with  only  partial  success.  If  the  foreign  body 
is  of  considerable  size,  it  is  obvious  that  lithotomy  will  prove  far  more 
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suitable  than  crushing,  which  is  very  liable  to  leave  the  nucleus  un- 
touched and  unremoved.  No  foreign  body  should  ever  be  permitted 
to  remain  in  the  bladder:  sooner  or  later  it  will  give  rise  to  calculus, 
whilst  an  early  removal  will  prevent  such  an  occurrence. 


Fici.  304. — Sacculus  of  th«  bladder ;  slightly  diagram  malic,  in  order  to  show  the  relative  posi- 
tion  of  the  sacculus  and  ureters. 

Mode  of  Examination  of  the  Bladder. — This  subject  has  already 
been  dealt  with  under  the  head  of  Exploration  of  the  Urinary  Tract 
(seepage  535). 

Operations. — The  operations  that  are  now  in  general  use  for  the 
removal  of  calculi  are  (i)  suprapubic  lithotomy;  (2)  lateral  lithotomy; 
(3)  lithotrity ; '  (4)  perineal  lithotrity. 

The  okl  operation  of  median  lithotomy  it  is  unnecessary  to  dis- 
cuss. It  is  applicable  only  to  small  stones,  and  these  are  preferably 
removed  nowadays  by  crushing.  Where,  however,  one  has  to  deal 
with  a  large  .stone  in  an  old  man.  where  a  lengthy  crushing-operation 
is  inadvisable,  the  method  of  removal  by  perineal  lithotrity  will  be 
found  of  considerable  service.  Reginald  Harrison's  name  is  closely 
associated  with  this  method  of  procedure.  On  one  occasion  a  stone 
weighing  over  3  ounces  was  broken  up  by  him,  so  as  to  admit  of 
easy  removal,  in  less  than  five  minutes.     There  is,  the  author  thinks,  a 

'  The  author  prefers  the  use  of  the  term  "  lithotrity  "  to  the  more  cumbrous  one  litho- 
lapaxy.  which  wa<t  originally  usetl  when  lithotrity  at  a  single  sitting;  had  not  obtained  gcneial 
acceptance  ;  now  thai  thi.^  method  of  operation  is  the  only  one  employed,  there  15  no  longer 
any  doubt  of  the  propriety  of  employing  for  it  the  term  lithotrity. 
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considerable  future  for  thLs  mode  of  ojieration,  to  judge  from  the 
results  it  h»s  already  yielded. 

The  lateral  operation  is  almost  as  little  employed  as  the  median, 
and  will  probably  be  completely  abandoned. 

For  the  vast  majority  of  calculi,  then,  the  surgeon  has  the  choice 
of  litholrity  or  suprapubic  lilhotoiny. 

When  a  calculu.s  is  small  an<l  the  bladder  is  healthy  litliotrity 
yields  the  best  results.  Calculi  «(f  the  si7.t;  of  a  walnut  may  Ik;  re- 
jmoved  and  the  patient  be  practically  well  at  the  end  of  forty-eiyht 
hours,  Hut  there  is  a  limit  placed  on  lilhotrity  by  the  size  of  the 
stone  to  be  removed.  Speaking  generally,  there  are  few  stones  above 
2  inches  in  their  long  dtaniclcr  which  can  be  removed  with  advantage 
by  the  lillnjtrilc.  When  this  size  is  e.vct;t:iled  a  large  and  powerful 
lilhotritc  is  essential  if  the  stone  is  to  be  quickly  disposcti  of  The 
|Kitient  has  probably  suffered  from  its  effects  for  a  considerable  time, 
and  his  bladder  is  not  in  a  healtliy  condition,  as  it  has  suffered  from 
one  or  more  attacks  of  cystitis.  If  these  attacks  have  been  severe 
and  repeated,  a  strong  case  will  be  made  out  for  suprapubic  lithotomy; 
and  the  case  will  be  strengthened  if  there  is  reason  to  suppose  that 
some  further  vesical  comjilicalitms  may  be  present.  It  may  be  that  a 
sacculus  conceals  a  second  stone,  or  that  a  deep  retroprostatic  pouch 
makes  removal  by  lithotrity  a  difficult  proceeding.  If  any  such  com- 
plication is  present,  and  the  patient  is  robust  and  healthy  for  his  age, 
the  suprapubic  operation  is  to  be  preferred,  as  it  affords  an  easy  mode 
of  inspecting  the  interior  of  tlie  bladder  and  an  effectual  one  for 
removal  of  tJiosc  conditions  which  have  contributed  to  promote  its 
unhealthy  condition.  At  the  same  time  it  must  be  borne  in  mind  that 
stones  considerably  larger  than  2  inches  in  their  longest  diameter  have 
been  successfully  removed  by  lithotrity.  Such  calculi,  however,  should 
"be  so  removed  only  by  one  who  has  had  much  practice,  and  he  will  be 
guided  by  his  own  experience,  and  not  swayed  by  the  practice  of  his 
average  contemporaries. 

Suprapubie  IJthotomy. — W'hen  tlie  revival  of  this  operation  took 
place  some  fifteen  years  ago,  the  almost  universal  custom  was  to  dis- 
tend the  rectum  with  a  rubber  bag  (Petersen's)  in  order  to  elevate  the 
bladder  out  of  the  pelvis  and  render  its  base  more  readily  accessible. 
Recent  experience  has  taught  us  that  the  bag  Is  usually  unnecessary 
and  in  some  cases  harmful,  as  it  has  a  tendency  to  cause  congestion 
of  the  neighboring  veins  and  so  incrcjise  the  bleeding  which  occurs 
when  growths  are  removed  from  the  interior  of  the  bladtler.  If  the 
operator  dcciiles  to  make  use  of  the  bag,  it  should  not  contain  more 
than  about  half  a  pint;  and,  provided  this  limit  be  not  exceeded,  there 
is  no  danger  of  injuring  the  rectal  wall.  An  instrument  of  some  kind 
should  be  introduced  into  the  bladder,  preferably  a  silver  catheter, 
which  will  serve  as  a  passage  for  the  water  (about  lO  ounces)  that 
requires  to  be  introduced  for  its  distention  and  as  a  guide  during  the 
0|)eration.  It  is  best  to  introduce  the  catheter  first,  then  distend  the 
rectum,  and  after  that  the  bladder.  The  incision  is  made  in  the  middle 
line,  about  2\  inches  in  length,  cutting  through  everything  until  the 
subperitoneal  fat  is  reached.  In  all  probability  there  will  be  no  vessels 
that  need  to  be  secured.   Asa  rule,  there  is  no  difficulty*  in  identifying  the 
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parts,  especially  when  a  silver  catheter  is  in  the  bladder  and  the  bladder 
itself  is  distended.  The  ijcritoncum  is  sometimes  seen  as  a  bulging 
pouch  at  llic  upiKT  porliuti  of  the  wound.  If  so,  it  must  be  pushed 
upward  i>ut  of  tlif  way  antl  the  blacliK-r-walt  l'X]k««.h1.  A  sliarji  liook 
is  useful  to  hold  ilie  upper  part  of  the  bladder.  When  this  lias  been 
in.scrted  the  bl.idder-wall  shtiuld  be  t|uickly  incised,  or  the  mucous 
membrane  will  not  be  divided,  and  may  be  stripped  up  by  the  finper  a* 
it  is  being  introduced  into  the  interior.  A  silk  loop  should  next  be 
inserted  on  each  side  of  the  incision,  for  retraction.  The  stone  can  be 
removed  by  the  fingers,  furceps.  or  sc<x>p,  and  tlie  interior  of  the  blad- 
der, including  the  prostatic  urethra,  carefully  explored  and  further  dealt 
with  if  necessary.  If  a  tumor  is  present,  it  shouKl  be  removed,  if  pos- 
sible, together  with  the  mucous  membrane  at  its  base, and  the  sides  of 
the  incision  united  by  suture.  This  plan  is  obviously  not  applicable 
in  epithelioma.     Treatment  in  such  a  ca^c  can  only  be  palliative. 

Aflcr-trftUmeut. — If  the  bladder  is  perfectly  healthy  and  all  bleeding 
has  been  arrested,  immediate  suture  of  its  edges  can  be  employed  with 
success  ;  but  it  should  never  be  attempted  where  such  condiliohs  tlo 
not  obtain.  A  full-size  drainajje-tube  *ihouUI  be  inserted  after  the 
upper  end  of  the  »vound  has  been  closed  by  suture*;.  The  dres.sjng 
will  need  frequent  chan<:;inf7,  to  prevent  bedsores.  A  simple  absorbent 
pad  IS  all  tliat  is  required.  The  drain  can  usually  be  removed  at  the 
end  of  forty-cijjht  hours. 

Latfnii  luhotomy,  now  rarely  resorted  to,  is  perfonned  as  follows: 
The  patient  Is  secured   in  the  lithotomy  position,  and  a  staff,  grooved 


PtC.  306, — EvaGtulmil-callieler. 

on  the  left  side,  introduced.  When  it  has  been  placed  in  a  suitable 
position  by  the  operator  it  is  handed  to  an  assistant,  who  holds  the 
scrotum  and  its  contents  out  of  the  surgeon's  way.  The  knife,  enter- 
ing behind  the  scrotum,  is  rapidly  brought  down  upon  the  groove  of 
the  start"  by  the  first  incision,  and  then  continued  along  it  until  the 
prostate  is  reached.  This  organ  is  deeply  incised  on  its  left  side  below, 
and  the  left  index-finger  of  the  operator  intnxluced  into  the  interior 
of  the  bladder.  Then,  and  ttot  tiii  ihen.  does  he  give  directions  for 
tlie  withdrawal  of  the  staff  by  his  assistant.  The  stone  is  removed 
by  forceps  or  scoop.  Severe  hemorrhage  occasionally  results  from 
wounding  of  the  artery  of  the  bulb  or  other  vessel.  If  it  cannot  be 
secured  in  the  ordinary  way,  bleeding  is  usually  arrested  either  by  what 
is  known  as  a  petticoat  plug  or  by  a  rubber  bag  which  is  introduced 
into  the  wound  and  afterward  di.stended.  It  contains  a  tube  in  its 
interior  through  which  the  urine  passes. 
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Perineal  LithotrUy. — In  this  operation  the  patient  is  placed  in  the 
same  position  as  for  the  Literal  operation.  A  stafT  witli  a  median 
groove  is  employed,  and  an  incision  is  made  into  the  membranous 
urethra  behind  tlic  bulb.  The  prostatic  urethra  is  then  dilated  with 
cither  the  finger  or  forceps,  or  preferably  by  a  series  of  conical  steel 
Uiugies,  until  it  has  attained  a  diameter  of  about  J  or  }  inch.  When 
this  has  been  accomplished  a  jiair  of  powerful  crushing-forceps  arc 
introduced,  and  tlie  fragments  removed  by  means  of  an  evacuating- 
catheter  of  .suitable  size.  The  aficr-ireatnieut  of  such  a  case  is  exceed- 
ingly simple,  and  consists  merely  in  keeping  the  wnund  clean.  The 
patient,  if  old  and  feeble,  may  with  advantage  be  allowed  to  sit  up  in  an 
arm-chair  at  tlie  end  of  forty-ci[jht  hours. 

IMIwtrity. — Before  undertaking  this  operation  the  surgeon  should 
bt;  provided  with  two  or  three  litliotrites,  varying  in  size  from  No.  lo 
or  12  to  No.  16  or  18.  If  the  jia- 
ticnt  is  a  child,  probably  a  No,  6  will 
be  required.  Two  evacuators  {Kig. 
307)  and  some  half  a  dozen  cvacu- 
aling-cathetcrs  arc  also  required. 
The  bladder  should  contain  some  4 
or  5  ounces  of  water  when  the  lith- 
otrile  is  introduced.  An  instrument 
with  a  full  fenestrated  blade  should 
be  employed.  It  should  be  as  large 
as  can  be  conveniently  introduced 
into  the  bladder.  The  patient's  pel- 
vis should  be  slightly  raised,  so  as 
to  ix'rmit  the  stone  to  drop  kick- 
ward  away  from  the  urethral  orifice. 

If  the  stone  is  not  encountered 
at  once,  the  lithotrite  should  be  al- 
lowed to  remain  perfectly  motion- 
less for  a  few  seconds,  after  which 
the  small  blade  should  be  tiuielly  withdrawn  and  as  quietly  replaced  a 
few  seconds  later.  In  many  castas  the  calculus  will  be  thus  gra-spetl  at 
once.  If  this  is  not  the  case,  the  lithotrite  should  be  turned  slightly  to 
the  right  or  left,  and  the  above  described  maneuver  repeated.  If  it  still 
eludes  the  grasp  of  the  lithotrite,  it  must  be  searched  for  all  over  the 
bladder.  If  the  prostate  is  at  all  enlarged,  it  will  likely  enough  be 
found  in  a  rctroprostatic  pouch,  and  the  lithotrite  will  perhaps  require 
lo  be  reversed  in  order  to  grasp  it.  When  once  the  stone  Is  fairly 
grasped  the  .screw  mu.st  he  gradually  turned  so  as  to  fix  it  between  the 
blades,  and  by  gently  cxercLsing  a  little  force  the  .stone  will  soon 
yield.  The  various  fragments  are  seized  one  by  one  in  a  similar 
fashion.  After  a  few  minutes'  work  in  any  given  bladder  the  operator 
will  find  that  he  catches  the  fragments  almost  intuitively.  As  soon  as 
the  bladder  .seems  so  ftdl  of  debris  as  to  im]K;de  the  finding  of  frag- 
ments the  blades  must  l>e  screwed  well  home  and  the  instrument  with- 
drawn. If  by  any  mischance  the  blades  should  have  become  bent  or 
so  jammed  that  removal  is  impossible  without  damage  to  the  urethra, 
median  lithotomy  must  be  perfonncd  and  the  fragment  dislodged  by 
» 
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the  finger.    Such  an  accident,  however,  is  almost  impossible  with  the 
fully  fenestrated  blades  ihut  are  now  almost  universally  employed. 

A  good-sized  evacuatiiig-cathetcr  is  introduced  as  soon  as  the  litho- 
trite  has  been  withdrawn,  and  the  cvacuator  filled  with  sterilized  water 
is  attached.  A  small  part  of  its  contents  is  gently  thrown  into  the 
bladder  and  allowed  sluwly  to  return.  Thi*;  process  is  repeated  until 
all  thr  frajiimenl.s  that  are  small  enouj^h  to  mss  have  been  withdrawn. 
The  lithotrite  is  af^ain  introduced  and  more  fragments  crushed  and  sub- 
sequently evacuated.  After  a  little  practice  it  is  not  difficult  to  recofj- 
nizc  thf  characteristic  sound  produced  by  a  small  fragment  which  is  just 
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Fig.  30S.— Epiihcliom*  of  lh«  twfie  of  ihc  bladder,  wlih  aseendbig  pjrelltk  uid  dlbied  ureter 

(Si.  Banholumrws  Hci^intnl  Mu^rum). 


too  big  to  enter  the  evacuating-cathctcr  wlien  it  impinges  on  its  open 
end.  No  other  test  is  so  delicate  for  enabling  one  to  ascertain  if  every 
fragment  has  been  removed.  It  is  important  to  bear  in  mind,  especially 
when  operating  on  children,  that  the  fewer  the  number  of  times  that 
instruments  require  to  be  introduced  during  the  course  of  an  operation 
the  better.  Each  introduction  causes  a  certain  amount  of  bruising  and 
swelling  of  the  urethral  mucous  membrane;  and  the  operator  will 
sometimes  find,  as  he  approaches  the  end  of  a  long  oijcration,  that  the 
instrument  which  slipped  in  easily  enough  at  first  worlci  with  consider- 
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able  difficulty  later  on.  Occasionally  resort  must  be  had  to  a  smaller 
instrument  before  the  operation  can  be  completed. 

The  after-tnatmcnt  is  simple  enough.  Washing  out  of  the  bladder 
is  rarely  rctjuired.  unless  it  has  been  affected  with  cystitis  previously. 
If  the  patient  does  not  pass  urine,  overdistention  of  the  bladder  must 
be  guarded  against  by  the  timely  use  of  the  catheter.  The  patient  is 
usually  able  to  leave  hus  bed  by  the  fifth  or  sixth  day.  If  cj'StitLs  .<;hould 
occur,  it  must  be  treated  in  accordance  with  the  ordinary  rules. 

Tumors  of  the  bladder  are  not  of  common  occurrence.  They 
present  two  main  varictic.'i :  epithelioma  (Figs.  308.  309).  which  occurs 
chiefly  at  the  dccUnc  of  life ;  and  villous  growths  (Fig.  310),  which  arc 
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Fic.  909.— Epithelioma  infiltnting  (he  blKd-  PiC.  310. — Villous  tumor  uid  cBUrgvcl  proa- 

■ler-wall.  late;. 

(St.  BortboloRMtw's  HoEpilal  Muxum.) 

usually  found  at  an  earlier  age  and  are  non-malignant.  Other  growtlis, 
such  as  sarcoma,  myoma,  etc.,  can  be  regarded  only  as  clinical  curios- 
ities: rhcy  usually  occur  in  children.  Epithelioma  is  by  far  the  com- 
monest form  of  tumor  met  with.  Nearly  all  bladder-j^rowlhs  are  situ- 
ated in  the  neighborhood  of  the  trigone  and  ureters. 

Symptoms.— It  is  rare  that  the  presence  of  a  bladifer-tumor  is  even 
suspected  until  hemorrhage  supervenes.  As  a  rule,  when  the  patient  is 
questioned  he  will  admit  that  he  has  noticed  a  small  amount  of  blood 
in  his  urine  on  several  occasions.  It  caused  him  no  inconvenience, 
passed  away  in  a  few  hours,  and  lie  ignored  it.  A  few  weeks  or  months 
later  a  second  attack  supervened,  wliich  passed  ofi" almost  as  suddenly. 
Perhaps  the  thir<i  or  fourth  attack  may  prove  somewhat  more  severe 
and  lasting,  and  he  seeks  the  advice  of  the  surgeon,  who  will  elicit 
from  him  tliat  his  urine  [lasses  quite  clear  at  first,  anil  only  becomes 
blood-stained  toward  the  end  of  the  act  of  micturition.  The  blood  is 
bright  in  color  and  not  altered  in  character  when  it  |>asses. 
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Such  are  generally  the  early  symptoms  of  an  attack  of  hemorrhage 
due  to  vesical  growth.  Soon.  ho\vevcr,  the  urine  is  loaded  u  ith  blow!, 
which  is  perhaps  darker  in  color  because  it  has  accumulat<'d  in  the 
bladder  before  it  is  passed.  Then  cystitis  supervenes,  with  all  its 
distressing  symptoms,  sepsis  ensues,  and  death  terminates  the  scene. 
Sometimes,  worn  out  by  excessive  loss  of  blood,  the  patient  dies  of 
hemorrhage.  Pain  may  be  present  or  not,  but  usually  depends  rather 
ow  the  cystitis  than  the  tumor,  unless  ihc  growth  is  situated  so  near 
the  vesical  orifice  that  It  is  cauj^ht  there  durinj;  the  act  of  micturition. 
Cases  of  epithelioma  are  usually  to  be  distinguished  from  those  of  inl- 
lous  tumor  by  the  great  pain  suffered,  by  frequency  and  difficulty  in 
micturition,  and  by  foul  urine. 

The  diagnosis  of  bladder-growth  is  not  always  easy.  If  the  hcraor- 
rhage  is  excessive,  it  may  easily  be  confounded  with  renal  hematuria. 
The  exact  nature  of  the  growth  can  rarely  be  determined  unless  a  frag- 
ment is  discovered  in  the  urine  or  the  interior  of  the  bladder  Is  examined 
by  the  cystoscope.  By  this  means  many  cases  arc  diagnosed  and 
treated  early  that  were  formerly  subjected  to  expectant  treatment  until 
there  was  nothing  to  expect  but  a  fatal  issue.  It  is,  however,  quite 
useless  to  employ  the  cystoscope  during  an  attack  of  hematuria. 
With  a  finger  in  the  rectum  and  the  other  hand  pressed  well  down 
behind  the  pubes,  particularly  if  the  patient  is  anesthetized,  many 
bladder-tumors  can  be  felt. 

The  treatment  will  depend  largely  on  the  results  of  the  cystoscopi'c 
examination.  If  the  growth  prove  to  be  villous  and  does  not  infiltrate 
the  bladder-widl.  a  suprapubic  cystotomy  should  be  performed  and  the 
tumor  completely  removed.  If  possible,  the  base  should  be  cauterized 
by  a  galvanocautery,  or  a  small  portion  of  the  mucous  membrane  of 
the  bladder  adjacent  to  its  attachment  excised  and  the  edges  united  b)'" 
means  of  a  fine  suture.  Occasionally  some  trouble  is  experienced 
from  bleeding.  This  must  be  arrested  by  hot  water  or  pressure  with 
a  sponge,  or  by  the  cautery.  In  women  it  is  occasionally  possible  to 
remove  such  growths  through  the  dilated  urethra.  As  a  rule,  no 
attempt  should  be  made  to  seize  such  growths,  cither  in  the  male  or  the 
female,  through  a  perineal  opening,  as  it  is  usually  impossible  to  e.vtir- 
pate  them  with  any  certainty  by  this  method.  The  operator  is  Uable 
either  to  leave  a  portion  of  the  growth  behind  or  to  make  a  hole  through 
the  bladder-wall  if  he  endeavors  to  remove  the  base.  If  the  tumor  is 
known  to  be  an  epithelioma  infiltrating  the  bladder-wall,  extirpation  is 
probably  out  of  the  question,  and  a  permanent  drain  affords  the  only 
means  of  preventing  the  inevitable  suffering  that  must  ensue  if  no  oper- 
ative measures  are  attempted.  In  such  a  case  the  suprapubic  operation 
may  be  performed  in  two  stages,  making  an  incision  into  the  peritoneum 
and  stitching  the  bladder  to  the  abdominal  wall  on  the  first  occasion. 
The  opening  into  the  bladder  can  be  made  a  few  days  later,  without 
pain-  If,  however,  the  operator  is  in  doubt  whether  removal  is  pos- 
sible, the  ordinary'  suprapubic  operation  should  be  performed  and  the 
wound  kept  permanently  open,  if  necessary,  by  means  of  a  suitable 
tube  (for  details  of  the  suprapubic  operation,  etc  see  p.  559). 


CHAPTER    XVIII. 
SURGERY  OF  THE  URETERS. 

Anatomy. — The  ureters,  the  excretory  ducts  of  the  kidneys,  have 
the  duty  of  carrying  the  urine  from  those  glands  to  the  bladder.  They 
consist  of  tubes  of  mucous  membrane  surrounded  by  circular,  spiral, 
and  longitudinal  muscular  fibers.  Their  length  was  found  by  W.  M. 
Tanquary  to  vary  from  25  to  31  cm.  {10  to  12}  inches);  Luschka  gives 
the  length  as  27  cm.  (io|  inches) ;  and  Funke  estimates  the  length  of 
the  left  ureter  as  26  to  34  cm.  (loj-  to  13^  inches),  while  the  right,  he 
states,  is  some  centimeters  less.  It  is  convenient  to  speak  of  the  ureter 
as  being  divided  into  an  abdominal  and  a  pelvic  portion.  The  course 
of  the  ureters  is  of  great  surgical  import.  The  tube,  leaving  the  kid- 
ney, runs  downward  and  inward,  hugging  the  vertebral  origin  of  the 
psoas  muscle.  At  the  iliac  vessels,  often  somewhat  before  reaching 
them,  it  begins  to  turn  outward.  After  having  crossed  the  iliacs  the 
duct  bends  outward,  in  a  certain  degree  following  the  lateral  wall  of 
the  pelvis,  until  it  finally  turns  in  a  tolerably  sharp  curve  toward  the 
ba.se  of  the  bladder.  This  last  curve  varies  with  the  distention  of  the 
bladder.     The  relations  of  the  ureters  are  thus  described  by  Funke : 

"  In  the  abdomen,  the  right  ureter  lies  at  first  behind  the  duodenum, 
at  the  point  where  the  pars  dcscendens  passes  over  into  the  pars  hori- 
sotttalis ;  later,  it  lies  to  the  outer  side  of  the  vena  cava  inferior. 
The  left  ureter  runs  close  to  the  spermatic  vein,  outside  of  it.  The  left 
ureter  crosses  the  vessels  at  a  somewhat  higher  level  than  the  right, 
and  runs  below  the  peritoneum  or,  better  expressed,  the  mesentery  of 
the  sigmoid  flexure,  always  where  the  intersigmoid  fossa  is  found;  and 
when  the  peritoneum  is  incised  in  this  groove  the  ureter  is  laid  bare. 
The  right  ureter  crosses  the  point  of  division  of  the  common  iliac 
artery  into  the  external  iliac  and  the  hypogastric,  while  the  vessels,  so 
far  as  they  are  of  importance  (gluteal,  sciatic),  are  directed  backward 
and  outward.  The  ureters  finally  pass  forward  and  toward  the  median 
line  to  the  bladder.  The  ureter  lies  behind  the  uterine  artery,  between 
it  and  a  rather  large  vein  originating  in  the  uterine  plexus  and  running 
to  the  hypogastric  vein." 

The  ureters  are  not  passive,  patent  tubes,  but  active  muscular  struct- 
ures, which  carry  the  urine,  a  drop  or  two  at  a  time,  to  the  bladder 
under  positive  pressure,  just  as  the  esophagus  carries  fluids  to  the 
stomach.  Waves  of  contraction  are  associated  with  the  passage  of 
these  drops. 

The  diagnosis  of  nieteial  diseases  is  often  closely  associated 
with  that  of  renal  maladies,  as  we  shall  have  occasion  to  show.  Sub- 
jective signs  of  ureteral  disease  are  often  wanting ;  but  when  obstruc- 
tive lesions  are  present,  especially  when  stones  are  passing  down  the 
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ureter,  pain,  due  chiefly  to  distention,  is  felt  radiating  douii  to  the 
bladder  and  generative  organs.  In  the  uncertainty  necessarily  felt 
when  subjective  signs  are  not  determinative,  we  turn  naturally  to  those 
more  direct  methods  which  are  the  outcome  of  very  recent  study  and 
experimentation.  It  is  true,  palpation  occasionally  gives  valuable  infor- 
mation ;  but  only  in  those  diseases  or  conditions  in  which  the  duct  has 
been  altered  in  size  and  form  or  contains  a  solid  body. 

The  iwlvic  portion  of  the  ureter  is.  of  course,  most  accessible  to 
examination,  'the  sinijjle  cystoscope  of  Griinfeld,  slightly  modified, 
has  been  used  by  Pawlik  and  Kelly  to  study  the  vesical  extremity  of 
the  duct  in  the  female,  and  by  Kelly  that  in  the  male  also.  I*or  general 
observation  the  writer  much  prefers  the  electric  cystoscope  of  Kitze, 
which  enables  one  to  examine  the  mucous  membrane  under  naturaJ 
pressure-relations,  in  the  element  to  whicli  the  bladder  is  accustomed, 
and  at  the  same  time  to  study  all  parts  of  the  vesical  wall. 

Sounds  and  catheters  may  be  passed  into  the  ureters,  in  order  to 
determine  their  ailiber  and  the  condition  of  their  walls  or  to  withdraw 
the  urine  from  each  kidney  sci>aralely  by  the  use  of  the  instruments  of 
Pawlik,  or  Kelly's  modification  of  them,  or  by  the  use  of  the  electric 
cystoscope  of  Nitze  or  Casper. 

Kelly  describes  the  procedure  for  women  '  as  follows  :  "  The  follow- 
ing instruments  are  required:  A  good  light  and  a  head-mirror;  a 
urethral  dilator;  a  speculum  with  an  obturator;  a  suction-apparatus  to 
empty  the  bladder  completely  ;  a  pair  of  long  mouse-tooth  forceps ;  a 
searcher  for  discovering  the  ureteral  orifice. 

*'  '^  ijrnnml  nui^ilhclic  is  iiriC  iipceitninr,  uiilrMi  ihv  [iBtient  is  to  nervous  lliml  khc  will  nnl 
aubinil  to  any  Iciiiil  of  an  cxamiiiuliOD.  For  (hU  rcasou  it  is  foiiic(iiii»  of  advant&ge  tu  use 
eihcr  or  cliloroftinn  during  tlir  first  rxnin  inn  linn,  wliirh  in  ajit  to  be  imtrc  pn^lnngol  llinii  tlir 
Mil'scqumt  onrv  IT  the  ntvlhrii  requires  anv  <li]autioo,  a  drop  of  a  lo  per  rent  iwtiittan 
o(  cucain  paititcd  uii  its  extcmnl  urilkc.  vx  n  piece  of  cuttnn  wnippci]  on  an  applicator,  Mtn 
meet  with  a  4pcrfenL  solution  and  laid  just  inside  the  orifice,  will  be  suflicicni  to  blani  (he 
»cii«.ilivcncss, 

■•  Immediately  before  ncaminnlinii  the  imtieni  miisi  patis  water,  preferably  in  the  siandin|[ 
poution.  In  &pi[c  of  this  effort  to  empty  ihe  bladder  completely,  a  lillle  residual  urine 
almost  alwayii  remnin^  t>ehind.  If  the  esominniion  is  delayed  ten  or  (ifleen  minutes,  5  or 
10  c-C.  (I-3S  lo  3-"I  fliitdnimit)  will  be  added. 

"Thtr  urellual  orifice  i.s  now  dilated  by  uiiing  a  ciimcal  dilator,  blunt  at  the  point.  7a 
mm.  |2j  inches)  ton([,  and  16  mm.  (|  inch)  in  dinincter  at  the  bftsc  and  4  mm.  (0.16  inch) 
at  (lie  |Miinl.  This  i^covrml  with  Tasrlin  and,  with  a  !»,rrw-like  inovrnLent,  gently  biitcil 
into  the  urcthml  orifice.  Two  or  three  aentle  movements,  holding  the  dilator  i^M^iscd  between 
thumb  and  forctingrr.  will  be  tulilicicnl  In  carry  it  in  as  far  a*  the  No.  10  mark  on  Ihe  scale 
on  it3  side.  This  indicates  a  dilatation  of  I  cm.  (0.4  Inch]  in  diameter,  suffidcnl  for  all 
ordinary  purposes  of  inrc»ti[{alion  of  the  bUdder,  trcaltncnt  of  its  iiurf9icr>,  and  catbcicriM- 
tion  of  the  ureter?.  In  many  cases,  parttcutarly  in  women  who  have  borne  children,  the 
oritice  necdj  no  dilntation  to  permit  the  tntFOttuction  of  a  speculum  of  this  size.  The  nimoM 
damage  dune  by  the  dilatation  is  a  slijjht  supeilieial  injury  In  the  mucous  Borface  of  the  pos- 
terior margin  of  the  urethra,  which  never  rrriuirm  attention. 

"The  inost  convenient  and  universally  applicable  ]K»siiion  is  the  knee-brc*et  postarr, 
wilb  the  che^t  as  close  to  the  table  as  possible,  and  the  bacU  well  brni  in.  Frequently  a 
iruire  satiKfactory  |Nii>liire  Ls  the  kneebrnul,  with  ihc  [ntienl  wiuatting  a  lilUc  backward,  to 
thai  the  buiinclcs  are  in  a  pfjsiiion  directly  over  Ihe  calve*  of  (he  legs  of  the  anklet,  inMeod 
of  being  vertically  over  the  thi^h».  The  spet.ulum  is  now  uken  in  Jiand.  aod  held  with  the 
thumb  prrsHng  upon  the  handle  of  the  obturator.  The  point  of  the  sprrnlum  i*  placed 
u()oii  Ihv  onfiic  and  pushed  uj'  ihtough  the  urethra  into  the  bladder  in  a  direction  describ- 
ng  a  Rcnile  cur^'c  annind  the  under  surface  of  the  symphysis.  ^>n  wilhdmwing  the  obta- 
r«tor,  air  nuttei  at  once  ialo  the  bladder,  distending  it  wi^  an  audible  suction- lound. 

*  The  method  ts  tcarceljr  practicable  in  the  male  on  account  of  the  length  and  ctirvatutr 
of  the  uretliin. 
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"  The  examiaer  wean  onr  of  ihe  onlinaiy  bead-roiTTors  u»r<l  l>]r  laiyngoKOiiitts,  and  by 
its  mrani  reflects  %  light  fron  an  electric  lamp  restin{t  on  n  lowel  <hi  ue  aierain  of  the 
pAtk-ul  <if  in  the  knec-bmsl  potidon),  through  the  tpccaluni  into  (be  bUddcT.  ll]r  lutning 
the  •peculom  to  the  right  ur  left  about  30  degrees,  with  us  end  projecting  I  cru.  (0.4  inch) 
I  inio  (he  bliulder,  the  rigbl  and  left  UKCCral  orifices  can  be  brought  tiicccuiTcly  into  view. 
The  uretntti  orifice  usually  appears  as  a  hitle  siit,  abuui  t  mm.  (0.I2  Joch)  long,  placed 
Uaiuvcnely  with  a  slight  Itorwahoc-thnped  rlmttion  nrouiHTil,  open  on  the  inner  «dc.  If 
Ihe  ofaaervation  isconiiiiucd  fur  a  minute,  a  littie  jet  of  urine  will  be  seen  to  spurt  out  of  the 
ureter  for  two  or  three  second*. 

"  Tu  inln>duce  the  cilhelri,  the  ureteral  oribte  \>.  bnmgh[  to  about  ihe  center  of  the  field 
of  the  speculum,  and  the  mirror  nnd  light  arc  adjusled  an  Ihoi  the  head  of  ibe  ubterrer  b 
not  in  Ihc  woy  as  he  inttuducei'  the  catheter  into  the  speculum  and  slkles  it  on  untU  ita 
point  rests  in  the  nretenil  slit.  On  pu<ihi'ng  it  in  a  lilllc,  the  sides  of  the  opening  tcparalc, 
and  it  appears  a<.  a  bole,  with  the  catheter  lying  in  one  wde  of  it.  The  catheter  must  oow 
be  pushed  out  gently  toward  the  side,  stopping  at  once  if  the  slightest  rcsisuncc  or  obstrac- 
Uon  is  mcL" 

Casper's  apparatus  coii-sl-its  of  an  electric  cystoscopc,  with  a  long 
groove  in  its  wall,  in  which  lies  the  catheter,  protected  by  a  sliding  cover 


«^^ 


FIC.  311. — Casper's  urclcrcysloK-opc. 


(Fig.  311).  The  instrument  is  introduced  into  the  bladder,  which  is 
distended  with  150  to  200  c.c.  (5  to  6.8  fluidounces)  of  water.  Tlie 
electric  light  being  turned  on,  the  ureteral  openings  are  sought  for  by 
observation  through  the  optical  part  of  the  apparatus.  Into  each  of 
them,  in  turn,  the  ureteral  bougie  or  carhetcr  i.s  introduced  under  ocular 
observation,  by  pushing  forward  the  catheter  from  its  slit.  Once  the 
catheter  is  in  place,  it  may  be  left  there  as  long  as  desired,  by  removing 
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Fir,  313;— Harris's  instniment  lot  ubtutning  urine  sc|Miriit«ly  liom  the  ureters 

the  metal  case  from  around  it.     These  methods  are  of  prime  impor- 
tance where  the  caliber  and  walls  of  the  ureter  are  to  be  studied. 
1  Harris's  Method. — For  the  study  of  the  condition  of  the  ureters,  as 

I        inferred  from  the  composition  of  the  unmixed  urine  derived  from  each 
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M.  L.  Harris,  is  most  valuable.  Describing  his  instrument  (Fig.  312) 
and  the  method  of  using  it,  Harris  says : 

"  It  comiiU  of  a  drmble  cubcicr,  cscb  being  sepamc  throogfaoat.  bta  boch  being 
encl'^rtol  in  a  cr/mmon  «heath  tbrrjogbom  its  shaft  or  stnigfat  portioa.  tfans  gning  it  the 
appearance  of  a  single  fiattened  tobc.  Each  catheter  is  sepantelr  nwrable  about  its  longi- 
twJinal  asi*  within  the  sheath.  ...  In  the  fiatteiied  surfaces  aod  the  latoal  ponioDS 
of  the  seroiciFcular  sarfaces  are  a  nnmber  of  small  perforations.  The  distal  dtrcmitr  of 
each  catheter  is  round  and  curved  in  the  same  plane  as  the  proximal  extmmtr.  forming 
about  a  ijos'lrant  of  a  circle,  the  same  as  the  curred  end  of  an  ordinair  male  sodnd.  The 
cnrrc!)  m  the  two  extremities  being  in  the  same  plane,  the  distal  end  will  always  indicate 
■ccuralcl}'  the  exact  direction  of  the  proximal  end.  The  distal  exlremitr  of  each 

catheter  is  connected  by  means  of  a  short  piece  of  rubber  tubing  with  a  separate  glass  rial. 
The  c/irks  of  the  vials  are  doubly  perforated,  and  each  rial  is  finally  connected  by  a  piece 
of  ruM»er  Inlting  with  a  single  rubber  exhaust-bulb  (Fig.  312  .  There  is  a  metal  lerer, 
about  29  cm.  '  iij  inches,  in  length,  with  a  handle  at  one  end,  the  opposite  extremity  bdi^ 
soiutily  curved  and  flattened  laterally.  This  lever  is  provided  with  a  single  perforation  near 
the  hawlle,  is  flattened  on  its  sides,  and  notched  along  its  lower  border.  A  detachable 
curved  forked  metal  piece  connects  the  catheter  with  the  lever  when  in  use.  This  connect- 
ing piece  is  prr^vided  with  a  spiral  spring  arranged  to  catch  in  the  itotches  on  the  under  snr- 
bce  of  the  lever. 

"The  instrument  is  used  in  the  following  manner:  The  patient,  male  or  female,  is 
placed  cr^mfortably  on  a  table  in  the  ordinary  lithotomy- poMtion,  the  hips  being  as  high  as 
the  shoulders.  The  instrument,  with  the  flattened  surfaces  in  contact,  so  as  to  form  practi- 
cally a  single  catheter,  is  introduced  into  the  bladder  in  the  ordinary  manner.  The  con- 
necting piece  is  attached.  The  lever  passing  through  the  forked  connecting  piece  is  now 
introduced  into  the  vagina  in  the  female,  the  rectum  in  the  male.  The  fork  holds  it  in  the 
midline.  When  introduced  the  proper  distance,  as  indicated  by  the  perforation  in  the  lever 
coming  opfioititc  the  perforations  in  the  forked  piece,  il  is  fastened  by  passing  the  pin  in  the 
forked  piece  through  the  i*erforation  in  the  lever.  The  instrument  in  the  bladder  is  now 
opened  by  slowly  and  gently  rotating  each  catheter  about  its  longitudinal  axis  until  each 
proximal  end,  as  indicated  by  the  distal  end,  is  directed  oulward  and  backward.  The  angle 
subtended  posteriorly  by  (he  ends  of  the  catheters  should  be  about  loo  to  1 10  d^rees.  They 
are  held  in  this  position  by  the  small  spiral  spring.  In  opening  this  way,  the  end  of  the  lever 
within  the  vagina  or  rectum  passes  up  between  the  ends  of  the  cathclers,  so  as  to  form  a 
septum  exieriding  longitudinally  along  the  base  of  the  bladder.  The  end  of  the  lever  is 
held  snugly  in  between  the  diverging  ends  at  the  cathclers  by  the  spiral  spring  catching  in 
the  notches  on  the  under  surface  of  the  lever.  It  will  be  seen  now  that  the  end  of  each 
catheter  in  the  bladder  occupies  the  bottom  of  a  little  pocket,  the  pockets  being  separated 
by  a  perftrct  sejitum  or  waler-nhed.  The  ureters  open,  one  on  either  side  of  the  water-shed, 
ne.ar  the  Itase  of  (he  declivity  in  (he  immediate  vicinity  of  the  respective  ends  of  the  catheter. 
By  producing  a  very  slight  exhaustion  of  the  air  in  the  vials  by  means  of  the  bulb,  the  urine, 
as  fast  a<i  it  esca[>es  from  the  ureters,  drops  directly  into  the  ends  of  (he  catheters  and  flows 
at  once  into  the  vial.s,  right  and  left  respectively. 

"  Before  attaching  the  vials  to  the  catheters,  the  little  pockets  in  the  bladder  may  be 
thoroughly  irrigated  and  cleansed,  if  thought  desirable,  by  connecting  an  irrigator  with  the 
iihort,  straight  tip  on  the  catheters,  closing  the  other  opening  with  the  Anger,  thus  wasbii^ 
through  one  catheter  and  out  of  the  other." 

Anomalies  of  the  tireters  are  not  rare,  but  they  are  uncommon. 
The  ureter  is  occasionally  double,  the  two  ducts  often  opening  normally 
in  the  bladder.  Kolisko  has  shown  that  with  one  tube  opening  at  the 
normal  site,  the  other  coming  from  the  same  kidney  may  open  by  a 
narrow  slit  at  a  point  within  the  grasp  of  the  sphincter  vesica,  so  that 
a  sacculation  of  the  ureter  results  from  the  constriction.  The  ureter, 
when  single,  may  also  open  within  the  grasp  of  the  sphincter,  in  the 
pro.static  urethra,  or  in  the  vas  deferens,  ejaculatory  duct,  or  seminal 
vesicle.  In  the  female  the  ureter  may  open  into  the  vestibule,  the 
urethra,  or  the  vagina.  The  lower  end  of  the  ureter  may  be  congeni- 
tally  closed  or  it  may  end  in  the  rectum.  In  exstrophy  of  the  bladder 
the  ureters  open  upon  the  everted  mucous  membrane  upon  the  abdomi- 
nal wall.     The  recognition  of  these  conditions  is,  as  a  rule,  not  difficult ; 
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the  cure  of  the  condition  (except  in  exstrophy  of  the  bladder)  usually 
involvt's  t!i(_-  imiilaiitation  of  the  ureter  into  the  bladder. 

Wounds  of  the  ureter  tend  to  heal  rapidly,  inasmuch  as  the  tissue 
of  the  duct  is  well  supplied  with  blood  and  is  composed  of  cells  capa- 
ble of  rapid  proliferation.  The  ureter  has  even  been  separated  from 
surrounding  structures  for  8  cm.  (3^  inches)  without  causing  gangrene, 
a  circumstance  due  to  the  fact  that  a  long  artery  of  narrow  caliber 
attends  the  ureter,  supplying  Jt  with  blood.  The  regular,  wavc-h'kc  con- 
tractions of  the  ureter  tend  to  sepanite  wound-surfaces,  liowever,  and 
often  compel  the  edges  to  unite  by  granulation.  The  urine  has  the 
same  effect.  Drainage  of  the  wound  and  of  the  loose  tissues  about  the 
ureter  is  of  importance,  especially  when  infection  has  occurred. 

Longitudinal  wounds  heal  readily,  especially  if  rectilinear,  provided 
they  are  uncnniplicatcd  and  drained.  Since  granulations  form  of  neces- 
sity, and  epithelial  cells  must  migrate  over  them,  strictures  arc  not  likely 
to  occur  in  longitudinal  wounds.  The  trt-atment  of  such  wounds  in 
aseptic  ca.se.s  may  l>e  by  the  use  of  fine  catgut  .sutures  pas.scd  trans- 
versely through  the  outer  connective -tissue  coal ;  but  one  must  remem- 
ber that  such  sutures  are  likely  to  dimini.sh  the  caliber  of  the  tube  some- 
what, and  therefore  should  be  used  with  caution.  Usually  drainage 
alone  is  all-sufficient.  It  should  be  extraperitoneal  always.  The  extra- 
pelvic  ureter  should  be  drained  posteriorly;  while  the  pelvic  portion 
may  be  drained  in  this  direction,  or  by  way  of  the  vagina  in  the  female 
or  the  perineum  in  the  male. 

When  longitudinal  ureteral  wounds  arc  complicated  by  peritoneal 
injury,  as  when  such  wounds  occur  during  laparotomies,  the  technic  is 
as  follows :' 

"Keep  intestines  and  other  viscera  out  of  the  way  with  suitable 
compresses.  Trendelenburg's  position  is  indispensable  in  work  within 
the  pelvis.  Expose  the  injured  ureter,  and,  if  desirable  and  feasible, 
have  an  as-sistant  support  or  elevate  the  tube.  Apply  the  sutures  as 
already  suggested.  Remove  from  the  ureter  the  pressure  and  tension 
of  the  as.sistant's  forefingers.  If,  after  several  waves  of  contraction  have 
passed  down  the  ureter,  indicating  the  passage  of  the  same  number  of 
drops  of  urine,  there  is  observed  to  be  no  leakage,  the  peritoneum  must 
be  carefully  adjusted  about  the  ureter  with  accurate  sutures.  This 
must  be  dosie  for  three  reasons;  First,  the  peritoneal  coat  immediately 
reinforces  the  hne  of  sutures,  steadies  the  ureter,  and  assists  in  prevent- 
ing leakage.  Secondly,  the  jjcritoncal  membrane  verj*  quickly  unites  to 
surrounding  structiircs,  so  that  in  a  few  hours  the  ureteral  wound  is 
provisionally  healed.  Thirdly,  the  rapid  regeneration  of  the  histological 
elements  of  the  peritoneum  insures  the  s|jeedy  definitive  healing  of  the 
peri-ureteral  wound,  so  that  the  production  of  granulation-tissue  is  lim- 
ited to  the  utmost,  and  scar-contraction  is  less  likely,  in  the  sequel,  to 
interfere  with  the  lumen  of  the  tube.  The  envelopment  of  the  ureter 
in  peritoneum  may  be  accomplished  by  cither  of  two  methods.  The 
first  and  best  is  by  lifting  the  tube  gently  into  the  cavity  of  the  peri- 
toneum, drawing  the  serous  membrane  carefully  behind  the  ureter,  and 
stitching  it  in  a  position  permanently  to  enclose  and  protect  the  vessel. 

'  Pnictk«  in  tuch  opcntioot  may  reidily  b«  obtained  by  opcnting  upon  the  ureters 
of  doKS. 
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Secondly,  the  ureter  may  also  be  involved  in  a  conij^letcly  detached 
fold  of  omentum,  which  is  loosely  attached  by  a  stilch  to  ihc  connec- 
tive tissue  about  the  ureter.  This  method  is  obviously  less  secure  than 
the  first,  since  the  omentum  is  deprived  of  its  blood-supply.  Tufficr 
complicates  his  technic,  which  does  not  include  my  suggestion  of  a  peri- 
toneal covering,  by  the  tempcjraiy  ligature  of  the  ureter  on  the  renal 
side  of  the  wound,  to  prevent  the  escajje  of  urine  until  the  row  of 
sutures  is  com[)lete.  Since  the  normal  urine  i.s  not  capable  of  setting 
up  peritonitis  or  of  causing  suppuration,  this  precaution  is  unneces.sary 
and  undesirable.  It  must  be  carefully  observed,  however,  in  the  rare 
abdominal  o{K*rdtions  upon  the  ureter  in  which  t]ic  urine  is  known  to 
be  septic," ' 

longitudinal  wounds  often  have  to  be  made  in  order  tu  afford  access 
for  exploration,  to  remove  stones,  and  to  correct  stenoses. 

Transverse  wounds  of  the  ureter  carry  with  them  the  possibility 
of  stricture-formation.  When  aseptic  transverse  wounds  arc  treated 
by  open  methods  they  may  require  suturing,  which,  the  writer  thinks, 
should  be  carried  out  by  a  plastic  procedure,  in  case  the  wound  in- 
volves one-third  or  more  of  the  circumference  of  the  tubes,  as  fol- 
lows: 

"  Nfake  two  longitudinal  incisions  with  small  sci.ssors  in  the  ureter, 
beginning  at  the  middle  of  the  wound  to  be  closed.  These  incisions 
should  be  equal  in  combined  length  to  twice  the  transverse  diameter 
of  the  tube.  Round  off  the  sharp  angles  of  tissue  with  the  scissors 
and  suture  longitudinally,  with  the  object  of  producing  a  very  wide 
instead  of  a  very  contraclcd  Uinun.  Scar- contract  ton  cannot  now 
reduce  the  caliber  of  the  tube  sufficiently  to  interfere  with  the  |iassage 
of  urine.  If  this  operation  has  to  be  performed  within  the  peritoneal 
cavity,  the  ureter  should  be  protected,  after  the  manner  described  for 
longitudinal  wounds,  by  drawing  about  it  a  fold  of  peritoneal  mem- 
brane." 

Complete  transverse  wounds  of  the  ureter  at  the  renal  extremity  of 
the  duct  may  be  treated  by  direct  suture  of  the  divided  slructure.i.  after 
slightly  splitting  the  ureter  tn  lengthen  the  wound  and  prevent  scar- 
contraction.  At  the  vesical  extremity  the  ureter  may  be  readily  im- 
planted into  the  bladder,  as  has  often  been  done.  For  complete  trans- 
verse division  the  writer  ha.s  devised  a  method  of  reunion  which  be 
thus  described : 

1.  Ligatc  the  lower  pordon  of  the  tube  ^  or  ^  inch  from  the  free 
end.  Silk  or  catgut  may  be  used.  Make,  with  fine,  sharp-iwintcd 
scissors,  a  longitudinal  incision  twice  as  long  as  the  tliametcr  of  the 
ureter,  in  the  wall  of  the  lower  end,  \  inch  below  the  ligature  (Fig.  J 1 3). 

2.  Make  an  incision  with  the  scissors  in  the  upper  portion  of  the 
ureter,  beginning  at  the  open  end  of  the  duct  and  carrj'ing  it  up  \ 
inch.     This  incision  insures  the  patency  of  the  tube. 

3.  Pass  two  ver>*  small  cambric  sewing-needles,  armed  with  one 
thread  of  sterilized  catgut,  through  the  wall  of  the  upper  end  of  the 
ureter,  \  inch  from  the  extremity,  from  within  outward,  the  needles 
being  from  iV  to  \  inch  ajiart,  and  equidistant  from  the  end  of  the 

'  (Quoted  from  srtkle  by  ihc  wriler.  Jtmmnl  e/(ht  AmtriiaM  MtJUat  AiSM»ti«m,  Dec. 
l6«tul  33,  1893. 
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duct.     It  wii!  be  seen  that  the  loop  of  catgut  between  the  needles 
firmly  grasps  the  upper  end  of  the  ureter. 

4.  These  needles  arc  now  carried  tiirough  the  sUt  in  the  side  of 


Fw.  3*3- — Uretero-urcicroslomy  (Van  Hook's  method).  Tbc  needles  liavc  been  intro- 
duccd  into  the  wnll  of  tbie  rcn«l  pnnion  f>i  the  ureter.  The  end  of  the  veticol  portion  of  the 
tube  has  been  lig:iiured  tind  a.  sill  made  In  its  wall. 

the  lower  end  of  the  ureter  into  arti  down  the  tube  for  J  inch,  where 
they  are  pushed  througlt  tin-  wall  of  the  duct  side  by  side  (Fig.  314), 
$.  It  will  now  be  seen  that  the  traction  upon  this  catgut  loop  pass- 


a»;-'-,%;.»a 


PKE.  314-— The  needles,  carrying  iht^  intciion-siiluTC  attached  to  ihe  rcnnl  portion  ot  the 
ureter,  liarc  L>ecn  pn»crj  into  the  sttt  in  the  wall  of  Ihc  vesicaJ  povtioa,  carried  down  >  short 
dM^nce,  and  [>uJihcd  out  through  tlie  wall. 

ing  through  the  wall  of  the  ureter  will  draw  the  upper  fragment  of  the 
duct  into  the  lower  portion.  This  being  done,  the  ends  of  the  loop 
arc  tied  together  sccurtrly,  and,  as  the  catgut  will  be  absorbed  in  a  few 
days,  calcidi  do  not  form  to  obstruct  the  passage  of  the  urine. 


Fig.  31$. — By  means  of  the  tractlon-miure  the  renal  portion  of  the  tireter  has  been  implanleil 
tnio  tb«  vesical  portion.    The  ends  of  the  iraction-suiure  have  been  tied  together. 

6.  The  ureter  is  now  enveloped  carefully  with  peritoneum,  as  already 
described  in  other  operations,  provided  an  intraperitoneal  operation  has 
been  done. 
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This  method  has  many  advantages,  some  of  which  arc  as  follows  : 

1.  The  urine  is  made  to  pass  tlirough  its  normal  channel.  2.  Heal- 
ing takes  place  at  once,  without  even  temporary  loss  of  function  or  a 
temporary  fistula.  3,  No  stenosis  occurs  even  after  a  long  interval  of 
time.  4.  The  ureter  can  always  be  united,  if  accidentally  injured  at 
any  operation,  with  materials  always  at  hand.  5.  Leakage  cannot 
occur,  because  the  upper  extremity  of  the  ureter  acts  as  an  obturator 
to  the  lower  portion  of  tlic  tube.  6.  Scar- contraction  can  never  in- 
juriously diminish  the  lumen  of  the  tube,  because  the  scar  which  encir- 
cles the  ureter  after  union  ]jy  this  methoci  is  equal  in  length  lo  twice 
the  extent  of  the  incision  in  the  side  of  the  lower  ureteral  stump. 

It  is  evident,  upon  reflection,  that  this  method  of  reuniting  the  ureter 
after  transverse  division  can  be  utilized  for  restoring  the  continuity  of 
the  duct,  rot  only  after  accidental  division,  but  also  after  division  delib- 
erately undertaken  for  tiie  purpose  of  removing  retro-ureteral  morbid 
tissue  in  abdominal  operations.  It  can  be  used  also  after  removing  a 
portion  of  the  ureter  by  resection  in  continuity  for  strictures,  and  for 
ulcerations  about  calculi  involving  annular  destruction  of  the  mucous 
membrane,  which  would  eventually  terntinate  in  stenosis  if  untreated. 

This  method  has  been  successfully  put  in  practice  in  the  human 
subject  by  \\.  A.  Kelly,  Chrobak,  and  Hachc  I'Immct.  I'aggi  proposed 
end-in-end  anastomosis,  Hochenegg  carried  out  transverse  suture ; 
oblique  cnd-lo-end  suture  is  employed  by  Bovee. 

Transverse  wounds  with  loss  of  substance  may  also  be  closed  by 
this  method,  even  when  the  amount  of  tissue  lost  is  1  inch  or  more, 
since  the  ureter  can  be  elongated  considerably  by  gentle,  steady  traction. 

When  this  cannot  be  accomplished,  the  writer  has  suggested  the 
formation  of  a  vesical  diverticulum  to  receive  the  end  of  the  ureter,  if 
the  ureter  is  injured  near  the  lower  extremity.  The  diverticulum  may 
be  made  to  reach  a  point  within  3  inches  of  the  umbilicus  without 
opening  the  peritoneum.  If  the  peritoneum  is  opened,  the  flap  of  vesi- 
cal tissue  can  be  so  freely  loo-sered  that  it  may  be  made  to  reach 
within   t  inch  of  the  level  of  the  umbilicus. 

Vagina!  plastic  operations  arc  suggested  when  the  ureter  dischai^cs 
directly  or  through  a  fistulous  tract  into  it.  The  vagina  may  be  util- 
ized to  make  a  new  channel,  or  it  may  be  closed  {kolpoklcisis)  when 
the  uterus  is  extirpated.  When  complete  transverse  injuries  of  the 
ureter  occur  in  operations  upon  the  female  pelvic  organs,  the  ureteral 
continuity  should  be  at  once  restored  if  possible;  but  if  this  cannot  be 
accomplished,  the  proximal  end  of  the  duct  should  be  brought  down 
under  the  interior  vaginal  mucous  membrane  as  far  as  possible,  to 
facilitate  subsequent  vesica!  impJantation. 

Implantation  of  the  Ureter. — When  the  ureter  is  implanted  into  the 
bladtler,  it  should  be  so  passed  through  the  bladder-wall  as  to  take  an 
oblique  course  similar  to  that  which  it  normally  lakes.  Implantation 
of  the  ureter  into  the  intestines  at  any  point  is,  in  the  writer's  judgment, 
absolutely  contra-indicated,  because  of  the  certainty  of  infection  of  the 
ureter  and  its  kidney. 

It  is  never  logical  to  plant  the  ureter  in  the  skin  or  in  the  vagina. 

Fistnlae  of  the  ureter  may  be  treated  by  methods  suggested  by 
procedures  already  discussed,  the  details  of  which  we  lack  space  to 
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consider.  It  is  most  important  to  determine  the  condition  of  the  entire 
ureter  by  careful  use  of  the  diagnostic  resources  already  described. 
Nephrectomy  is  the  operation  of  last  resort,  and  is  now  indicated  more 
and  more  rarely. 

Strictures  and  valves  are  treated  by  longitudinal  incision  and 
suturing  in  the  same  direction  (Fenger).   Valves  are  sometimes  excised. 

Dilatations  (hydro-ureter,  pyo-ureter)  are  usually  associated  with 
similar  conditions  of  the  pelvis  of  the  kidney.  Removal  of  the  obstruc- 
tion, whether  situated  within  the  ureter  or  located  in  the  bladder,  pros- 
tate, or  urethra,  is  indicated. 

Stones  in  the  ureter,  usually  due  to  the  lodgement  of  small  calculi 


Fig.  316. — Illustrating  operation  for  stricture  of  ureter.  A.  sacculated  kidney,  dilated 
pelvis,  ureter  with  stricture  at  its  upper  end:  i.  kidney;  a,  sacs  corresponding  to  dilated 
calyces;  3,  nephrotomy  ;  4,  dilated  pelvis  ;  5.  opening  in  posterior  surface  of  pelvio-pelviotomy 
wound;  6,  ureter  below  stricture;  7,  stricture  in  upper  end  of  ureter;  8.  opening  in  ureter  below 
stricture,  extending  up  through  the  stricture  into  the  pelvis;  9,  sutures  closing  the  upper  half 
of  the  wound  in  the  pelvis ;  a,  d ,  and  h.  If ,  points  of  incison  in  ureter  and  pelvis  to  be  united 
by  sutures  alter  folding  the  ureter  upon  itself  at  the  place  of  stricture. 

£,  pelvis  and  ureter  after  union  by  sutures:  i,  pelvis;  2,  ureter;  3.  fold  of  ureter  at  place 
of  stricture  ;  4,  sutures  of  wound  in  pelvis ;  5.  place  of  sutures  between  points  a,  d ,  and  b.  If  ; 
6,  6,  additional  sutures,  as  many  as  needed  to  close  borders  of  the  fold  formed  by  approxima- 
tions of  a  to  a*  and  b  to  If . 


coming  down  from  the  kidney,  are  not  recognizable  as  such,  except 
upon  direct  palpation  extra-abdominally,  by  the  vagina  or  through  the 
bladder,  or  by  catheterization  or  sounding  the  ureter  either  from  below 
or  from  above.  The  writer  once  felt  a  stone  in  the  ureter  through 
the  abdominal  wall.  Usually,  symptoms  of  cystonephrosis  or  of  vesi- 
cal disturbance  lead  to  careful  examination  of  the  ureters  and  the  dis- 
covery of  the  calculus. 

The  stones  may  be  removed  by  ureterotomy,  either  extra-  or  intra- 
peritonealiy,  through  the  vagina  or  rectum,  or  through  the  dilated 
ureteral  opening  after  incising  the  bladder. 

Inflammations  of  the  ureter  are  almost  invariably  ascending  or 
descending,  the  infection  beginning  in  the  bladder  or  kidney  rather 
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than  in  the  ureter  itself.  Gonorrheal  inflammation  but  rarely  extends 
upward  into  the  ureters,  which  are  protected  by  the  valve-action  of  the 
ureteral  ostia.  Pyogenic  infections  taking  origin  about  calculi  in  the 
kidney  or  bladder,  or  in  the  cystitis  of  prostatics  and  infections  from 
pyonephrosis,  are  usually  transmitted  to  the  ureter  by  direct  extension. 

These  inflammations  are  recognized,  as  a  rule,  by  their  connection 
with  the  original  malady.  H.  A.  Kelly  has  treated  ureteritis  and  pyelitis 
by  cathetcrizing  the  ureters  and  renal  pelvis  with  long,  slender  cathe- 
ters, and  washing  out  with  mildly  antiseptic  solutions. 

In  the  presence  of  ureteral  calculi  the  ureter  undergoes  inflamma- 
tory changes,  due  to  the  pressure  of  the  stone ;  and  if  infection  takes 
place,  ulceration  and  scar-formation  ensue.  The  consequences  for  the 
kidney  are  serious  when  infection  has  occurred. 

Tuberculosis  of  tlie  ureter  is  usually  secondary  to  either  renal  or 
vesical  tuberculosis,  and  is.  consequently,  descending  or  ascending.  In 
many  of  the  recorded  cases  the  disease  produces  nodular  hard  infiltra- 
tions, which  give  the  ureter  a  cord-like  feeling  difllicult  to  distinguish 
from  similar  infiltrations  of  other  tubes  of  the  neighborhood ;  for 
example,  the  vasa  deferentia  or  seminal  vesicles  in  the  mate. 

The  diagnosis  is  mostly  made  after  evidence  has  established  the 
existence  of  renal  or  vesical  tuberculosis.  Catheterization  of  the  ureter 
has  enabled  H.  A.  Kelly  to  determine  the  coexistence  of  tuberculous 
ureteritis  with  nephritis. 

Treatment. — In  such  cases  extraperitoneal  ureterectomy  is  to  be 
performed,  in  order  to  free  the  patient  entirely  from  the  disease. 
Leaving  the  ureter  after  removal  of  the  kidney  is  likely  to  result  in 
the  long-continued  discharge  of  tuberculous  pus  from  the  lumbar 
wound. 


CHAPTKR    XIX. 
SURGERY  OF  THE  KIDNEY. 

Anatomy. — The  kidneys  arc  situated  in  the  deepest  part  of 
abtlomitial  cavity,  behind  the  peritoneum. 

The  twelfth  rib  divides  the  kidney  into  an  upper  and  a  lower  half. 
The  inner  border  of  the  kidney  rests  on  the  outer  border  of  the  psoas 
muscle;  the  remainder  of  the  kidney  lies  on  the  lunnbar  fascia  which 
covers  the  quadratus  lumborum.    The  outer  border  of  the  kidney  lies 


FlO.  317— jl/f,  (rapciius;  .'-/;.■'.  ,i[i;Mmij»  duni ,  ^,  sicroIunjb.iliiL  (J/,  qtudralus 
lumborum;  Ot,  obliquu»  cxtctnus;  Oi.  obli(|uu&  iniemus.  TV.  transvtnali*;  /■7J,  lumbo- 
donalis  Eucia;  /(,  kulntjr;  C,  {JcKcnding  coign  (from  Esmarcb  and  Kowaltig's  Smr^ual 
TtfAnit). 

2  or  3  cm.  (f  to  I J  inches)  external  to  the  quadratus  lumborum  (Fig. 
3i7)- 

AnomaliM.  Absence  of  Kidney.— One  kidney  nuy  be  absent,  Ihc  anonialy  occur- 
ring in  ]  out  oi  4000  CJI4C4  iMorn«).  Rovsinf;  bclir^v^s  lh»  Htimat^  too  tittgc  Beiiin«r 
collated  from  ihc  litcraluri:,  Ifrlwecn  1S5  j  and  1S70,  4S  cases,  in  44i>f  wbicb  tbe  kidney  was 
entirely  BbMriH,  and  in  the  remainder  exislcd  as  a  nidimcnt  only.  A  number  of  fatal  opera- 
ifcns  due  !■•  iymiraiice  -f  iM*  <<>ndiiion  nn  on  record. 

Anomalies  in  J^tiape.—  The  union  of  the  two  kidneys,  fdnnini;  ihc  "honeidioe"- 
ihaped  kidney  or  one  of  tU  varieiiev,  io  more  Ufcily  deiecled  iteiote  or  ilurinf;  an  opention, 
as  (he  organ  u  located  in  the  median  line  on  the  anIcrioT  nuifacc  of  (be  veilebnil  culumn. 

Hi 
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Anomalies  in  Position.— A  kiducy  may  l>c  lucute^I  in  the  stnall  f>clTU,  ukI  here,  io 

caw  of  ii)iiin-[flitiisiN,  niay  br  iliOiiutl  Io  rcinoTt  or  to  opcniic  upon. 

Physiology. — The  normal  quantity  of  urine  in  adult  males  is  looo 
to  1500  c.c.  (j.i-3.2  pints);  in  adult  females.  900  to  1200  c,c.(l.^3.5 
pints).  It  lias  a  siicdfic  gnivrly  of  1.0 1  5  to  1.025  :  ^nd  30  to  40  grams 
(463-617  grains)  i»f  urea  are  excrt:t(;cl  in  the  twenty-four  hours. 

If  the  quantity  of  urea  is  decreased  to  one-third  of  tlie  normal,  the 
individual  is  near  the  danger-paint,  and  the  sligliic-st  surgical  operation 
will  cau.se  a  further  decrease,  followed  by  fatal  uremia. 

Tutfirr's  cxpcritnrnts  on  dn)^  have  dctnonsiCTVlrd  that  the  mriiimum  amount  of  healthy 
kidney'tiuuc  neceiury  far  lite  i«  \  tr*  \)^  ^tunM  {  'S-^J  grdiiix)  for  rach  kilogram  (3.2 
pOUndB)  of  body  Wright.  .An  adult  nian  &h<juld  have  joo  Riains  iq,6  ounces,  Troy)  of  kld- 
aejr-tiasue ;  If  hU  weight  i*  75  k i logninvs,  or  150  ]Mun<U,  lie  need*  only  75  to  liz  gnms 
(a.4  Io  J.6  ounces.  Troy)  of  the  300  gnninof  kidncy-tiviue  ;  ihat  \>,  he  can  spare  tmilhinls 
or  three* fouril IN  of  the  nti'niial  uimmnt  of  kitlney-liv>iie  Ixrfijrr  cmsnjiig  the  dangrr.line;  nA 
he  may  live  iu  perfect  or  icUtive  hMtllli  for  ycsrs.  during  Che  deslnictioo uf  the  kidocyt,  until 
die  InM  fourth  '\»  reached  and  *udden  uieniia  .seU  in. 

When  the  amount  of  kidncy-tissuc  approaches  the  lowest  limit,  the 
quantity  of  urea  diminishes,  although  the  amount  of  urine  may  still  be 
normal.  It  is  therefore  a  matter  of  vital  necessttj-  to  examine  the  urine 
for  urea  before  operating. 

Compeoutory  hypertrophy  or  rcjienention  of  Vidneytis&ae  of  a  healthy  kidney,  when 
its  fellow  has  been  remnvcd  or  dcstroj'cd  by  di»ca)«,  has  been  sltidied  experimentally  by 
Tuffier.  .After  extirpation  of  one  kidney,  he  nnnoved  by  successive  jMriial  o^raiioiu  por- 
tions of  the  reinainiiLK  kidney,  aggregating  in  all  the  weijfbt  uf  the  kidney  first  remuved. 
Fmm  thi-i  he  concludes  that  a«  a  ntuintiiy  of  kidney-tiuue  e^ua!  to  both  kidneys  was 
removed  without  disturbing  ihe  hcalln  of  the  animal,  at  least  the  necessary  one-fourth  uf 
the  kiilney-tissiie  mus.i  have  been  fanned  by  regeneration  or  C(im|>eniNtOTy  hyjiertniphy. 

Bxaminatioti  and  Diagnosis. — Inspection  in  the  dorsal  or 
knee-elbow  position  may  reveal  a  swelling,  which  begins  at  the  lateral 
border  of  the  extensor  dorsi  commiini.s  and  extends  from  under  tlie 
border  of  the  ribs  obliquely  downward  toward  the  .symphysis. 

Palpation. — A  normal  kidncj'  in  normal  position  cannot  be  palpated  ; 
but  if  displaced  or  enlarged,  it  can  ix"  felt  in  the  costo-iliac  space  by 
bimanual  examination  with  the  patient  in  either  the  dorsal  position,  the 
thorax  elevated  and  the  legs  llexcd,  or  in  a  half-sitting  ptisition.  or  else 
lying  on  the  side  opposite  to  the  affected  kidne)'.  Tlic  enlarged  kidney 
can  be  palpated  between  one  hand  in  the  lumbar  region  and  the  other 
hand  on  the  abdomen,  pushed  gently  up  under  the  border  of  the  ribs. 
In  this  position  the  kidney  can  usually  be  moved  between  the  hands. 
Narcosis  i.s  often  ncccssar}-  for  this  manipulation. 

The  so-called  ballottement  (Guyon)  is  as  follows:  TTw  one  hand  in 
the  lumbar  region  makes  sudden,  short,  quick  pushes  from  behind  for- 
ward, tosang  the  kidney  against  the  hand  on  the  abdomen. 

Abdominal  Percussion. — As  the  colon  usually  pas.ses  over  the 
anterior  surface  of  the  kidney,  an  area  of  t)*mpanitic  percussion,  when 
found,  is  a  proof  that  the  location  of  the  tumor  is  retroperitoneal ; 
although  in  some  cases  the  colon  may  be  pushed  aside,  and  the  tumor 
will  show  dull  percussion  over  its  entire  surface. 

Percus.«tion  of  the  lumbar  region  is  imcertain. 

Direct  palpation  of  the  kidney,  when  it  is  necessar)'  to  establish  its 
presence,  has  been  made  through  an  abdominal  incision  (Know.'ilcy 
Thornton).    This  procedure  is  attended  with  risk  of  peritonitis.     Pal- 
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pation  of  the  kidney  through  a  lumbar  (extraperitoneal)  incision  is  not 
dangerous,  and  is  a  more  satisfactory  procedure. 

Examination  of  Urine. —  ICxami nation  of  the  coUcctetl  urine  must 
be  made  without  delay,  as  the  urine  changes  rapidly  by  decomposition. 
It  should  be  noted  whether  the  reaction  is  acid,  alkaline,  or  neutral. 
Microscopical  examination,  after  sedimentation  by  means  of  the  centri- 
fuge, may  reveal  red  blood-corpuscles,  white  corpuscles,  pus-cells,  crys- 
tals, cylinders,  and  epithelial  cells  from  thf  urinar\*  tract,  or,  very  rarely, 
abnormal  cells  from  tumoj-s.  Chemical  fxaniination  sIkuiUI  be  made 
for  albumin,  blood,  and  sugar.     If  the  filtrated  purulent   urine  contains 
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FlU.  318— Rclailon  of  ih<!  Utdnpyn  as  vicwcl  throiiijh  the  lumtwr  \i-nll.  Thf  iwodark- 
shidcd  pans  indicate  tlie  Uvrr  tt>  the  right,  ih«  *plceo  on  ihc  left;  in  front  of  the  vertebral 
crtlumn  the  bla>ck  itnt  reuresents  (be  vena  cavK;  the  twelfth  nb  is  Longer  than  usual  4nfier 
Fanibeuf). 

much  albumin,  disease  of  ttie  kidney  must  be  suspected,  since  the  longer 
tlic  pus-cells  remain  in  the  urine  the  more  of  them  will  be  dissolved. 

Quantitntivf  Exitminatiott  p'r  fW,i.  —  After  the  patient  ha*  been  un  n  niirogennuit  <Iiel 
for  ictne  [(me,  a  ramplc  from  the  twenty  f*mr  h»iui*'  urine  should  be  exaiuined.  by  K«bacb'» 
method,  for  example. 

If  the  quantity  of  urea  is  below  normal,  as  in  cases  of  tumor,  stone,  and 
pyonephro.'sis.  it  may  be  concluded  that  the  other  kidney  is  not  healthy, 
and  consequently  that  o])eratiori  is  danj^crous.  As  an  aid  in  the  diflcr- 
entiation  between  disease  of  the  bladder  and  of  the  kidney,  and  in  order 
to  ascertain  from  which  kidney  the  blood  or  pus  is  excreted,  resort  is 
S7 
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made  to  cystoscopy.  Direct  cystoscopy  through  a  tulx:.  the  light  being 
thrown  into  the  bladder,  previously  distended  with  air.  from  a  head- 
mirror,  as  pnictiscd  by  Kelly,  is  useful  in  women.  Indirect  cyslosci^py 
is  made  by  means  of  Nttzc's  cystoscope,  in  which  ;in  electric  lamp  illu- 
minates the  wall  of  the  bladder  previou.sly  filled  with  water. 

To  collect  tlie  urine  .se[)arately  from  each  ureter,  we  resort  to  cathe- 
tcriz;mon  of  the  ureter  by  means  of  a  long,  fine,  flexible,  ureteral  catheter, 
inserted  by  the  vivS  of  the  cystoscope. 

Direct  examination  of  the  kidney  through  an  extraperitoneal 
(lumbar)  incision  is  the  last  step  in  a  liositJve  diagnosis.  When  the 
surface  of  the  kidney  lias  been  laid  bare,  we  may  palpate  or  aspirate, 
as  in  cystoncplirosis  and  st<Mic ;  or  excise  a  piece  of  kidncy-tissuc  for 
microscopical  examination ;  or  we  may  bisect  the  organ  longitudinally 
down  into  the  |>elvis.as  in  case  of  stones  in  the  calyces,  stenosis,  valve- 
forniiition.  or  abscess.  Division  of  the  heiilthy  kidney-tissue,  even  in 
the  median  line,  causes  considerable  hemorrhage,  which  may  be  con- 
trolled by  compression  of  the  renal  vessels  by  the  hand  of  an  assistant 
or  by  an  intestinal  compressor,  or  directly  by  packiiifj  with  gauze. 

Floating  Kidney  (AV//  Moinlts).—\<\\\:\\  ihc  fixation -apparatus 
of  the  kiilney  becomes  defective  the  organ  becomes  movable  and  sinks 
downward  and  forward  in  the  abdomen.  This  condition  was  found  in 
02  per  cent,  of  autopsies  by  Hbstein,  and  in  2.2  ]}er  cent,  of  the  patients 
by  Skorckewsky.  It  is  more  common  in  women  than  in  men :  Lance- 
rcaux  gives  the  proportion  as  55  women  to  5  men.  It  is  found  four 
times  as  often  on  the  right  side  as  on  the  left,  probably  because  the 
heavy  hvcr  pushes  the  rijjht  kidney  out  of  place.  Movable  kidney  is 
usually  found  In  patients  from  twenty  to  forty  years  of  age.  It  is  said 
to  be  cau.sed  by  atrophy  of  the  adipose  capsule,  by  repealed  pregnan- 
cies, by  enteroptosis.  when  the  displaced  intestine  makes  traction  on  the 
kidney,  and  by  pressure  on  the  waist,  due  to  the  corset  or  skirt-string. 
It  is  seldom  caused  by  traumatism.  The  downward  displacement  of 
the  kidney  may  result  in  circulatory*  disturbances,  by  reason  of  traction 
on  the  vessels,  and  in  retention  of  urine,  due  to  bending  of  the  upper 
end  of  the  ureter. 

The  symptoms  of  floating  kidney  are  a  falling  or  sinking  sensation, 
or  a  feeling  of  heaviness  in  the  side,  and  pain,  either  steady  or  paroxj's- 
mal,  from  torsion  of  the  vessels  or  ureter.  A  fact  of  great  diagnostic 
imiwrtance  is  the  disap]xmrance  of  the  pain  when  the  patient  lies  down 
and  the  kidney  returns  to  its  proper  place.  Digestive  disturbances 
consef]uent  upon  the  enteroptosis,  neurasthenia,  varices,  and  hemor- 
rhoids are  found  in  many  cases. 

The  diagnosis  ^s  made  by  bimanual  palpation,  when  a  smooth,  mov- 
able tumor,  shajxjd  like  the  kidney,  is  felt  and  can  be  easily  pushed  up 
in  place.  The  tumor  is  in  some  cases  jminless ;  in  other  cases  tender  on 
pressure.  It  is  of  the  size  of  the  kidney,  unless  bending  of  the  ureter 
has  caused  retention  and  dilatation  o^  the  pelvis  and  calyces.  The 
tumor  may  increase  to  double  the  size  of  the  kidney  during  an  attack 
of  pain ;  that  is,  retention,  or  during  menstruation. 

riie  prognosis  is  good  as  to  life,  but  spontaneous  cure  is  not  to 
be  expccte<l. 

Treatment, — An  elastic  abdominal  supporter,  with  a  pad  under  the 
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ribs,  together  with  appropriate  Internal  treatment,  should  always  ha 
tried  first,  as  many  patients  obtain  a  sufficient  degree  of  relief  therefrom. 
If  this  treatment  fails^  the  ojicration  of  ncphrorrhaphy  or  nephropexy, 
which  was  first  made  by  K.  hlahn,  in  1887,  should  be  iK:rrormcd.  The 
operation  is  as  follows:  After  lumbar  incision  and  division  of  the  cap- 
sule, the  Jddncy  is  laid  liare,  pushed  up  into  its  normal  location,  and 
tlie  5brous  capsule,  together  with  a  layer  of  the  cortical  substance, 
united  with  the  fii-scia  and  outer  [leriosteuni  i>f  tiie  twelfth  rib  by  three 
nr  more  silk  siitiitx's.  To  avoid  relapse,  however,  it  is  advisable  to 
follow  the  suggestion  of  TuRicr,  \f  ho,  in  addition  to  the  sutures,  dis- 
sects out  a  flap  of  the  fibrous  capsule  1  cm.  broad  and  of  the  length  of 
the  kidney,  and  unites  this  flap  with  tJie  borders  of  the  divided  mus- 
cles. Ncphrorrhaphy  has  a  mortality  of  about  i  per  cent,  to  1.8  per 
cent-;  about  65  per  cent,  of  jiernianent  cures;  in    10  ]x;r  cent.  ()f  the 
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cases  improvement  takes  place,  and  relapses  occur  ir.  22  per  cent  of 
the  cases. 

Tratxma  of  the  Kidney. — Contusion. — Traumatic  sulxutaiieous 
rupture  of  the  kidney  is  caused  by  direct  viohmcc,  either  from  a  Mn;Ul 
body  through  the  iliocostal  space,  as,  for  instance,  a  wayon-wheel.  the 
kick  of  a  horse,  a  fa!l  against  a  rail  or  the  ed^^e  of  a  table,  etc. ;  or  by  a 
large  body  striking  the  abdomen  with  such  force  as  to  break  the  ribs  or 
pelvic  bones  before  reaching  the  well-protected  kidney.  The  kidney  is 
thus  squeezed  between  the  object  ;md  the  twelfth  rib  or  the  transverse 
process  of  the  first  lumbar  vertebra.  The  extent  nf  (he  rupture  may 
vary  from  a  small,  subcapsular  tear  to  cnm]iletc  bursting  of  the  organ. 
The  rupture  js  ordinarily  stellate  and  tmnsvcrse.  and  extends  through 
the  capsule  into  the  pelvis.  The  rcsulLirit  hemorrhage  may  be  limited 
to  the  kidney-tissue  and  capsule,  or  the  blood  may  flow  down  the  ureter 
or  may  enter  the  abdominal  cavity  through  a  tear  in  the  |)critoncum. 
In  case  of  a  small  rupture  the  blood  is  absorbed  in  a  few  weeks,  leaving 
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a  cicatrix  which  shuts  olT  the  divided  urinary  tubules.  This  causes 
atrophy  of  the  cortical  portion  of  the  obstructed  canal :  consequently, 
the  greater  the  number  of  the  Ciinjils  divided,  the  jjreater  the  loss  of 
cMftical  substance.  A  cuniplclely  ruptured  kidney  will  shrink  until  it 
becomes  A  u.sclc-ss  lump  of  cumicctive  tis^ue. 

Symptoms. — Shock  is  common  :  hut  if  persistent,  is  probably  due  to 
intrajieritoncal  hemorrliage  or  to  injurj'  to  other  abdominal  organs.  The 
pain  in  the  kidney  extends  down  alonji  the  ureter.  Sometimes  renal 
cuhc,  due  to  coapulu  in  tlic  ureter,  and  attended  by  vomiting,  is  present. 
I  letiiaturia  is  almost  a  constant  symptom,  beiiitj  absent  in  only  iJ  jKr 
cent,  of  the  cases,  as  when  the  rupture  is  cortical  or  when  the  ureter  is 
crushed  or  obliterated.  The  iiemorrhagc  usually  ceases  in  from  two  to 
five  days ;  it  is  rarely  persistent  or  rctiuttent,  or  so  considerable  as  to 
cause  anemia.  Anuria,  which  is  a  grave  complication,  or  oliguria,  is 
common  during  the  first  forty-tight  hours,  and  is  then  followed  by 
polyuria.  The  tumor  is  small  if  the  rupture  is  intrarcnal ;  when  peri- 
renal, it  is  larger  and  more  difluse.  and  is  due  to  an  accumulation  of 
blood  and  urine  outside  of  the  kidney.  In  aseptic  cases  there  is  a  sliglil 
rise  in  temi)erature  from  lOO''  to  102'^  V .  This  gradually  decreases 
after  a  few  days.  If  infection  takes  place,  as  often  occurs  frcHT)  an 
infected  catheter,  or.  more  rarely,  from  pre-existing  cjstitis  or  microbes 
in  the  circulation,  chill  and  increasing  temperature  up  to  104°  F.,  with 
pain  and  pyuria,  may  supervene.  This  is  a  grave  complication,  and  has 
a  mortality  of  47  per  cent. 

ProgHtms. — If  the  rupture  is  liniited  to  one  kidney,  the  mortality'  ls 
22  per  cent.  (Rovsing) ;  when  complicated  with  fractures  or  injuries  of 
other  organs,  the  mortility  is  increased  to  87  per  cent.  Primarj'  hem- 
orrhage caused  death  in  6  and  secondan^  hemorrhage  in  4  of  71  cases 
(Maas).  Three-fourths  of  all  cases  Ileal  spontaneously,  without  opera- 
tion and  without  complications. 

Tri'tximcnt. — Absolute  rest  in  bed  for  three  weeks  is  es.sential  to 
avoid  the  danger  of  secondarj*  hemorrhage.  Stimulants  should  be 
given  during  the  [x-riod  nf  shock,  and  morphin  for  the  pain.  Local 
application  of  cold  (ice-ba}^)  is  often  employed  ;  and  TufTier  recommends 
compression  of  the  costo-iliac  ."^pace  by  a  pad  of  cotton  held  in  place  by 
a  flannel  bandage.  The  patient  should  be  put  on  light  liquid  diet. 
Krgot,  acetate  of  lead,  or  other  hemostatics  may  be  em])Ioyed.  It  is 
important  to  avoid  the  use  uf  the  catheter;  or  if  the  catl^cter  must  be 
u.setl,  it  is  absolutely  essential  to  secure  a.sej3sis.  Hemorrhage  or  infec- 
tion may  necessitate  operative  treatment.  Hemorrhage  from  the  larger 
vessels  may  be  stopped  bv  ligature  nr  tampon ;  but  if  the  whole  kidnej' 
is  found  to  Ije  cmshetl,  it  sljnuld  be  removed.  Infection  may  require 
evacuation  of  piisby  nephmtoniy.  followed  by  drainage;  or  nephrectomy, 
if  the  greater  part  of  the  kidney-tis.suc  is  destroyed  or  if  the  kidney  is 
the  seat  of  multiple  abscesses. 

Wounds  of  the  Kidney. — Wounds  of  the  kidney  arc  rarely  observed 
in  time  of  peace.  Punctured  wounds  by  the  stiletto  or  nipicr  are  rare, 
and  heal  rcadih*.  Incised  wnunds  by  the  saber  or  knife  are  also  rare, 
but  gimshnt  wounds  are  ninre  common.  Memorrhage  is  considerable 
only  in  incisetl  wounds  or  when  large  ves.«els  are  divided ;  in  punctured 
and  gunshot  wounds  the  hemorrhage  is  usually  slight.    An  aseptic 
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incised  wound  will  heal  in  about  seven  days.  Infection  and  extravasa- 
tion of  urine  do  not  occur  unless  the  pelvis  has  been  opened.  The 
blood-clot  wliich  fills  the  wound  is  absorbed  in  from  two  to  seven  days, 
and  is  replaced  by  granulation-tissue.  The  amount  of  kidney-tissue 
lost  by  alrnpliy  dc[icnds  u|xin  the  number  of  tubules  divided.  Tlius.  a 
longitudinal  wound  on  the  anterior  or  pi»stcrior  surface  of  the  kidney 
ciuse-s  more  atrophy  than  either  a  lonfjitudinal  wound  along  the  convex 
border,  which  is  attended  by  sli;;ht  hemorrhaf^c.  or  a  transverse  wound, 
which  is  followed  by  a  greater  hcmorrhafje.  An  incision  parallel  to  the 
course  oi  the  uriniferous  tubules  divides  the  smallest  possible  number. 
Gun^fliot  wounds  heal  re;idily,  and  an  asqjtic  bullut  may  become  encap- 
sulatecj  and  cause  no  cHstur^sancc.  Infection  leading  to  local  or  diffuse 
suppuration  ilistiirbs  the  |>rocess  of  healing,  and  the  danger  of  .sepsis 
makes  the  course  protracted  and  .serious. 

Symptoms, — Shock  is  observed,  especially  in  ^nshot  wounds.  The 
C-xtemal  wound  may  be  in  the  Innibjir  region  over  the  kidney  or  at  a 
distance  from  it.  The  hemorrhage  may  be  internal  if  large  vessels  are 
divided,  or  external  and  abundant;  but  is  usually  not  fatal  in  incised 
wounds.  Secondary  hemorrhagic  is  due  to  infection  only.  Urine  exudes 
from  the  wound  only  when  the  pelvis  lias  been  opened,  and  when  its 
passage  through  the  wound  is  more  easy  than  througli  tlie  ureter.  It 
was  seen  in  23  per  cent,  of  gunshot  wounds,  aiul  in  only  3  per  cent,  of 
incised  woucids.  Pain  may  tie  absent  from  the  outset ;  if  it  ap|x:ars  on 
the  second  or  third  day.  it  usually  signifies  |.)entonitis ;  if  on  the  eighth 
to  the  tenth  day.  it  means  infection  of  a  cavity  containing  blotjd  and 
urine.  Hematuria  is  a  pathognomonic  s>miplom,  but  is  absent  in  42 
per  cent- of  the  cases ;  it  is  common  in  gunshot  wounds  because  the 
pelvis  has  been  o])ened. 

Complication  with  itijuries  to  other  organs,  as,  for  instance,  the  lungs, 
liver.  s[ileen,  or  intestines,  must  be  carefully  coiislilered.  The  kidney 
may  be  found  prolapsed  into  or  outside  of  an  incised  wound;  if  viable, 
it  should  be  disinfected  and  replaced.  Infection  of  the  cxtravasated 
blood  and  urine  through  the  wound  or  from  catheterization  w\\\  cause 
pain,  fever,  and  increase  of  the  lumbar  swelling,  and  calls  for  prompt 
evacuation  and  drainage.  Peritonitis  is  common  in  gunshot  wounds, 
and  may  also  be  caused  by  infection. 

The  prognosis  is  doubtful.  A  mortality  of  60  per  cent,  for  all  cases 
is  reduced  to  31.5  per  cent  in  the  uncomplicated  wounds  (Kovsing). 
Gunshot  wounds  are  more  grave,  having  a  mortality  of  42  per  cent. ; 
while  incised  and  punctured  wounds  arc  attended  by  a  mortality  of  only 
26  per  cent. 

Treatment. — Gunshot  wounds  should  be  scaled  after  thoroughly 
cleansing  the  skin,  and  the  patient  should  be  kept  in  bed  for  at  least 
three  weeks.  If  a  large  swelling  and  .symptoms  of  anemia  appear,  the 
kidney  should  be  laid  bare,  and  the  hemorrhage  stopped  by  ligature  or 
tampon  ;  or  nephrectomy  should  be  made  if  the  renal  vcs-sels  are  injured. 
Incised  wounds  with  external  hemorrhage  should  be  freely  opened  and 
the  kidney  examined.  If  the  wound  is  aseptic,  the  kidney  can  be 
sutured;  if  infected,  the  hemorrhage  should  be  stopped  by  packing. 
and  the  wound  united  later  on  by  .secondary  suture.  If  urine  exudes, 
drainage  is  required.     If  infection  of  the  accumulated  blood  and  urine 
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occurs,  as  indicated  by  onset  of  fever,  pain,  and  increased  lumbar 
swelling  after  eight  or  ten  days,  free  incision  {rcphrotomy)  or,  eventu- 
ally, nephrectomy  muKt  be  made.  The  hematuria  almost  always  stops 
spontaneously;  but  if  it  persists  despite  rest  and  ergot,  and  ii  copious, 
the  patient's  life  may  be  saved  by  nephrectomy  (in  5  out  of  6  cases, 
Tiiftier).  If  the  bladder  is  filled  with  coajjula,  causing  vesical  retention, 
catheterization  is  usually  resorted  to;  but  this  is  diflicult,  as  the  cloLs 
usually  occlude  the  eye  of  the  catheter.  It  is  better,  therefore,  to  use 
Btgelow's  litholapaxy  evacuator.  If  this  procedure  is  unsuccessful, 
suprapubic  puncture  and  aspiration  of  the  urine  and  liquid  blood  may 
be  of  assistance  for  the  few  days  required  for  the  crumbling  of  the 
coagula.  If  aspiration  is  tried  in  vain,  the  bladder  must  be  o[>ened, 
cither  by   perineal    section   ur,  preferably.  [>erhaps,  by  cpicystotomy. 

Renal  Calculaa  {Nephrolithiasis'). — Stones  are  found  in  the  paren- 
chyma, the  c^nlyces,  and  the  pelvis  of  the  kidney.  The  small  concre- 
tions, sand  or  gravel,  which  easilj-pass  out  with  the  urine  belong  to  the 
field  of  internal  medicine ;  and  it  is  not  until  tlic  concretions  become  so 
large  that  they  cannot  pass  out  from  the  calyces  or  pelvis  that  the  aid 
of  surger)'  is  invoked. 

In  50  pel  cciii.  u(  chc  ai»n^  only  a  single  Klnne  is  ftiund,  nnd  in  ihc  mnftinin)*  bait 
ordinarily  2  to  lo.  and  cx!casiona]ly  many  |200l  small  Mnnes  arc  found.  The  iktt 
Tahn  ill  uric  :Ki<J  nctd  oxnlslcoflimv  »t<>tir»  from  that  of  n  hazelnut  to  that  of  a  vralnol ; 
ihc  phosphaiic  stoats  are  much  larger.  The  wwglit  ritriM  from  lo  tu  looo  gmtru.  The 
shape  oi  renal  stones  depends  as  dues  ihe  shape  ul  vcmcaI  c&kuli,  tir&I  on  ibe  fonn  of  ihc 
cnrMal.  Thus,  a  iinc  add  tttcine  is  aval,  and  an  nxalate  of  lime  sinne  spherical.  The  shipe 
dejicnd*,  in  the  »ei-"nd  place,  upcm  the  sliape  of  the  cavity  in  which  it  i»  liKaled.  Thua, 
ill  (he  ureter  we  find  cylindrical  sUoiies ;  in  the  uiciemL  p«>rcit)n  of  the  |M-tvii,  wlirrr  thr 
ureter  divides  inlo  two  (tranches,  a  V-  or  henn-thaped  Monc  :  in  a  calyx,  an  hour-|tlas»> 
Khni>ril  :«tonr,  part  uf  which  in  in  the  ciilyx  untl  |kiiI  in  the  pelvis ;  and,  finally,  wHen  a 
al'ttte  fill*  both  jiclvis  and  calyces,  it  will  he  coral-shnpcd,  hnvinj;  a  slrm  corrcs]»ondtng  to 
ihc  pelvis  and  hmiiLhes  cuTTr*)M>iidiiig  lu  ihc  calycct.  Tlie  phvMcal  chatactcnslics  of 
stones  vary  with  their  composition,  llius,  uric  acid  and  urate  stones  are  yellow  or  reddish, 
hardf  imooth.  orlinclygraiiuialcd  ;  nxalntcuf-liaie  sUmcs  arc  chocolate' col ure^l,  haid,  rough, 
and  nodular,  the  color  dependiiiK  upon  a  coverinji  of  blood -pi ^ine tit :  ilir  phosphatic  M(>n« 
ar«  gray  or  wliite,  M>ft  and  friable.  We  orten  find  a  nucleus  of  one  8ubt^tanc«  tfurrounded 
by  conccnfric  layer*  of  other  suhsianee*. 

Stotir*  in  the  kidney  are  f'^ntid  al  nit  nges  and  with  eqnal  fre()urrcy  in  both  %t%f\. 
There  is  no  dilference  a:>  lu  frequency  between  the  right  and  the  left  kidney.  Fortunatclv, 
the  disease  is  Itmiied  to  one  liidney  in  moM  cases.  Dickinmn  found  hiJotcral  lithtasis  in 
only  II  omI  iif  5g  rn^t-\. 

The  cause  nf  stonc-fi>rtnniion  \^  n<*c  well  Miider»t<HMl.  Urate  stones  seem  to  he  heredi- 
tary and  cije;ki»tcnt  with  uric  artlintii  ihriiughwut  several  ^eneratiuns.  There  are  three 
theories  as  to  their  formation  The  old  theory  is  ihni  an  anomaly  in  meiabatiMn  causes  the 
urine  to  dep(.>Mt  the  elctncnli>  "f  thi?  *.lune  ai'CHind  <tead  celtK  frtfin  a  catarrhal  inflammation 
of  the  niuco>a  (Ebstein).  (iaiippe  considers  that  they  may  be  caused  by  mi<-n>be>  in  (he 
unnc.  Slonea  may  alM>  be  formwl  an»ind  smalt  blood-clofc  or  other  fc-roien  Vxidics  a» 
nuclei.  If  lh«  urinr  i^  add,  we  liiid  uric  and  oxalate  calculi  ;  if  it  is  alkaline,  phosphate 
and  carlmnnle-fif-liiii"'  ilniirs  ori-  fiinin-*!. 

PaUioloiclcal  Anatomy  trf  the  Calculous  Kidney. — A  sionc  may  exist  in  the 
Ictdnry  for  as  many  as  thirty  ycar«  and  do  no  harm  In  ihc  -kecricting  liviue,  provided  il  does 
liul  cauw  obstrticlruii  ur  infeclion.  .'N  stone  in  Hie  (x^lri^  al  lite  ureteral  orifice  is  liable  lo 
cause  a  viiriablr  drgrre  nf  nbMnwiinn,  rrieiilinn  "f  urine,  and  ililaintinn  of  the  peKis  and 
calyces,  wilh  Kradunl  aliuptiy  of  the  kidney-iut>*Ianic  tn>ni  interstitial  neplirilis.  Infection 
may  occur  by  invasion  of  micmbcs.  eidier  fmrn  ihe  bladder  or.  more  commonly,  from  the 
circulation.  The  stone  wonridi  the  iriucosa.  nm.-r>i-(jiiyaiii''m*  fn>ni  tlic  bWid  or  kidney  nrine 
find  a  £a%x)nible  cultnte  medium,  and  an  inHnmmation of  ihepclviii — n  pyelili* — results,  whtch 
extends  lo  the  kidney.ti«sue  and  cause*  iu  de«niction.  If  retention  and  infectinn  are  com- 
bined, Ihe  kidney  is  m<»rc  rapidly  annihilated,  abscesses  form  in  its  Kubxtancc  and  exteiMl  to 
the  perireiul  lisaHe.  resullinfc  in  per'nephriiic  abwess.  A  dilated  pelvic  may  contain  a  fau|^ 
atone,  with  smaller  stones  in  the  dilated  calyces ;  these  form  thin-walled  {[lobular  promi- 
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aenccs  on  the  surfacr  of  thr  ktilrwry,  w>iirh  ii  usuAlly  «nlar{;cd,  and  is  tfaus  taaatfomaed  intu 
a  multilociitar  tac  fillet!  wtlh  punilent  urine  nmund  ihf  niftn^n — ihe  condiriofi  called  by 
KflMcr  lactuiatfti  tiJiuy  (Fig.  321), 

Symptoms. — The  main  symptoms  of  ntphroHthiasis  arc  pain, 
attacks  of  renal  colic,  and  hematuria.  It  is  remarkable  that  even  large 
or  multiple  stones  may  give  rise  to  no  symptoms  at  all.  In  autopsies 
in  St.  Uartliolonicw'^i  Hospital,  Bruce  Clark  found  24  cases  of  ncpliro- 
lithiaiiis,  in  all  of  which  no  symptoms  had  existed.  In  other  cases 
there  may  be  only  slif^ht  lumbar  pain  or  occasional  attack.s  of  renal 


—  c7  ■*». 
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Fm.  331. — Mul!ipl«  calculi  In  n  incciilated  kidney  (Rovning).  'Very  large  itonc  in  pelvis; 
ths  whole  kidney  Iriinsf'^rnic-il  inio  a  number  of  cystic  cavities  filled  with  |>ii»;  each  of  Ibc 
dilated  calyces  containa  a  Inf^  Mone;  ftbraui  degeneration  of  kidney-tiuue  (|  aatunl  sim) 
nephrcclomy  ;  recovery, 

colic  during  the  patient'.s  life.  In  a  few  cases  sudden  calculous  anuria 
is  the  first  manifestation.  In  the  majority  of  non-infected  cases,  how- 
ever, tlie  following  symptoms  are  marked  : 

1.  Pain  in  the  Region  of  the  Kidney. — The  |)ain  may  vary  from  a 
sample  soreness  to  a  tearing,  biting  i>ain.  It  i.f  seldcjm  continuous  ;  often 
remittent.  The  attacks  are  brought  mi  by  cxerci.se.  or  sometimes  by 
palpation.  It  may  cause  lateral  lumbar  scolio.sis,  from  habitual  bending 
of  the  Ixick.  It  may  radiate  down  into  the  inguinal  region,  or  toward 
the  abdomen,  and  by  reflex  action  cause  respectively  vomiting  and  fre- 
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quent  painful  micturition  ;  or  it  may  extend  down  the  anterior  side  of 
the  thigh  and  stmuhitc  crural  neuralgia.  The  pain  usually  disappears 
at  night  or  whtn  tlic  patient  Ul-s  down, 

2.  Hematurui  is  almost  constantly  found,  but  the  amount  of  blood 
is  usually  so  slight  as  to  be  detected  only  by  microscopical  examination 
of  the  sediment  after  the  urine  has  been  centrifuged.  It  is  increased  by 
exercise  and  pressure. 

3.  Physical  Syt'tptoms. — The  kidney  cannot  be  made  out  by  palpa- 
tion unless  it  is  dilated  or  displaced,  in  which  case  grating  from  multiple 
stones  may  in  rare  instances  be  tibservcd. 

4.  Ritiaf  Colic. — The  attacks  of  [Xiin  extending  from  the  kidney 
down  along  the  ureter  are  probably  always  due  to  painful  contractions 
of  the  ureter,  and  would  better  be  termed  ureteral  colic  (Rovsing). 
This  is  caused  in  most  instances  by  passage  of  a  stone ;  rarely,  of 
coagiila  or  ecliinococcus-cysts  down  the  ureter. 

The  acute  onset,  the  violence  of  tlic  pain,  tympanites,  constipation, 
frequent  niicturition,  perspiration,  and  relief  upon  pressure  on  the  abdo- 
men or  flexion  of  the  thighs,  characterize  the  attack,  which  may  last 
from  four  to  six  hours  to  as  many  days,  and  ceases  suddenly  when  the 
stone  enters  the  bladder,  or  diminishes  gradually,  leaving  a  tender  spot 
in  the  course  of  the  ureter,  if  the  stone  is  here  arrested. 

Diagnosis. — In  tumors  the  hematuria  is  more  abundant.  In  tuber- 
culosis we  must  inoculate  a  guinca-j3ig  if  the  bacillus  cannot  be  found. 
It  may  be  impossible  to  distinguish  between  stone  and  nephralgia  or  to 
determine  whether  or  not  an  infected  cystonephrosis  contains  stone.  In 
the  latter  ca.sc  an  exploratory  lumbar  incision  is  indicated,  as  it  is  not 
dangerous  and  is  ordinarily  the  first  step  in  a  curative  operation. 

Complications. — Infection  causing  pyelonephritis  is  especially  com- 
mon, ;iikI  is  the  bcgiiming  of  loss  of  health  and  strength.  The  microbes 
most  Commonly  enter  through  the  circulation,  where  the  col  on -bacillus 
frequently  exi.sts ;  or  more  rarely  we  may  have  an  ascending  infection 
from  below,  due  to  the  use  of  an  unclean  catheter.  The  colon-badllus 
is  often  tolerated  for  years  without  marked  discomfort ;  while  the  pyog- 
enous  staphylococd  and  strei)t()cocci  cause  serious  illness,  with  acute 
fever,  rigors,  pain,  and  all  the  tlangcrs  incident  to  sepsis. 

Calculous  Anuria. — Suppression  of  urine  occurs  when  a  stone 
suddenly  obstructs  the  pas.sage  of  urine  from  the  only  kidney  in  func- 
tion. It  occurs  In  bilateral  h'thiasis,  in  advanced  disease,  or.  more  rarely, 
when  the  other  kidney  is  absent.  The  onset  is  sudden,  occurring  with- 
out symptoms  or  during  an  attack  of  renal  colic.  TufTier  gives  the 
course  as  follows  ;  In  cases  of  complete  anuria  there  is  a  period  of  tol- 
erance, when  the  ])aticnt  feels  tjuite  well  for  five  to  eight  days;  this 
period  is  much  longer  if  .sonic  urine  is  [ja.sse<l.  This  is  followed  by  a 
period  of  intoxication,  during  which  the  patient  becomes  weak,  has  a 
dry  tongue,  hiccough,  tympanites,  subnormal  temperature,  contracted 
pupils,  and  edema  around  the  malleoli.  In  71  per  cent,  of  the  cases 
death  occurs  during  the  first  three  weeks;  and  in  ^8  jkt  cent,  spon- 
taneous recovery  tiikes  place  by  re-establishment  of  the  jjas.sage  of  urine. 
Many  lives  have  Ixren  saved  by  timely  nqihrotomy. 

Prognosis.— The  progno.sis  is  tlesjxrrate  only  in  calculous  anuria. 
It  is  serious  in  the  septic  cases,  although  the  patient  may  live  for  years ; 
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and  good  in  the  non-infected  cases,  especially  in  those  without  dila- 
tation. 

Medical  Treatment. — Medical  treatment  should  always  be  resorted 
to  after  operation  for  removal  of  stone,  and  in  some  cases  in  which  opera- 
tion is  deemed  unnecessary  or  dangerous.  In  acid  lithiasis  with  urate 
or  oxalate  stones,  lithia-water,  from  a  pint  to  a  quart  a  day,  and  half  a 
tcaspoonful  of  sodium  bicarbonate  with  the  meals,  should  be  given  for  six 
weeks,  to  be  repeated  three  or  four  times  a  year.  The  alkaline  mineral 
waters,  open-air  exercise,  regulated  diet,  and  sparing  use  of  alcoholics 
will  serve  as  an  outline  of  the  treatment.  In  alkaline  or  phosphatic 
lithiasis  the  urine  should  be  made  acid  by  the  use  of  boric  acid  in  doses 
of  50  cgm.  \T.y  grains)  or  satol  in  ^-gram  {5.1  grains)  doses  three  or 
four  times  a  day.  Three  or  four  pints  of  cold  boiled  water  should  be 
taken  daily  by  all  patients. 

5urgical  Treatment. — The  operations  for  nephrolithiasis  arc  neph- 
rolithotomy, pyelolithotomy,  nephrotomy,  and  nephrectomy. 

Nephroiilhotomv. — Through  an  oblique  lumbar  incision  the  kidney 
is  isolated,  brought  out  Into  the  uound,  and  palpated  in  order  to  feel 
stones  in  the  (wlvis.  The  stones  in  the  calyces  are  sought  for  by 
puncture  with  an  aspirator-needle,  and  if  found  arc  removed  by  an 
incision  made  with  the  needle  as  a  guide.  If  retention  exists  the 
pelvis  is  found  by  aspiration,  and  the  kidney  opened  on  its  convex  sur- 
face on  the  needle  as  a  guide.  When  the  pelvis  is  opened,  exploration 
is  made  with  the  finger  or  metal  sound.  The  stones  are  extracted 
after  division  if  they  are  very  large,  but  always  with  as  little  manipula- 
tion as  (wssible.  The  hemorrhage  from  healthy  kidney-tissue  is  con- 
siderable, and  must  be  controlled  by  compression  of  the  vessels  in  the 
hilus  or  by  local  pressure  with  gauze  sponges.  The  thermocautery 
may  also  be  of  use  a.s  a  hemostatic. 

The  ureter  is  then  examined  with  a  metal  probe  to  determine  its 
permeability  and  to  detect  stone.  The  stones  extracted  should  be 
carefully  examined  to  determine  whether  pieces  have  been  broken  oflT 
and  left  in  the  kidney.  If  a.scpsi.<i  is  certain,  the  wound  in  the  kidney 
should  be  united  by  catgut  sutures,  by  which  hemostasis  is  assured. 
Primary  union  may  take  place. 

Pychlithotomy. — If  the  stone  is  located  in  the  pelvis  near  the  ureter, 
it  may  be  removed  through  an  incision  in  the  i>ostcrior  pelvic  wall. 
This  operation  pos.'Scsscs  the  advantage  that  no  hemorrhage  is  pro- 
duced ;  but  it  has  the  di.sadvantage  that  .stones  are  more  easily  over- 
looked ;  and  the  operation  is  said  to  be  more  frequently  followed  by 
fistula  (Rovsing). 

Nephrotomy  is  the  operation  of  opening  into  a  suppurating  kidney 
to  evacuate  pus  and  remove  stones,  if  present.  The  kidney  is  opened 
at  its  most  prominent  point  over  one  of  the  thin-walled  sacs.  Explo- 
ration is  then  made  with  the  fmger  and  .steel  .sound  for  stone.  This 
must  be  done  carefully,  as  stones  are  either  not  found  or  all  the 
stones  may  not  be  removed,  as  was  the  case  in  16  per  cent,  of  114 
cases  reported  by  Tufticr.  The  thin,  atrophic  kidney-wall  does  not 
bleed.  The  wound  in  the  kidney  is  united  to  the  skin  and  the  cavity 
packed  and  drained,  in  order  to  overcome  the  pyelitis  by  local  treat- 
ment 
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Nephrectomy,  whicli  was  formerly  much  in  vwgne.  has  been  almost 
entirely  abaiulonetl  It  posstisses  tliL-  advantaj^c  that  if  the  patient  sur- 
vives he  is  cured  by  a  single  operation  ;  bvit  the  mortality  is  38  jicr  cent., 
as  against  33  per  cent,  mortality  for  nephrotomy.  For  this  reason  many 
operators  follow  the  advice  of  (luyon.  first  to  make  nephrotomy,  and 
later  on,  nephrectomy,  if  demanded.  This  secondar)-  nephrectomy,  after 
the  lapse  of  month.s  or  years,  is  a  relatively  safe  oiK;nilion. 

Tifatmtnt  of  CaicuUms  Aftuna. — Wlien  the  only  useful  kidney  is 
closetl  by  stone,  nephrutotny,  as  suggested  by  Thelen  in  r882,  slinuld 
be  done  during  the  period  of  tolerance.  Hoi  baths,  careful  massage  of 
the  ureter,  electricity,  and  chloroform -narcosis  may  be  tried  for  a  thy  or 
two.  If  the  patient  is  not  operated  upon,  TufHier  and  I.egucu's  statistics 
show  ili;it  28  ]K'r  cent,  recover  by  spoiitant-'ous  expulsion,  and  that  72 
per  « i-iil.  die: ;  while  i)p*:rnliiin  has  sa\  cd  60  per  cent. 

Technic  of  Operations  (or  Stone  in  the  Kidney  or  Pelvis. — The 
patient  is  anesthetized  with  ether  and  placed  on  the  well  side,  with  a 
pillow  nndcr  the  costo-iliac  space.  An  oblique  incision  is  made,  parallel 
to  the  twelfth  rib,  from  the  erector  spina.-  forward  and  downward  through 
the  skin,  latissinius  dorsi.  the  three  flat  abdominul  muscles,  the  transver- 
salis  fasiria,  an;l  the  lateral  ])<)rti[)n  of  the  quailratiis  liimborum  mu.scle.' 
The  adipo.se  capsule  can  iheti  be  seen  l<i  move  with  the  respiration,  and 
is  divided.  The  surface  of  the  kidney  is  ilenutled  and  the  organ  isolated 
by  blunt  dissection,  first  on  the  posterior  and  then  on  the  anterior  sur- 
face, until  the  vessels  and  pelvis  are  reached.  The  kidney  and  pelvis  are 
now  palpated  to  detect  the  presence  of  dilated  calyces.  absces.ses.  or 
stone,  if  a  stone  is  fell  in  the  pelvis  and  grating  noticed  when  an  aspi- 
ralor-nccdle  is  insurted,  the  stone  may  l>e  removed. 

Peh'iotomy. — Tliis  consi.sts  in  a  longitudinal  incision  on  the  jKisterior 
surface  of  the  pelvis.  No  hemnrrhage  follows  this  incision;  while  divis- 
ion of  healthy  kJdncy-tissuc  is  attended  by  a  considerable  loss  of  blood. 
When  the  stone  is  removed,  exploration  with  the  finger  or  stcci  urethral 
sound  should  be  made  to  detect  the  presence  of  stones  in  the  calyces. 
A  flexible  somid  is  inserted  rn  tlie  ureter  to  dirtennine  its-  (xitency.  If 
there  is  no  infection,  the  w<iund  in  the  jielvis  can  be  united,  and  the 
external  wound  closed  around  a  gauze  drain.  If  no  stone  is  felt  in  the 
[X"lvis.  we  next  resort  to 

Nt'phroluhotinny. — Thorough  exploration  should  be  made  with  a  ihin 
as  pi  rat  or- needle  inserted  in  different  parts  of  the  middle  longitudinal  line 
of  the  kidney.  If  a  stone  is  felt.  t!ie  needle  should  be  left  in  place  and 
the  stone  cut  down  upon,  Ihe  needle  Iw-ing  used  as  a  guide.  If  nti  stone 
is  detected,  the  ixrU'is  sliould  l»e  opened  from  the  convex  surface  of 
the  kidney.  It  is  difficult  to  find  the  pelvis  in  a  normal  kidney ;  but  if 
there  is  a  little  ililatation.  the  pelvis  may  be  made  out  by  asfnration  of 
urine  or  pus,  the  needle  being  left  in  as  a  guide  for  the  knife.  After  the 
pelvis  has  been  opened,  the  stones  arc  sought  for  by  the  finger  or  steel 
sound,  the  narrow  entrances  to  the  dilated  calyces  enlarged,  and  all  con- 
cretions removed.  In  aseptic  cases  many  o]X:nitors  close  the  incision  in 
the  kidney  with  sutures;  this  method  po.ssesses  the  ailvantage  of  stop- 
ping the  hemorrhage.  If  infection  exists,  the  kidney  must  be  drairt^, 
and  hemorrhage  stopped  by  packing.  Some  authors  (Morris  and  Tuf- 
ficr)  make  a  distinction  bct^vecn  nephrolithotomy  as  an  operation  for  the 
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removal  of  stone  from  a  healthy  asqstic  kidney,  and  nephrotomy  for  the 
operation  for  the  removal  of  stone  from  a  suppurating  kiclne>'. 

iV<'/»/trtf/owj',  or  incision  into  a  suppurating  calculous  kidney  (Sach- 
niere),  is  an  easier  operation,  as  the  atrophic  kidney-tissue  elites  not 
bleed  and  as  the  pelvis  can  easily  be  found,  k  is  well  l»  unite  the 
wound  in  the  kidney  to  the  skin,  in  order  to  avoid  perirenal  infection. 
The  kidney  should  then  be  packed  and  drained. 

Nt'phrfctomy  is  done  in  rare  cases  of  acute  or  chronic  infection  cither 
because  the  kidney  is  valueless  or  is  a  dangerous  source  of  infection  by 
reason  of  multiple  abscesses  in  the  kidney -substance.  Only  tlie  second 
of  these  indications  is  vital  in  order  to  save  the  patient  chiring  acute 
sepsis,  which  is  a  very  rare  contingency.  Many  authors  Htlvocate 
nephrotomy  as  the  normal  procedure,  because  it  is  impossible  to  know 
the  exact  secretory  value  of  the  organ  or  whether  the  patient  can  sur- 
vive its  loss.  It  is  better  to  leave  the  kidney,  and  if,  later  on,  it  is  found 
to  be  valueless,  to  resort  to  secondary  nephrectomy. 

Suppurative  Infective  Itiflammatioti  of  Kidney  and  Pelvis 

^^Pyniuphri'sii  and  Pyi-Umephritis\ — Infectinri  of  the  ujijicr  urinary  tract 
centers  in  the  pelvis  (pyelitis),  but  almost  always  extends  above  to  the 
kidney  (nephritis)  and  below  to  the  ureter  (ureteritis).  The  microbes 
which  cause  the  infection  require  certain  favorable  conditions  for  thdr 
localization.  Chief  among  these  are  decreased  resistance  of  tissue-ele- 
ments and  impeded  evacuation  of  the  urine,  in  which  the  Tnicrol>es  fmd 
a  culture-meiliiini,  or  a  combination  of  both  these  conditions.  The 
micrulies  e])ter  either  through  the  circulation  or  by  ascent  of  the  urinary 
passages  from  without. 

Etiology. — Impediment  to  evacuation  of  the  urine  may  be  caused  by 
any  obstruction  from  the  external  orifice  of  the  urethra  to  the  calyces, 
such  as  stricture  of  the  urethra,  hypertrophy  of  tlie  prostate,  disease  of 
the  ureter  causing  stenosis,  stone.  <>r  stricture,  pressure  from  the  gravid 
uterus  <jr  tumors,  obstructions  in  the  renal  pelvis  from  stone  or  valve- 
formation,  and  obstruction  in  the  calyces.  Decrease*!  power  of  resistance 
of  tissuc-clcmcnts  may  be  due  to  arterial  sclerosis  or  to  paralysis  con- 
sequent upon  fracture  of  the  spine.  A  combination  of  the  factors  named 
above  is  well  illustrated  by  the  pyelonephritis  so  commonly  obsen'ed 
in  conriection  with  hypertrophy  of  the  prostate. 

Thr  mitrof^t  rntrr  /ram  ikf  urculalhn.  IVemiii  iiwr  irau«c  a  mrlaMatic  ab»cc«ji  in  the 
Vidncy-li&suc,  as  in  ci§(comydiliK ;  but  more  commonly  a  traumnlism  to  llic  oq^nn,  as  caused 
by  niptUTc  i>r  stonf,  kivcka  favorable  «oil  for  ihc  localiifttion  \A  micn>bc<icircu1&ling  in  the 
blood.      '['hi«  staltmcnt  hns  been  corrobn railed  by  the  expfriinenCs  of  Albamn. 

"JTtt  miiri'f'ft  invalid  from  fif/itf.  An  unclran  rathrtrr  mnv  infect  iJie  bliulil^r  and  c»iu< 
CMlittfl.  Tbis  tsoEiPn  unAvoidAbIc  in  hypcfirophy  of  ilic  prusiaie.  The  microbes  a&ccnd 
lnfou;*h  the  meter,  rither  in  llie  tirine  <vr  in  the  mum**,  flontvrrlirn  mrcly  crtifiefc  fiyelitis 
(in  ».\nixil  J  per  cent,  of  ihe  ca^c-i  only),  and  Ibcn  it  is  pmb^ibl)'  due  uol  lo  the  ijonocvcciu 
mione.  bnl  \o  miveil  Infection  wiili  |Hi«-niirmbea. 

Clicmical  subsliince*.  such  as  lurpentLn«,  caotharides,  dc,  wJU  oiiiM  an  ueplic  atvd, 
consequently,  Irantilory  inflAnimatinn. 

The  microbe*  mo*l  commrtnly  found  are  the  Staph ylocoecua  aareuf,  Ihe  colon-bocillu*. 
ftml  Ihe  Streptocot.-cus  pyoffencf  ;  occasiunally  the  pncumiKoccttt  and  typhoid  bai:illu»  have 
been  obNervcl. 

PalholOCical  AttAtomy  iPytlitis,  AV*"'")-— The  kidney  and  its  pelvis  are  nar- 
rrtun>h-<l  by  a  <len*e  m»*i.  of  fibmu*  and  adi|>n«e  littue,  t»rcau»e  ihe  microt-ei  or  llieir  pto- 
mains  invade  the  adipose  capsule  and  cause  a  chruniL'  iDRammatiun  revullinf;  in  adheuuns  to 
*ll  Che  inrraimdini;  oreani— faadx,  muw1e-s,  vena  cava,  and  eolnn— maltinj;  ordinary  nephrec- 
loiDy  dillicult.     In  auch  cams  subcapsular  nephrectomy  (Ullier),  tKellinguui  the  kidney  and 


FiC.  3aa. — Double  ure(eropyelone[>hf  ius,  wiih  ttriciurc  »nd  dilaiatton  of  the  urrter  (Mu«^ 
GuyoHi  »peciniei>»  No*.  15B  :inil  159).  /,  Part  of  (be  opened  hUdri^T:  1,  hypertrophic  TMkal 
WJlII:  2.  ve-iical  oprniiifi  of  Irft  ihlated  iirrlrr  ;  3,  vesjcat  opening  o(  rtghl  uri-lcr.  //  L*ft 
ureter  opened  nnd  unfciMrd  in  i.t»  upper  purtion  ;  iplit  in  ils  liiwer  portinn  I,  tli>nr  nrreiled  in 
lower  thud  of  c«iiii1 ;  a.  lumen  of  diUtrit  urclef  con»trirl«id  hy  two  vftlvuUr  folds.  3,  3.  ///. 
Lcfl  kidney  opened  on  il»  conves  lioider:  1.  cavity  of  diluted  pelvis;  a,  opening*  10  dilated 
calytea;  3.  renal  ibsiae  ,  4.  librolipoinsiious  (IcposilV.  /!'.  Right  ureter  opened  in  it«  lower 
half;  I,  cavity  of  the  mn^l ;  a.  imbricalcd  valvuUr  fold*;  3.  narrowtd  «pj>cr  fKtition.  y. 
Kighl  kidney  opened  on  iia  coo«ex  border :  i,  cavity  of  polvi* ,  a,  calyces :  3,  fibrolipomalout 
septa. 


Tltp  Ictdney-tiMue  i*  sclemik  fmm  inlrrrititial  ocphritis.  It  may  contain  miliary  abecrssn, 
appearing  at  whitifih  poinl«  or  (tripex  ;  or,  no  i*  ttcn  in  many  macs  of  hypotrophy  of  the 
pniMale,  the  lar);e  hyperrmic  kidney  may  ap]>car  nocmal,  but  mkroscopkal  eumuDatioa 
reveals  a  diffused  mtcrobic  inlfrKlitinl   nrphriliv 
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Symptoms. — General  Symptoms. — Acute  cases  are  marked  by  rigor, 
fever  (102''  to  t05.5^  F.),  vomiting,  delirium,  cuma,  and  death  ;  or  by 
continued  fever  and  emaciation  if  life  lasts  for  many  weeks.  In  chronic 
cases  there  is  cither  Jio  fever  or  the  fever  is  slight  ( roo^  F.") ;  hut  there 
are  dyspepsia,  loss  of  appetite,  the  tongue  is  coated  or  clean,  aphlhs 
in  the  phar>''nx,  flatulence,  tymp:initcs,  diarrhea,  mental  depression  and 
weakness,  pulse  soft  and  irregular,  and  finally  subdelirium  and  death 
ensue.  Tins  condition  may  last  in  liglit  cases  for  months  or  years,  and 
constitutes  the  so-called  urinary  tnchexia. 

Loco/  Symptoms. — If  the  kidney  is  not  distended,  no  tumor  can  Ijc 
felt.  In  cases  of  old  men  with  chronic  cystitis,  polyuria  is  observed 
early.  The  patient  passes  from  2  to  4  quarts  daily,  containing  a  little 
albumin  and  a  few  cylinders  besides  the  pus-corpuscles.  The  acid  or 
neutral  urine  becomes  alkaline.  If  the  quantity  of  urine  decreases  to 
500  nr  600  c.c.  (16  to  20  ounces)  there  is  danger  of  uremia.  The 
hematuria  is  ordinarily  slight,  but  is  sometimes  abundant.  The  kidney 
may  be  tender  on  deep  pressure,  but  spontaneous  pain  is  uncommon. 
I'Vequent  micturition  indicates  cystitis.  If  retention  is  present,  the  dis- 
tended kidney  may  be  felt  as  a  round,  firm  tumor,  which  may  evacuate 
it.s  purulent  contents  into  the  bladder  from  time  to  time,  the  evacuation 
being  followed  by  temporary  relief  of  the  paiti  and  fever.  The  urine, 
which  was  clear  during  the  attack,  xvill  then  lie  found  purulent. 

The  prognosis  is  always  serious,  the  more  so  if  retention  and  infec- 
tion are  combined,  or  the  disease  is  bilateral.  If  only  one  kidney  is 
affected,  spontaneous  cure  or  cure  by  operation  makes  the  prognosis 
more  favorable. 

Dlagnosis.^Thc  differential  diagno-sis  from  cystitis,  tuberculosis, 
and  tumors  must  be  made.  Further,  whether  one  or  both  kidneys  arc 
disea-sed;  if  only  one,  it  must  be  determined  which  is  the  affected  kid- 
ney. In  61  deaths  following  operation  for  pyelitis  the  opposite  kidney 
was  found  to  be  diseased  in  56  per  cent.  (^TufRer).  Cystoscopy  and 
collection  of  the  urine  separately  from  each  ureter,  either  by  Ilarris's 
instrument  or  the  ureteral  catheter,  may  be  required. 

Treatment. — We  must  treat  or  cure  the  cystitis  and  overcome  the 
causes  of  retention  (stricture,  enlarged  prostate,  abdominal  tumors,  etc.). 

Primary  pyelonephritis  in  a  patient  who  has  free  passage  of  urine  is 
amenable  to  internal  treatment.  The  lines  upon  which  the  treatment 
is  based  are  rest  in  bed,  increased  diuresis  by  drinking  large  quantities  of 
water  or  milk,  and  sodium  biborate  up  to  30  grams  (7  or  8  drams)  a  day 
(Terrier).  Salol,  in  doses  as  large  as  3  grams  (46  grains),  three  times  a 
day,  has  been  recommended,  but  is  apt  to  cause  poisoning  (hemo- 
globinuria). Boric  add  and  the  alkaline  waters  are  safe  agents  to 
employ. 

When  the  disea.se  is  unilateral  or  the  sepsis  acute,  operative  treat- 
ment is  indicated.  Nephrotomy  is  the  operation  of  choice.  The  steps 
of  the  operation  are  lumbar  incision,  evacuation  of  the  pcrinephritic 
abscess,  incision  of  the  kidney,  evacuation  of  pus  and  .stones,  division 
of  partition-walls  in  muUilocular  cavit\-.  irrigation,  packing  with  sterile 
gauze,  and  drainage  after  suturing  the  kidney  wound  to  the  skin. 

If  the  suppuration  |>ersists.secondary  nephrectomy  may  be  required. 
If  a  fistula  remains  and  the  kidney  is  worth  saving,  a  secondary  opera- 


SgO  INTERNATIONAL    TEXTBOOK  OF  SURGERY. 

tion  to  re-establish  the  passage  through  tht:  ureter  is  required.  Primary 
nephrectomy  should  be  made  only  when  the  kichiey-tissue  is  filled  with 
multiple  abscesses,  and  the  organ  must  be  removed  to  save  a  life  imjjer- 
illed  by  acute  sepsis.  Nephrectomy  should  also  be  made  in  all  cases 
where  no  active  kidney-tissue  remains,  it  is,  however,  usually  impos- 
sible during  an  operation  to  determine  the  secretory  vaJue  of  a  kidney ; 
nephrotomy  should,  therefore,  always  be  first  attempted. 

In  operations  for  nephritis,  as  in  all  operations  on  the  kidney,  il  is 
not  permissible  to  employ  poisonous  antiseptics.  Sterile  water  should 
be  used  and  sterile  gauze — not  iodoform  gauze,  as  lias  been  so  often 
recommended. 

Tuberculosis  of  the  Kidney. — Etiology. — Renal  tuberculosis 
is  rare,  being  found  in  only  2  per  cent,  of  tuberculous  patients  (Heiberg, 
Morris).  Tlie  tuljercle-bacillus  ordinarily  reaches  the  kidney  through 
the  circulation;  but  it  may  ascend  through  tlie  ureter  from  below, from 
the  seminal  vesicles,  pmstate.  or  bladder.  The  bacillus  may  have  dis- 
appeared from  the  original  place  of  invasion,  or  a  primarj-  focus  (hilus 
gland  of  lung)  may  be  at  rest.  The  kidney  is  then  relatively  the  only 
tuberculous  organ  of  tlic  body  (primary  renal  tuberculosis).  If  in 
tuberculosis  of  tlie  urinary  organs  the  kidney  is  first  attacked,  wc  speak 
of  this  condition,  wliich  is  found  in  the  majority  of  cases  (Heiberg).  as 
primary  renal  luljerculo.sis.  The  tlisease  is  usually  unilateral — in  2 16 
out  of  350  cases  (Rovsing).  This  fact  is  important,  as  il  makes  sur- 
gical aid  possible  early  in  the  disease.  It  is  more  common  in  the  right 
than  in  the  left  kidney.  In  the  course  of  time  the  other  kidney  may 
be  attacked.  This  ordinarily  occurs  through  the  circulation,  seldom 
by  continuous  extension  from  the  blatlder.  The  disea-se  is  met  with 
twice  as  often  in  men  as  in  wometi,  beciiuse  the  genital  tuberculosis  so 
common  in  man,  ilue  to  disease  of  the  testis,  prostate,  etc.,  has  a  jk'cu- 
liar  tendency  to  reach  the  kidney  through  the  circulation.  More 
women  (70  per  cent..  Facklam)  arc  operated  upon,  however,  because 
advanced  genital  tuberculosis  in  man  prevents  operation  on  the  kidney 
in  many  cases. 


Pathological  Anatomy. — nilTuse  mllUty  lubcrrulodi  nf  both  Virfneym,  like  tht 
condition  in  alhrr  or^iix  of  ilir  bcidy,  (toes  not  belan};  to  siirEery.  The  localized  (henial(«> 
enous)  tuberfulosr*  betiins  in  the  cortical  «ihjt»nre  of  in  *.  ciilyx  or  [Mpiilln  (Heiberg). 
Tht  tulwrculoiis  nodule  K"'^'S  liquelles  Jii  the  center,  nod  liiinlly  opens  into  Ihe  pe)n». 
which  event  is  indicated  hy  ihe  presence  nf  [lut  nnd  blood  in  Ihe  urine ;  or  il  nuiy  opea 
thinu);h  Ihc  capsule,  in  whkli  cnxe  il  (unnt  a  tuberculous  perinephnlic  abscess  in  the  libro- 
lipomatoiis  pararenal  tissue- 
In  (he  pelvis  the  lube  ecu  1o!>i<t  exteiidi>  by  conli(^ity.  tTansromiinf;  the  mucosa,  papiltuc. 
and  ityraratds  into  b  thick,  gniyish  white  ma.ssof  cnaKulalion  necmuK  liwiir  summnded  by 
a  brim  of  living  gnyikh  tubcnrutouf  granulation -liMuc,  nnd  rovercd  with  tuberculous  piu 
and  urine.  The  wall  of  the  pelvis  thus  becomes  riKid  and  thickened,  and  the  same  coMt- 
t)on  or  process  extends  down  inm  the  ureter.  If  the  latter  t>ecome«  occluded  by  d^bril^  oe 
Ucnuiietl  fmni  swelling;  uf  its  wall,  rt-ienlion  of  urine  and  dilaiauon  of  the  pelvis  and  calyces 
eniuc,  caunng  enlargenirnl,  vt  tbot  ii  lumnr  maybe  divnvrred  by  palpation  (tuKercuIoof 
cystonepbrosis).     Cliiviiic  renal  tuberculosis  is  must  frequently  encountered  in  middle  a|{e. 

Symptoms. — The  pain  is  dull,  continuous  in  the  region  of  the  kid- 
ney, but  intermittent  if  there  is  temporary  retention.  Frequent  mictu- 
rition is  commonly  observed,  but  is  probably  due  to  vesica!  tuberculo- 
sis. There  is  slight  albuminuria,  even  if  the  urine  is  clear,  as  is  shown 
by  the  presence  of  a  thin,  opalescent  zone  with  the  cold  nitric-acid 
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test,  with  a  few  small,  white  scales,  but  with  mi  visible  pus.  The  scales 
consist  of  white  blood-corpuscles,  held  together  with  a  little  fibrin, 
ami,  as  a  rule,  snicroscopical  examination  reveals  the  tubercle-bacillus. 
Hematuria  is  not  abundant,  and  usually  persists  only  for  a  lew  days. 
There  may  be  only  one  or  a  few  attacks  in  the  beginning  of  the  disease, 
with  no  later  recurrence.  The  blood  is  intimately  mixed  with  the 
otherwise  clear  urine.  The  hemorrhage  conies  on  without  apparent 
traumatic  cause,  as  in  pulmonary  tuberculosis.  Pyuria  is  almost  con- 
stant. The  urine  is  acitl  and  milky;  upon  standing,  it  .sejiarates  into  a 
bftttom  layer  of  iJ[ray  puree,  containing  streaks  of  blootl.  with  sui>cr- 
natant  opaque  urine.  The  patient  loses  appetite  and  weight,  has 
remittent  fever,  and  dies  in  from  six  months  to  two  years.     In  some 


W^ 
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Fig.  333. — Tuberculous  kidney  <RovrinK). 

cases*  however,  temporary  arrest,  or  even  definite  cure  by  encapsula- 
tion, has  been  observed. 

Treatment. — Internal  treatment  has  symptomatic  value  only.  Oper- 
ation may  elTecl  a  cure  that  will  last  for  years. 

Nephrectomy,  total  or  partial,  the  latter  being  nircly  applicable,  is 
the  operation  of  choice.  It  i.s  applicable  when  the  other  kidney  is 
healthy,  and  when  the  patient's  condition  as  regard-s  tuberculosis  in 
other  organs  permits.  It  has,  however,  been  seen  that  tuberculosis  in 
the  bladder  has  improved  after  nephrectomy.  'Ihc  tuberculous  ureter 
may  be  excised  with  the  kidney,  if  the  pjitient's  condition  permits.  Sub- 
capsular nephrectomy,  with  curetting  of  the  adiiwse  capsule,  has  the 
advantage  of  being  easy  of  execution  ;  but  has  the  disadvantage  of 
not  removing  the  tuberculous  foci. 

Nephrotomy  for  evacuation,  curetting,  and  local  treatment  is  recom- 
mended by  as  high  an  authority  as  Guyon,  to  be  followed  by  secondary 
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nephrectomy  when  the  patient's  health  is  improved.  Guyon  gives  the 
excellent  advice  on  tcchnic  of  suturing  the  divided  adipose  capsule  to 
the  skin  before  opening  into  the  tuberculous  kidney,  in  order  to  avoid 
infection  of  llif  uiiiiiu).' 

Tumors  of  the  Kidney. — Malignant  Tumors — The  difTerential 
diagnosis  between  carcinoma  and  sarcoma  of  the  kidney  was  not  made 
until  about  ten  years  ago ;  up  to  that  time  all  cases  were  described  a5 
"  cancer."  The  symptoms  of  carcinoma  and  sarcoma  are  so  similar  that 
they  may  be  considered  under  the  snme  heatl.  Malignant  tumors  are 
more  common  in  man  ttian  m  wi^naii,  and  occur  in  ail  ages.  Sarcoma 
is  more  common  in  children  ;  Ax\t\  carcinoni;i  i.s  more  fieqiicntly  met 
with  between  the  ages  of  fifty  and  seventy.  In  i8  cases  of  carcinoma 
reported  by  lirodcur.  17  occurred  in  adults  and  only  i  in  a  child;  in 
27  cases  of  sarcoma,  15  adults  and  10  children  were  aflfected ;  almost 
80  per  cent,  of  the  sarcomata  in  cliildren  occur  during  the  first  four 
years  of  life,  and  .some  may  even  be  cnnj^t-nital.  Primary  malignant 
disca.'iL*  is,  of  course,  unilateral ;  when  a  tumor  is  found  in  both  kid- 
neys, therefore,  one  or  both  must  be  metastatic.  The  -size  varies  from 
that  of  a  hazelnut  (Israel's  case)  to  one-third  the  weight  of  the  bo*ly 
(in  a  child).  The  tumor  is  cither  circumscribed  or  diffused.  The  cir- 
cumscribed tumor  extends  from  the  kidney-substance  into  a  calyx  or 
into  the  renal  peUns,  where  it  niiy  cause  hematuria  as  long  as  the 
ureter  is  patent ;  or  it  may  perforate  into  the  renal  vein  and  the  vena 
cava,  causing  malignant  ihionibosis. 

f/ijtt.J^igy.~^»Kmotr\»X3x  arc  not  so  ccrnimon  ns  sarromatiL,  and  atv  usuaUt  cofi,  lnq;e, 
nodular  lumon ;  Rcldotn  tmall  anti  linnl.  Micruvcupintl  rxutnination  »Ik>w«  ihc  sUuclore 
of  the  tuliular  carrmoma  from  prulifenition  of  ihc  r|iilliclial  cells  of  Uic  uritian-  canali. 
MciailASc&  occur  later  than  in  CiirdnoninU  id  oilier  pn»of  the  budy,  but  carliei  than  id 
jena]  aarootnatn  ;  nnfl  (he  meUi§Ulk  carcinoma  la  arc  us.iuilLy  located  in  the  ictropcnioneal 
Ijnnph-glancls,  the  long*,  and  ihr  other  kWnej-. 

Sarcomtttj*  originate  from  ihc  inside  of  the  capsule,  or  from  the  supnifcnal  twdies,  or 
from  fthcrrant  islnndxif  ihcir  Iumjc  Wiite<!  in  ibe  kidiie>%  "rmrrly  hnra  llic  perirrnjil  li«»u«. 
MicnjmiipituLl  examiiiiitiuri  irveul^  Tuuiid-cell,  M>inille-cel],  oi  mixed  MLrcunu,  eiidiilhelionia, 
and  rarely  rhabdrnnyomn  or  myxn«iTcoina.  The  latenmailA  are  uMally  nodular,  grow  pad. 
uolly,  and  may  nUain  an  eiii^mioiu  Mtv. 

Symptoms. — There  arc  often  no  symptoms  for  a  long  time,  during 
the  so-called  latent  stage  of  the  disease.  Pain  Is  often  ab.sen(,  is  not 
characteristic,  and  is  not  Influencecl  by  movements  or  pressure.  Attacks 
of  renal  colic  are  caused  by  coagula  or  pieces  of  tumor-tissue  obstruct- 
ing the  ureter.  Shortness  of  breath  may  be  due  to  the  presence  of  a 
large  tumor  pushing  tlic  diaphragm  upward.  A  palpable  tumor  com- 
ing down  from  under  the  ribs,  covered  by  the  colon,  with  a  tympanitic 
area  on  its  abdominal  surface  and  palpable  In  the  lumbar  region,  is 
found  later  In  the  tlisease  in  96  [>er  cent,  of  all  cases.  Hematuria  is 
a  most  important  symptom,  but  is  absent  in  one-fourth  of  the  carci- 
nomata,  in  one-half  of  the  sarcomata,  and  in  three-fourths  of  the  malig- 
nant tumors  in  children  (ruflfier).    It  occurs  when  the  tumor  has  entered 

*  Nephrolomy,  »  1  ciirstive  operalion,  Js  being  abandoned,  as  not  i  of  the  90  emirs 
reported  by  Vigni*^ron  and  Fncklam  wa^  cured,  nnd  as  the  operative  mortality  was  12  per 
cent,  ot  1%  per  ririil.,  niaking  the  [iiinLklily  from  the  diHeft*e  33  per  rent,  to  38  \»ef  rent.  On 
ihe  niher  hand,  nf  SS  primary  nirphrerlotniei  reported  by  Karklam,  28,4  per  cent,  died  and 
40.9  per  cent.  rc»ulted  in  perfe4:t  cure  :  in  I4  cases  Ute  patient  lived  from  Ivru  tii  eight  years 
after  the  nperati<^n.  No  operation  s)ionld  be  made  vhen  Ihc  urea  is  dholnishcd  below  ooe* 
third  of  the  normal. 


SURGE  ft  Y  OF  THE  KlDrTEY. 


593 


the  pelvis,  is  more  profuse  than  in  stone  and  tuberculosis,  is  observed, 
as  a  rule,  in  ihc  beginninfj  of  the  disease,  may  be  steady  for  months  or 
remittent,  and  may  finally  disappear  entirely  when  the  ureter  is  occluded 
by  the  tumor.  Coagula  may  cause  renal  cohc.  Tumor-elements  may 
be  found  in  the  bloody  urine.  The  quantity  of  urine  is  ordinarily 
normal.  It  is.  however,  sometimes  increased,  ami  less  frequently 
decreased.  Emaciation  and  cache.^ia  are  late  .symptoms  in  the  discasL*. 
possibly  because  the  kidney  is  an  excretory  organ,  and  therefore  evacu- 
ates the  toxin  with  the  urine:  (Rovsing). 

Course  and  I^oi^nosis, — If  the  patient's  life  is  not  saved  by  an  opera- 
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Plc.  334. — Sarconvft  or  the  Icidnry  cvicnding  into  lYtt  v«r&  cava  and  lh«  spermallc  vein  from 

(he  renul  vein  (HayerJ. 

tion.  the  time  from  the  first  appearance  of  ."iymptoms  until  death,  i.s  in 
most  cases  from  one  to  four  years;  but  in  some  cases  the  patient  may 
live  from  ten  to  fifteen  years  (Roberts). 

D/tjj^nosis. — In  early  diagnosis  lies  the  only  hope  of  saving  the 
patient's  life  by  extirpation.  In  cases  without  hematuria  the  tumor  is 
the  first  indication.  In  children  a  relatively  small  tumor  can  be  pal- 
pated, because  the  subdiaphragmatic  space  is  flat  and  small,  the  kidney 
ie.ss  firmly  fixed,  and  the  abdominal  wall  relatively  thin.  In  adults, 
when  the  tumor  begins  in  the  suprarenal  capsule  or  the  upper  |xile  of  the 
kidney,  it  may  push  the  diaphragm   upwanl  and  attain  a  considerable 
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size  before  it  can  be  felt  below  the  borders  of  the  ribs ;  it  is  then,  as  a 
rule,  too  late  to  hope  for  a  permanent  cure.  In  the  cases  attended  by 
hematuria  an  early  diagno.sis  can  more  caiiily  be  made.  A  copious, 
sudden  hematuria,  initiated  without  trauma,  jiain,  or  other  symptoms 
referable  to  the  urinaiy  organs,  directs  the  attention  to  nialignaiit 
tumor.  In  the  diagnosis,  tubercuk>sis,  nephrolithiasi-s,  and  hemophilia 
must  be  excluded.  If  no  tumor  can  be  felt,  cystoscopy  or  catheteriza- 
tion of  the  ureter  must  determine  which  of  the  kidneys  is  the  source 
of  the  Ueniorrhayc.  If  these  measures  fail,  exploratory  lumbar  incision 
must  be  resorted  to. 

Treatment. — Nephrectomy  should  be  made  by  lumbar  incision  in 
case  of  the  smaller  liimurs;  but  ihe  transperitoneal  oper;ition  will  be 
required  if  the  tumncs  are  too  large  to  be  removed  through  a  iunit>ar 
wound.  The  tumiir  is  operable  if  it  is  limited  to  the  kidney,  and  if 
there  are  no  metastases  in  the  lymphatic  glands.  This,  however,  often 
cannot  be  determined  before  exploratory  incision  renders  palpation  of 
the  oi^an  possible.  If  it  is  found  that  enucleation  cannot  be  completed 
in  [X-'riectly  healthy  tissue,  the  operation  shotiltl  be  abandnned.  The 
prognosis  of  the  o^K-ralion  is  grave.  The  o|KTative  mortality  before 
1890  was  over  60  ]>er  cent,,  but  has  decreased  in  the  last  five  years  to 
25  per  cent  (Wagner).  Radical  cure  is  rare;  but  the  instances  arc 
increasing  in  which  a  permanent  good  result  is  obtained.  Israel  reports 
3  patients,  out  of  1 1  operated  upon,  who  were  in  good  health  after  three 
years.  I  have  1  case  in  whiciii  the  patieni  is  still  in  good  health  eight 
years  after  operalton.  Local  relapses  may  come  on  later,  after  three 
years  or  more.  Therefore,  Tuflier  gives  six  years  as  the  time  which 
must  elapse  before  the  patient  may  be  said  to  be  ]»ermanently  cured. 

Benl^ant  Tumors. — Ltpomata,  adenomata,  fibromata,  angiomata, 
myomata.  and  combinations  of  these  have  been  found  in  the  kidney. 
In  most  cases  the  tumors  are  small,  give  rise  to  no  symptoms,  and  are 
discovered  accidentally  on  the  post-mortem  table.  Henignanl  tumors 
have  been  removed  by  ncphreclnmy  in  10  cases  only;  3  of  these  were 
adenomata  and  8  fibrnmata  (Kovsiitg).  Serous  cy.sts  alxiut  the  si7e 
of  a  walnut,  either  solitary  or  multiple,  should  be  recognized  during 
operation  and  removed  by  resection. 

Kchinococcus-cyus  are  lound  mosl  commonly  in  men,  between  Ifae  tRe*  of  twenty  and 
foity  :  ordinarily  in  one  kidney  only,  snd  motl  oflen  in  die  UfL  llinr  i»  luualty  only  one 
molner-rytit,  which  hrgins  in  thr  cortlrnl  Huti^tanre,  cau^^  cxiMn^iion  and  atrophy  of  the 
kidney -(iuvc,  and  when  lar|;e  may  extend  In  ihc  .thdominal  cavity.  b«:c>n)lng  adherent  to  ibe 
colon,  liver,  spleni,  or  uiher  orguntt.  KInally,  afiei  cine  or  two  yean,  the  cyst  ni|Miiie.s,  fur- 
lunatety  most  often  into  the  pelvis  of  the  liidncy,  and  evacuates  pert*  of  its  contents  through 
the  ureter. 

Th«  symffoms  arc  at  first  va|[ue  ;  the  tumor  i«  |i;'^*i1<>r  and  often  movahie.  When  rupt- 
are  takes  place,  it  i%  niatkeil  liy  n  »uiJdcii  pain  r<iI1uwed  tiy  renal  trulii;  as  llie  dauulilei  eyita 
paudown  the  ureter,  and  by  vcMcal  tencsnui*  when  ihcy  p«M  out  into  the  urcinra.  The 
cvM^are  utu.illr  cniihed  durinf;  their  paMui|^e  from  the  kidney,  and  we  And  in  the  anne 
transparent  gelaiinous  mas^s  (the  uc-walU)  and  a  little  blood.  Microscnpical  exanunatMn 
reveals  the  characteriitlic  hooklctt  and  lamellated  membrane*  of  tlie  sac.  I^ler  on.  infectioo 
enmri  on,  aiiended  by  fever  and  emacialion.  terminating  fatally  in  roost  cases  ( 7j  out  of  39, 
Boetkcl),  «|»ontan»y>u«  rrfovcr^-  heitLg  the  exception. 

Tr/alntriii. — The  cvMs  ^tioutd  be  opened  liy  lumbar  or  Crnnsperiiooeal  incision,  the  con- 
tents cvacujticd,  and  drainage  roainlaincd  itntil  the  cavity  i*  closed.  The  opening  in  the 
CTst-wall  muM  \ne  united  to  the  kkin.  I.unil)ar  inrisiun.  if  pruilicable,  is  In  be  preferred.  If 
the  transperitoneal  mule  is  chnwn,  the  operaliofi  in  two  iiages  i«  preferable-  Le  Dentn 
tnatcd  9  CB9e»  and  Waguer  A  ca»e»  iti  ihii  inBiiner,  and  all  the  palienli  itcoiered :  wbUe 
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out  of  lO  c&aet  in  which  acphrvctumy  wu  pcrfunncct  Wagner  rvport*  3  dexhf  ;  and  of  It 
casci  of  puncture  aLooc  ot  puncture  with  injcctioa  of  Liu^luTc  uf  ivtliii,  3  were  cured,  3 
retnaiunl  itiiiiii{>iiiTr-J,  hihI  5  liiinl. 

Aneurysm  0(  the  Renal  Artery.— Rov«iii({  reports  tlialonty  9  welt -dcMrrihrd  uses 
of  aneurysm  of  the  renal  urtcfy  arc  l^  be  ft)Uii<l  >n  Ihc  ItlcratUTc.  '\"tie  iiiat(Doai^  was  m&de  in 
none  of  these  cues  until  an  «Kploraior\'  operation  or  au!op^y  revealed  the  true  thnmclcr  uf 
th«  disease.  If  the  aiieiarysin  u  located  in  one  of  the  large  iiitiarcnal  branches,  the  i^well- 
ing  U  eeiiinl  and  cau.ws  diiteniion  of  the  kidney.  If  it  is.  an  aneurym  of  ihe  trunk  of  the 
renal  artery,  tiie  tumor  is  located  oul»ide  of  Ibc  kidney  (la  the  hilus),  aud  pushes  the  kidney 
a.ijde  without  inakAng  any  chunge  in  (be  siiape  of  the  organ. 

The  jrnn/VpiVK  are  a  rapidly  ini:rcii«iiLg,  len^e  or  elaMii'  tiimiy)',  with  a  feeling  uf  heavt- 
ne»  aiMl  pain,  which  may  radiate  down  to  the  tt^sltele  (if  the  uiiil-  >i<lr.  I'ulMiiioii  hns  not 
hcen  noted  in  any  of  the  cams.  Diagnosis  is  pra^tic^illy  i[»p<jMible  bcdirc  an  cxpluraluty 
incision  haabeen  mode.  The  [MMibilily  uf  ancuryvun  shuuld  lit-  consulcred  when,  »uhM;- 
<{aei)[  lo  an  injury  in  the  (euiun  uflhe  liidncy,  »  tunii>r  of  considerable  »ixe  dc*elt)p»  rapidly, 
wilh  ira  hnnaturiu.  especially  in  palicnln  having  nrlenoM;len>M>  ur  syphili». 

The  IrtAtm^Ht  if,  nephrectomy,  nfter  ligature  of  the  renal  vessels  as  close  10  lh«ir  origin 
U  possible.      I'wo  pnlieiils  have  been  saved  in  thi>  manner  ^llochcneKgi  llahn). 

Cystonephrosis  [Hydront-pkrasis,  Pyunf/>/irnsis). — Di];ttation  of 
the  uHiiary  (lassages  occurs  above  an  obstruction  to  llic  free  flow 
of  urine.  It  begins  immetliutely  above  the  point  of  sten().<iis  and 
extends  gradually  backward  toward  iJie  kidney.  Thus,  a  stricture  of 
the  bulbous  portion  of  the  urethra  causes,  first,  dilatation  of  tlic  mem- 
branous urethra,  next  of  the  bladder,  then  of  both  ureters,  and  fin;illy 
of  the  pelvis  and  calyces.  If  the  obsiruciioii  i^  in  or  below  the  blad- 
der, the  dilatation  extends  It*  both  kidiurys;  while  if  the  obstruction  is 
located  in  the  ureter  or  above  it,  the  tlilatatinn  witl  be  hniiled  to  the 
kidney  of  the  aflectcd  side.  If  t>n]y  one  of  the  two  branches  of  the  ureter 
is  occluded,  a  partial  dilatation  of  the  kidney  takes  place,  which  is  lim- 
ited to  the  corresponding  half  of  the  orphan.  Dilatation  of  the  pelvis 
and  calyces  above  the  ureter  may  be  termed  cystom-phrosts.  When  no 
infection  of  the  retained  nriiie  has  taken  place,  it  contains  a  watery  fluid, 
and  is  termed  /iy.{nin,-f</irosis.  When  infection  has  transfoniied  the 
fluid  into  pus.  we  H|Krak   of  /*yt>fu/>/rrr'.(is. 

Non-lufected  Cystonephrosia  {Hydrottepkrosis). — We  may 
classify  hydronephrosis  as  follows: 

t.  Co'tgcniial  hydronephrosis,  when  the  stenosis  is  caused  by  intra- 
uterine disease. 

2.  Acquired  hydronephrosis,  when  ihe  retention  of  urine  is  caused 
by  diseases  late  in  life. 

!f  the  hindrance  to  the  evacuation  of  urine  is  absolute,  we  have  a 
permanent  hydronephrosis;  if  the  urine  passes  out  at  intervals,  the 
condition  is  known  as  inrcrmittntt  hydronephrosis, 

Etiolojiry  and  Pathogenesis. — Sudden,  complete  occlusion  of  the 
passat^e  of  urine,  as  exLinphfied  experimentally  by  hf,'ation  of  tlie 
ureter,  is  followed  in  most  animals  by  atro[>tiy  without  dilatation,  and 
only  exceptionally  by  hydronephrosis.  In  most  instances  in  which  a 
progressive  hydronephroses  is  developed,  the  occlusion  is  also  gradual 
and  for  a  time  incomplete. 

Compression  of  the  ureter  by  tumors  is  of  common  occurrence. 
Morris  slates  that  qo  per  cent,  of  hydronephroses  are  caused  by  malig- 
nant tumors  in  the  small  pelvis.  When  a  carcinoma  of  the  uterus 
extends  into  the  broad  ligaments,  compression  of  the  ureter  and 
hydronephrosis  result  in  one-half  of  the  cases.  Disease  in  the  wall 
of  the   ureter,  such   as   Iniuinatic   riipture.  ureteritis,  or  tuberculosis. 
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may  lead  to  stricture.     Bending  of  tlic  ureter,  due  to  floating  kidney, 

is  foHowed  by  incomplete  obsiructiDi>,  retention,  and  dilatation  above 
the  bend.  When  the  dilatation  of  the  renal  pelvis  is  unilateral  or  not 
uniform,  lateral  implantation  and  valvc-forniation  of  the  ureter  at  ils 
pelvic  end  give  rise  to  retention  and  hydronephrosis.  This  condition 
is  not  uncommon.  Finully.  an  obstruction  within  the  canal  of  the 
ureter,  such  as  a  stone,  a  foreign  body,  or  a  blood-clot,  may  occasion- 
ally be  the  cause  of  hydronephrosis. 

Congenital  Hydron^l'hrosh. — A  ronR^nilnl  cause  for  hydronc^hroH*  U  found  in  one- 
thinl  o(  all  rstwit.  T))c  tliiteiif^r  nisy  l>c  bilnlrrnl  when  [h«  hindrance  to  the  rvacuiitiun  of 
urine  '\%  Uicaied  in  tlir  iirejiucc  nr  tlit*  iirpllm.  AIi«rricr  of  ibe  tiirlhri  nr  c»Tif|iIi-tr  nccla- 
sion   by  4  membnuie  M  the  exlero*]  or  iiiCeraal  uriticc  cuuiic^  complete  bvdrouepbruttia. 


'\V 


-  -e 
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Fig.  335. — Ri^hl  cunKcniml  hydrunvphm^la  In  a  child  nine  months  old.  ExtirpMlwn; 
recovery  ( Rurtini;)  ».  Suprarenal  i-npfulr  \  b,  urricrr ;  e,  valvular  alntruciion  at  the  pelvic  end 
of  urtler. 


Phimositt  nr  incomplete  vaivr-romtniion  in  the  urethra,  causes  incomplde  bj^rortephrosjs. 
In  mre  cases  the  cause  is  fuuad  Iw  be  bilateral  yWilerali"n  of  the  urelrr.  Childim  affircted 
wilh  btlatrral  hy<ln>neiihm*is  die  «hon1y  after  birth.  Unilateral  congrailal  hydronephroM* 
i»  ciimpatiblc  with  life,  ai  the  oilier  kidney  ia  SufTicieni  fur  the  neccMSTT  ft>i>rt>i>n.  This 
condition,  ihrreforr,  15  often  not  noticed  until  later  in  life,  tlnlrl-^  the  sac  at  llie  lime  nf  birth 
i*  so  t arse  n«  to  cau»e  nti  iinpe<litncnt  to  delivery.  The  obslruclion  is  moM  often  in  ihe 
ureter;  rarely  in  [be  bladder. 

In  «>me  ca«»  there  i>  ohliteraiinit  of  the  ureter ;  in  othem  comprearton  «>f  the  ureter  by 
anomalous  renal  aileries :  lorsitin  of  the  ureter  is  of  rare  ui-cutrence.  In  moM  caw*  valre- 
fnrTnatinn  at  the  |>elTic  orittre  of  the  ureter  t<  found  as  a  congenital  anomnlv  which  eauws 
hydronefihrosis.  In  sonte  cates  other  disturbances  in  deve1ri)>inenl.  Hurb  as  *pina  fatfMla, 
pes  vnni<,  clefl  |M!iife,  harelip,  and  iropeiforate  anus,  are  found  with  the  conj^enital  bydna- 
itepbrosis  (Fig.  325). 

In  rare  cates  stenosis  of  the  ureter  at  the  pelvic  or  vesical  orifice  is  »e«n.  Whm  the 
kidney  has  a  double  ureter,  one  portion  patent  and  the  other  oblileraled,  a  partial  hydro- 
Deplimsii  or  dilatation  of  Ihe  half  of  the  kidney  corres]>anding  to  Ihe  occluded  ureter  is  seen. 
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Acquired  kydrontpkrasis  is  much  more  common,  and  may  be  per- 
manent or  intermittent.  Permanent,  unchangeable  hydronephrosis 
was  found  by  Morris  14^  times  in  2610  autopsies,  Kxtemal  compres- 
sion of  the  ureter  by  malignant  tumors  in  the  small  pelvis  is  the  cause 
of  90  per  cent  of  hydronephroses.  Carcinoma  of  the  uterus  which 
has  extended  to  the  broad  ligaments  compresses  the  ureters,  causing 
bilateral  hydronephrosis  and  death  from  uremia.  Pelvic  cellulitis, 
hematocele,  retroflexions  or  lateroflexions  of  the  uterus  may  also  oper- 
ate as  causes.  Other  abdominal  tumors,  such  as  ovarian  cystomata, 
uterine  myomata,  intestinal  carcinomata  or  sarcomata  may  cause 
hydronephrosis,  but  ordinarily  on  one  side  only. 

Obstruction  within  the  ureter  is  caused  by  stone  (11  out  of  22 
cases,  Roberts),  or  by  stricture   due  to  inflammation  or  trauma.     In 


Pic  336.— Hydronephrosn, 
(LeDenlu). 


Flntslafe 


Fio.  397.— Hyilro nephrosis.    Second 
stale  ( Rarrr). 


the  upper  end  of  the  ureter  the  injury  is  usually  due  to  rupture;  in  the 
lower  end,  to  difficult  delivery  and  the  use  of  forceps. 

fntt-rmitttui  hytirouvphrosis  exists  when  the  urine  retained  in  the  sac 
is  evacuated  at  intervals.  This  is  often  found  \\\  case  of  floatint;  kidney 
(Landau).  When  the  kidney  is  descended,  the  upper  end  of  the  ureter 
is  bent,  and  this  causes  obstruction  and  retention  above.  When  the 
kidney  returns  to  its  place,  as  is  the  case  when  the  patient  lies  down, 
the  bend  or  twist  is  straightened  out,  and  the  retained  urine  is  evacu- 
ated ;  but  in  the  conrsc  of  time  unilateral  dilatation  and  valve- formation 
or  fixation  of  the  bend  take  place,  evacuation  becomes  more  difficult, 
and  the  hydronephrosis  becomes  stable. 

PatholOKlcal  Aiutomy.  -Thr  rclain<^l  tirinr  cstiscs  Anl,  dihlntion  of  the  pelvis 

and  calycco,  will)   Ma<iit,  swrdlinj:  iif  itie  kidney -tiuue.  aitd  inuiliple  eccliymnses,  roiluwed 
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larer  Sv  cdemn,  palcnc»,  and  iilroy>hy  beginning  in  ihc  {^ramids.  Th«  p«pillie  become 
SmUmmkI,  nod  llie  pyminid^  ttnd,  luCef  on,  the  wrUca.!  Mib»tancc  aic  gradually  Irasd'onncd 
into,  or  rcplncril  by,  citnnn.-liv<-  lissur  fmm  intcrslitial  inlihtntion,  until  Anally  a  large  multl' 
locuiar  sac  U  fuiuied,  iu  wliigh  ^lubulni  mviticn,  separated  by  Ubruuii  parliliun-walb  or 
annular  prominences  corrc^xinding  tu  ilie  calyces  and  pyramid,  alone  remain.  At  lim  ike 
kid ncy-Mib stance  i>  extended  like  a  cap  over  llic  dilated  pclvi<>  i  Yi%.  j26t  ;  but  later  on  no 
kidncy&ub  stance  can  be  seen  on  or  in  ihe  wall  of  the  large  ntu  I  til  ocular  sac  (Fig.  32"). 
The  rapidity,  however,  with  winch  the  kidncy-ti!»uc  and,  cunstt|ucnily,  the  aecteiian 
of  urine  diaap]icar  is  very  variable  Krau«c  found  a  thiti  layer  of  kidney-iivsur,  j6  cm. 
long  by  13  cm.  ( 14.3  by  5.3  incbei)  broad,  ■|>read  our  fiver  the  wrface  of  the  sac.  It  bai 
been  ubi^rrcd  that  when  a  hydroucphrutk  sac.  even  uf  euviniuun  niie.  wtirre  a  thin  layer 
of  liidney-tiwuc  cmild  scarcely  be  recognircd,  ho«  hern  njiencd  and  drained,  a  ijtiHiility  of 
urine  frtiui  400  lu  500  c.c.  daily  ha«  been  lecrelcd.  If,  a»  in  KilMcr't  ca>e,  lh«  itthet  kid- 
ney i«  nhsciU,  life  it  dcpciidrtit  u|>un  t1ie  liydriiiiephnitH.-  kidney  aEonc.  It  i«  ihut  cvidertl 
thai  ttic  kidney  substance  may  be  spreiKl  out  us  a  lliin  layer  i^ver  a  tar|;e  turlace  withooi 
losing  Ks  secretory  power. 

The  l>ydn>»e|))ir(>4k'  lac  gmduully  becomes  adherent  to  the  sarTotinding  organs  W 
chrf>nic  inRummniiun.  ■m  ihnt  its  caitir|Ja.lion  b  rendered  difEcuU.  If  the  oDstrucliMi  is 
located  in  the  urelcr,  thi»  i>r^an  h,  found  to  be  dilated  above  ihc  obslruction ;  ooimal  o< 
atrophied  below,  tium  ilisuse. 

The  MC  rnniain>t,  a*  a  nilc,  a  tran>-parcnt  fluid  re»cinhlinB  thin  tirine.  If  active  kld- 
nevtiMiue  is  present,  the  iTuid  coiituina  u  variable  amount  of  urea  or  uric  acid ;  but  rf  alt 
kidtiey-suWancc  ha«  diMppcnrcd,  the  fluid  i»  serous  and  contains  albumin,  but  (to  urea  of 
uric  acid. 

The  symptoms  arc  indistinct  in  the  first  stage  of  development 
Pain  is  usually  absent,  und  tlic  hydronephrosis  is  detected  only  when 
the  sac  ha:?  attaiiiuil  ;i  coiisidcr;iblc  size.  The  tumor  In  the  renal  region 
gradually  exleniis  from  below  the  ribs  dinvnuarti  into  the  Utcral  half 
of  the  abdomen,  and  is  then  oflcii  atcitlentally  iliscovered  by  the 
p;itient.  It  suKsequcntly  extends  downward  toward  the  symphysis 
and  inward  to  the  median  line,  which  it  hnally  passe.s.  until  it  hll.s  the 
entire  abdomen.  The  tumor  is  usuallj'  tluctuathig,  and  may  be  felt  to 
extend  up  behind  the  ribs  and  backward  iiitn  the  iuml)ar  region.  As 
the  tumor  is  usually  covered  by  ascending  or  tic^scending  colon,  there 
is  an  area  K^i  clear  percussion  on  the  abdominal  surface;  but  when  the 
sac  becomes  very  large,  the  colon  is  pushed  far  over  towanl  the  healthy 
side,  leaving  tlic  percussion  dull  over  the  corresponding  half  of  the 
abdomen.  Sometimes  a  more  (irm  and  somewhat  nodular  territory 
is  felt,  which  corresponds  to  a  considerable  layer  of  kidnc^^-sub- 
stancc. 

Pain  is  often  absent,  and  is  sometimes  remittent,  even  in  stable 
hydronephrosis,  and  may  then  be  due  to  a  sudden  increase  in  the  size 
of  the  timior.  In  oprn  or  intermittent  hydronephrosis,  attacks  of  [>ain 
and  lenderne.ss  occur  during  ihe  period  of  accumulation.  The  [»ain 
and  tumor  disappear  upon  evacuation  of  the  sac,  often  during  the 
night,  .simultaneously  with  the  passage  of  an  increased  amount  of 
urine.  The  patient  is  often  aware  that  certain  positions  or  manipula- 
tions of  the  tumor  aid  in  the  evacuation.  The  intervals  between 
attacks  vary  from  f*nir  to  five  day.s  to  a  month  or  more. 

Fever  is  absent  in  non-infected  cystunephrosis ;  if  fever  is  present, 
it  signifies  infection  and  con.sei[uent  additional  danger  to  the  kidney  as 
well  as  to  the  patient. 

The  disease  runs  an  indefinite  course ;  and  if  unilateral  and  not 
infected,  does  not  disturb  the  general  health.  Spontancotis  cure  is 
possible,  but  rare.  It  may  take  place,  for  instance,  when  a  stone 
imjuieted  in  the  ureter  passes  down  into  the  bladder. 
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Infected  Cystonephrosis  {Pyottephrosis). — The  contents  of  a 
hydronephrotic  sac  furnish  an  cxct-Uent  culture-soil  for  the  growth  of 
microbes,  and  the  low  \-itality  of  the  sac-walls  offers  no  resistance  to 
them ;  therefore,  when  microbes  once  gain  access  to  the  cavity,  they 
multiply  ^vilh  yrcat  mpidity.  The  sac-contents  become  purulent,  the 
increased  tension  causes  pain,  and  hi^Ii  fever,  with  rigors  and  all  the 
«)tlitr  symptoms  of  acute  sepsis,  give  warning  of  impending  tlanger. 
If  the  pus  is  ni>t  promptly  evacuated,  sepsis  will  soon  cause  the  death 
of  a  [latient  who  lias  only  one  kidney  to  carry  olT  the  toxins,  and  this 
kidney  is  so  overtaxed  as  to  become  the  seat  of  a  septic  nephritis,  which 
almost  invariably  terminates  in  fatal  uremia.  The  suppuration  of  the 
sac  may  lead  tu  perforation  and  rupture.  If  this  takes  place  into  the 
peritoneal  cavity,  a  fatiil  peritonitis  results.  If  it  opens  into  the  retro- 
peritoneal space,  a  ililTuse  phlegmonous  inllaniniation  (perinephrilic 
abscess)  results.  Although  this  disease  is  not  always  fatal,  it  is  grave, 
and  demands  prompt  surgical  interference. 

The  diagnosis  cannot  be  made  until  a  tumor  is  fell.  In  small 
hydronephroses  the  location  of  a  fluctuating  tumor  in  the  region  of 
the  kidney,  extending  up  under  the  ribs  and  easily  pa]|>ab!c  in  the 
lumbar  region,  will  leail  to  a  itiagnosis.  T.;irge  tumors  ulrich  fill  the 
entire  abikimen  simuliite,  and  liave  often  been  mistaken  for.  ovarian  or 
other  abdominal  cysts.  If  the  sac  is  not  tensely  ftlled,  it  may  simu- 
late ascites.  A  small  hydronephrosis  on  the  right  side  may  be  mis- 
taken for  a  distended  gall-bladder;  on  the  left  side,  for  a  c>'st  in  the 
spleen. 

Pyonephrosis  presents  the  acute  symptoms  of  iiifecliun,  and  in  llic 
more  chronic  cases  the  patients  are  cachectic  and  emaciated. 

If  wc  always  consider  the  possibility  of  cystonephrosis,  and  on 
examination  of  the  ureters  find  that  one  is  occluded,  the  diagnosis  is 
reasonably  certain.  Aspiratory  puncture  and  examination  of  the  fluid 
arc  often  uncertain,  because  in  the  large  and  old  sacs  none  of  the  com- 
ponents of  the  urine  exists.  Puncture  may  be  dangerous,  because  it 
may  be  follovvecl  by  extravasation  of  the  fluid  around  the  sac. 

Treatment. — Beginning  cases  of  ojx-'n.  intermittent,  nim-infectcd 
cystonephrosis,  when  due  to  beuLiing  of  the  ureter  in  a  doHting  kidney, 
may  be  treated  by  nephropexy,  proviiled  the  bend  is  found  to  be 
straightened  when  the  kidney  is  replaced.  If  no  bend  exist.s,  the  .sac 
should  be  opened  and  the  obstruction  sought  for  by  exploring  the 
ureter  from  il.s  petvic  origin  down  to  the  bladder.  A  valve  or  stricture 
may  be  remedied  by  a  jilastic  o|XTati(m.  <ir  a  stone  may  Ix'  remo\*cd 
from  the  ureter.  If  it  is  thus  possible  tt»  remove  the  c;mse,  the  kid- 
ney can  be  saved,  and  should  be  saved  if  secreting  kidney-tissue  still 
remain.s. 

Infected  remittent  cystonephrosis  (pyonephrosis)  must  necessarily 
be  opened  for  drainage,  and  examined  as  regards  the  removal  of  the 
obstruction :  but  here  tlie  question  of  removal  of  the  kidney  comes 
up,  and  if  suppurative  nephritis,  with  multiple  abscesses  in  the  kidney- 
tissue,  is  found,  nephrectomy  should  be  titme. 

Stable.  (>ermanent,  non-infected  cystonephrosis  (hydroncj)hro.sis) 
has  been  treated  by  puncture,  incision,  and  extirpation  (nephrec- 
tomy). 
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Rovsing  has  cc^llected  from  the  literature  9a  iipcraiionft  for  hydronephttMii,  wiih  the  fol- 
lowing results: 


OpenUiun, 


Recovery. 


Unimproved. 

Died. 
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Puncture  with  drainnfje I 

Ncphrulutny 

Transpcriioncnl  primciry  ncplireclotny  .  16 
Tnini-pcritiiHRiil  iccunclary  nrphnrcUitny  7 
Lumbar  pnmary  nephrectomy  ....  18 
Lumbar  »cc«Tidary  nc[>hreclwtny  ....     j 

It  will  lie  scfii  fmm  tlii*  tublc  thai  punclurc,  even  with  draiimge,  is  in^ufTicienl  and 
dangerous  anU  »Ih>uIc1  be  abmiduticd.  Nephrcctotny,  ur  lotaE  extirpation  of  the  bydro- 
□cpiifotic  »c,  has  given  the  bcM  results,  nud  Ls  the  operftlion  which  tihoiild  he  employed  in 
the  Dujorily  uf  cusck.  Tnin»pcnlt>ncal  iieptirculoiny  wn^  mo&t  oUcn  perfunned  in  cas»  in 
which  a  l«t|;e  mic  tilled  the  Abdomen,  and  a  correct  dingnoMi  uai>  not  rnude  bcTore  the  opef- 
aiion.  ir  it  is  known  thai  a  hydruncpbrvMs  ii  present,  ihc  lumbar  operation  should  proba- 
bly always  be  done.  If  the  hydmncphmitc  sac  contains  no  M»:reting  kidney -tiiuiM-,  a»  is 
Uie  c»»«  in  moBl  ol  Uie  very  large  hydruncphru»c&,  ncphiKtuiuy  n  iudiailed.  A  large  tac. 
which  \->  |iraclically  valurlrs^  u.s  In  M^ctelittii,  and  ia  rind  with  minniis  nnrmlimnr,  i«  veiy  apt 
to  become  infected  aflirr  nephrotomy  and  dniin,ij;c.  It  is  almost  impossible  in  *ucli  casci  to 
prevent  infectiMi ;  and  Kovsiiig's  >lflli>li(.*^  nIhiw  llinl  mil  ol  38  rase^  of  nephrotomy.  13 
patients  died  In  most  «i»c*  of  large.  Citable  hydrt-niephrosi*  wc  find  the  other  kidney 
aulTiciciiC  f<jr  tlic  urinaiy  Mxretiun.  Thtt  i»  deniun»tiaicd  hy  the  fact  that  out  of  53  eases  of 
nephrectomy,  only  8  patients  died. 

In  small,  frcenl,  Mable  hydroiicpbroKn.,  howerer,  when  kidney-tlsiuc  can  be  recoj^niied 
in  the  wall*  of  the  .lac,  and  when  rtmitieni  evacuation,  prewnt  at  first,  has  recently  ccaaed, 
we  may  enjiect  to  iind  secreting  kidney -tissue  dial  is  worth  saving.  Here  nephrotomy  Ghoald 
he  tried,  and  the  nhMniciion  si^u^ht  for.  If  the  sac  is  trnu  lar{;e  lo  pcnnti  of  finding  the 
ureter,  we  may  wail  for  a  lew  months  until  it  has  retracted.  l>uring  this  time  we  mtisl 
examirte  the  ijunnlity  and  i|iiialily  of  urine  excreted  daily.  If  lh«  tjuanlity  is  euiisidrrable. 
ihe  obUruction  can  be  sou^lit  for  and  leniedied  by  a  secondary  operfttiou.  If  00  urine  is 
secreted,  >econdary  nepluTrttiiny  slionid  t»e  dime, 

Operations  on  tlie  Kidney. — Narctwis. — The  position  of  tht; 
patient,  who  lies  on  his  side  M'ith  a  pillow  uiKlcr  the  coslo-iliac  space, 
catiscs  some  cmbnrmssnieni  of  the  respiratory  movenirnt  of  the  thorax 
and  some  difficulty  to  the  ancsthctizcr,  because  the  face  rests  with  one 
side  on  the  tabic,  thus  making  it  difficult  to  watch  the  ptipil  and  to 
manage  the  tongue.  A.s  to  the  choice  of  anesthetic:  After  the  use 
of  both  ether  and  chloroform,  albumin  and  cylintJcrs  or  cylindmids 
are  sometimes  fuund  in  the  urine.  Investigations  of  Wood  and  others 
.sevm  tf)  favor  the  use  of  ether.  Albuminuria  followed  the  administra- 
tion of  chh)roform  in  1 1. 5  per  cent,  of  the  cases,  and  of  ether  in  6.Q 
per  cent,  of  the  cases.  Cylinders  were  found  in  34.8  per  cent,  of  the 
cases  after  chloroform,  and  in  24.6  per  cent,  of  the  cases  after  ether. 
Repeated  narcoses  at  intervals  of  a  few  day.s  should  be  avoided;  thus, 
examination  in  narcosis  for  diagnostic  purposes  should  not  be  made  a 
short  time  before  operation. 

Treatment  of  the  Operation -wound. — The  antiseptic  solutions  of 
sublimate  and  carbolic  acid  should  never  be  used,  as  both  of  these 
substances  have  a  destructive  effect  on  tlie  kidney-tissue,  causing 
respectively  albuminuria  and  hemoglobinuria.  When  irrigation  is 
called  for,  boric-acid  soltition.  sterilized  water,  or  the  physiological  salt 
solution  should  be  used.  It  is  also  important  to  ax'oid  the  uscof  iodo- 
form, eilher  ilustcd  over  the  wound  or  in  the  form  of  iodoform  gauze 
for  packing  or  dressing.  The  experiments  of  Stubenrauch  have  proved 
that  even  small  quantities  of  iodoform  applied  locally  on  the  kidnc>'- 
tissue  cau.sed  extensive  fatty  and  parenchymatous  degeneration  of  the 


SURG  EX  y  OF   THE   A'WAEV. 


6oi 


renal  epithelial  cells.  General  iotlofomi- intoxication  is  attended  by 
similar  extensive  tlcgencration  in  both  kiiliieys  and  liver.  Fatal  iodo- 
form-poisoning  following  nephrectomy  has  been  reported  by  Israel  and 
others.  In  these  ca.se.s  the  wound-cavity  had  been  packed  with  lodo* 
form  gauze,  and  the  autopsy  showed  falty  degeiicratiun  of  the  remain- 
ing kidney. 

Incision. — Access  to  the  kidney  is  had  eitlicr  through  tlie  peritoneal 
cavity  (.the  transperitoneal  method}  or  through  the  hinibiir  region  (the 
extraperitoneal  method).  The  latter  operation  should  always  be  jier- 
formed,  when  practicable,  in  order  to  avoid  the  danger  of  |>eritonitis, 

Transpfritoneai  litchion. — The  patient  i.s  placed  on  the  back,  and 
the  incision  is  made  either  in  the  median  line  or  laterally  at  the  outer 
border  of  the  rectus  muscle.  T)ie  lateral  incision  gives  better  access 
to  the  kidney.  The  parietal  peritoncmn  may  Ik*  united  to  the  skin  by 
a  few  sutures.  After  digital  exaniinalion  of  bolli  kidneys  and  ureters, 
the  intestines  are  pressed  over  to  the  healthy  side,  held  in  place  with 
gauze  sponges, and  tht*  posterior  jieritoneum — that  is.  the  mesocolon — 
is  dixided  by  a  lo[igitu<linaI  incision  corresponding  to  the  anterior  .sur- 
face of  the  kidney.  The  lateral  layer  of  the  mesocolon  is  usually 
divided ;  but  if  the  colon  is  pushed  outward  by  the  tumor,  it  may  be 
more  convenient  to  divide  tlie  medial  layer  of  tlie  mesocolon.  The 
anterior  surface  of  the  kidrn-y  is  now  laid  bare  to  llie  hilus,  then 
the  lateral  border,  the  upper  and  lower  poles,  and  finally  the  pos- 
terior surface  are  exposed.  This  prepares  the  field  for  the  operation 
on  the  kidney. 

DrainBg:e. — If  the  kidney  is  aseptic,  the  advice  of  Terrier  may  he  fol- 
lowed, who  closes  off  the  wound  from  the  peritoneal  cavity  by  suturing 
the  wound  in  the  mesocolon  to  the  parietal  peritoneum  or  the  skin,  and 
packs  the  aseptic  wound  with  a  gauze  drain.  If  the  kidney  is  infected,  it  is 
preferable  to  make  a  counlernpening  in  the  lumbar  region  for  drainage 
(Morris),  anil  then  either  to  close  the  wound  in  the  mesocolon  and 
the  abdominal  incision  .separately,  without  drainage  through  the  abdom- 
inal wound,  or  to  combine  anterior  and  lumbar  drainage. 

Lumbar  or  Extrapcritoni'al  Ittcision. —  The  patient  is  placed  on  the 
side,  with  a  pillow  in  the  costo-iliac  space,  so  as  to  increase  the  distance 
between  the  costal  border  and  the  ilium. 

The  ioH^itiuiinal  or  vertuai  iticisitm  of  Simon  ^7\\ox\%  the  lateral  border 
of  the  erector  spin.e  mirscle.  is  g  or  lo  cm.  (3  J  or  4  inches)  lung,  begins 
over  the  eleventh  rib,  and  ends  midway  between  the  twelfth  rib  and  the 
crest  of  the  ilium.  It  divides  the  subcutaneous  tissue,  the  latisstmus 
dorsi  muscle,  and  the  lumbodorsahs  fascia.  Anterior  to  the  quadratus 
lumborum  is  a  fascia  covering  the  adipose  capsule  of  the  kidney,  and 
by  blunt  separation  of  this  fascia  the  lower  pole  of  the  kidney  is 
reached.  The  vertical  incision  gives  little  sp,'icc  for  operating  on  the 
kidney,  and  has  been  superseded  by  the  oblique  incision. 

Oblique  IncisioH. — The  oblique  incision  is  made  from  the  lateral 
border  of  the  erector  spin.'c  muscle,  below  the  twelfth  rib.  down- 
ward and  forward,  parallel  to  cither  the  quadratus  lumborum  muscle 
or  the  Itnea  semilunaris  (Thornton,  Guyon,  and  TuflRcr),  or  the  twelfth 
rib  (Kiister).  The  incision  is  10  or  i  2  cm,  {4  or  4J  inches)  long,  and 
divides  the  skin,  latissimus  dorsi  muscle,  possibly  the  quadratus  lum- 
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boruni,  the  external  and  internal  oblique,  and  transversalis  muscles. 
When  the  retroperitoneal  adipose  space  is  reached  and  the  kidney  has 
been  palpated,  the  incision  may  be  prolonged  downward  and  forward 
to  the  outer  border  of  the  rectus  abdominis  muscle,  or  to  Pouparts 
'ligament  by  extraperitoneal  division  uf  the  abdominal  muscles  as  far  as 
operative  space  is  required.  This  incision  gives  ample  operating-space, 
and  is  applicable  tu  most  ciises. 

CombtHatiofis  of  the  vcrlkal  and  obliqur  incisions  arc  employed  by 
Konig.  Bardeiebcn.  and  others,  and  may  be  of  use  in  special  cases ;  or 
to  the  oblique  incision,  if  required,  may  be  added  an  incision  at  a  right 
angle  up  toward  the  twelfth  rib  or  down  toward  the  crest  of  the  ilium. 

The  Operations  on  tlie  kidney  include  puncture,  pyelotomy. 
nephrotomy,  and  nepiirectoniy. 

Puncture  with  the  trocar  or  hollow  needle  through  the  skin,  for 
aspiratiuii  tif  fluid,  has  been  done  to  confmn  the  diagnosis  of  a  renal 
tumor.  Transperitoneal  puncture  should  never  be  ntadc,  on  account 
of  the  danger  of  infection  of  the  peritoneal  cavity  by  the  contents  of 
the  kidney.  Extraperitoneal  puncture  through  the  lumbar  region  is 
less  dangerous;  but  it  is  uncertain,  and  is  of  little  value  either  for  diag- 
nosis or  for  effecting  a  cure,  as,  for  instance,  in  hydronephrosis.  When, 
however,  the  kidney  has  been  laid  bare  by  an  incision,  puncture  may 
be  made  with  a  thin  needle  to  search  for  stone  in  the  pelvis  or  calyces, 
or  fluid  may  be  evacuated  from  a  large  .sacculated  kidney  through  a 
trocar  or  aspirator-syringe,  in  order  to  facilitate  the  further  steps  of  the 
operation.  If  a  large  sac  contains  pus.  infection  of  the  wound  during 
the  extirpation  of  the  sac  may  thus  be  prevented. 

Pyelotomy,  or  incision  of  the  renal  pelvis,  may  be  done  for  removal 
of  fluid  or  stones  in  the  pL-lvis.  After  the  kidney  has  been  laid  bare 
through  a  lumbar  incision,  the  adipose  capsule  carefully  separated  from 
the  posterior  surface  of  the  kidney  and  pe!vi.s.  and  the  organ  lifted  for- 
ward and  out  into  the  wound,  a  longitudinal  incision  may  be  mad« 
through  the  posterior  wall  of  the  pelvis.  It  is  well  to  insert  a  loop  of 
silk  on  each  side  in  the  border  of  the  incision,  which  must  be  large 
enough  to  permit  the  introduction  of  the  finger  to  explore  for  stone. 
Stones  may  be  felt  in  the  pelvis  or  in  some  of  the  dil.ited  calyces ;  or  a 
stone  may  be  so  large  that  it  will  have  to  be  divided  before  extraction. 
After  removal  of  stones  or  evacuation  of  pus,  the  question  of  drainage 
or  closure  of  the  wound  must  be  considered;  If  a  stone  has  been 
removed  from  an  aseptic  pelvis,  the  incision  in  the  latter  may  be  clo.*!cd 
by  a  single  or  double  row  of  extramucous  sutures,  on  the  principle  of 
the  Lcniberl  sutures  in  the  intestine.  In  most  cases,  however,  there  is 
doubt  as  to  the  aseptic  condition  of  the  pelvis,  and  a  drainage-tube 
must  be  inserted. 

Pyelotomy,  as  a  means  of  access  to  the  pelvi.<,  has  the  advantage,  as 
compared  with  division  of  the  kidney-sub.stancc,  of  being  attended  by 
little  or  no  hemorrhage,  and  of  causing  no  injury  to  the  kidney-tissue. 
It  possesses  the  disadvantage  of  giving  no  access  to  abscesses  in  the 
kidne\*-siibstancc  ^\\A  less  freedom  of  access  to  the  calyces. 

Many  authors  state  that  pyelotomy  has  the  disadvantage  of  being 
almost  always  followed  by  a  permanent  lumbar  urinary  fistula.  We 
must  remember,  however,  that  no  ordinary  fistula  will  be  permanent  if 
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the  ureter  is  patent.  The  condition  of  the  ureter  should  always  be 
ascertained  by  exploration  with  a  bougie  or  sound,  or  by  injection  of 
fluid;  and  any  obstruction,  whether  it  be  oblique  insertion  and  valvc- 
formation  or  stones  or  strictures  in  the  ureter,  should  be  relieved.  This 
may  be  accomplished  througli  the  wound  in  the  pelvis  or  by  operations 
lower  down  in  the  course  of  the  ureter.  After  this  has  beer  done  and 
free  passage  of  the  urine  into  the  bladder  has  been  secured,  there  is  no 
reason  why  a  lumbar  urinary  listuia  should  follow  pyclotomy  more  fre- 
quently th;tn  it  follows  an  opening  into  the  renal  pelvis  through  the 
convex  surface  of  the  kidney  (nejihrotoniy), 

Nephrotomy. — Incision  through  the  kidney-tissue  is  made  to  evacu- 
ate pus  from  the  kidney,  calyces,  or  pelvis;  to  remove  stones;  or, 
finally,  to  remedy  obstructions  in  the  kidney  above  the  pelvis.  The 
gravity  of  the  operation  depends  on  the  condition  of  the  kidney-tissue. 
A  thick  layer  of  normal  kidney- substance  is  extremely  vascular,  and  its 
division  gives  rise  to  considerable  and  often  enormous  liemorrhage. 
When  the  kidney-substance  has  been  destroyed  by  interstitial  ncjihritis 
from  infection  anil  suppuration,  or  wlien  obstruction  ha.s  caused  ililata- 
tion  of  the  calyces  (cystoncphrosis),  the  vascularit>'  is  thereby  lessened 
and  the  hemorrhage  upon  division  is  slight  and  unimportant. 

Scphrotomy  in  Hcatthy  Kidncy-tissue  \ScpltroiUho{om)' ;  Bisection  of 
Kiii}U'y\. — The  adipose  capsule  is  separated  by  blunt  dissection,  and  the 
kidney  hrmight  well  out  into  the  field  <)f  o|>cration  by  pulling  it  down 
slowly  and  cautiously  below  the  twelfth  rib.  Kxploration  for  stone  is 
then  made  by  a  solid  steel  needle  or  by  the  fine  needle  of  an  aspirator- 
.syringe.  If  the  aspirator-nccdie  detects  fluid,  we  know  that  it  mu.st  he 
in  a  calyx  or  the  pelvis,  and  the  needle  is  therefore  left  in.  to  cut  upon 
as  a  guide.  Division  of  the  healthy  kidney-tissue  is  accompanied  by 
considerable  hemorrhage.  This  caimot  be  stopped  by  hemostatic  for- 
ceps or  by  ligatures,  because  they  tear  through  ihe  friable  kidney-tissue. 
We  must  therefore  resort  to  compression  of  the  pedicle  of  the  kidney 
or  to  direct  compression  of  the  kidney  wound.  Compression  of  the 
pedicle  of  the  kidney — that  is,  the  renal  artery  and  vein — can  be  made  by 
digital  compression  between  two  fingers  of  an  assistant,  or  by  instru- 
metils.  Tuflfier  uses  for  this  puqjose  a  Pean  forceps  with  broad  jaws, 
covered  with  rubber  tubjng,  \\\  ortkr  to  avoid  injury  to  the  vessels  and 
.secondary  thrombosis.  Rovsing  uses  a  compressor  similar  to  those 
used  on  the  intestines  during  resection  of  the  bowels.  Direct  compres- 
sion of  the  wound-surface  i.s  made  by  a  tampon  of  dry  sterile  gauze, 
against  which  the  wound-surfaces  are  held  firmly  together.  After  a 
few  minutes  the  bleeding  is  considerably  diminished.  This  method  is 
applicable  to  the  smaller  incisions,  one-ffmrth  to  one-lliird  of  the  length 
of  the  kitlney ;  but  it  is  insufficient  when  the  kidney  is  divided  through 
it.s  entire  Length,  as  in  bisection,  when  compression  of  the  pcflicle  cannot 
be  dispensed  with. 

Kxact  suturing  of  the  kidney  wound  by  deep  and  su{>crficial  sutures 
furnishes  a  good  and  certain  method  of  hemostasis. 

Division  of  the  kidney-tissue  is  made  by  the  knife,  rarely  by  the 
Paquclin  cautery.  The  incision  should  be  made  in  the  median  line  of 
the  convex  border ;  that  is,  longitudinally,  straight  into  the  [lelvis, 
because  here  only  the  smallest  vessels  arc  found ;  and  as  the  incision 
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is  parallel  to  the  urinifcrous  canals,  the  smallest  possible  number  is 
divided.  Thus  the  mininuim  amount  of  ]icmorr}ia};c  and  of  atrophy  of 
kidney-tissue  will  fulluw.  A  single  incision  throiijjli  the  middle  uf  the 
kidney  is  preferable  to  two  incisions,  one  at  each  of  the  poles,  as  it 
gives  the  best  access  to  the  pelvis  and  calyces.  When  the  jielvis  has 
thus  been  opened,  stones  iire  sought  for  by  exploration  with  the  finger 
or  steel  sound.  The  narrow  entrances  to  enlarged  calyces  must  be 
dilated  and  all  calyces  examined,  as  stones  arc  here  often  left  unde- 
tected. If  the  pelvis  contains  a  large  stone  with  branches  extending 
into  the  calyces,  the  necks  oi  the  calyces  may  be  divided  to  free  the 
stone.  A  large  stone  may  be  di\'ided  with  a  cnisliing  forcqxs  to  facili- 
tate removal.  Ordinarily  a  flat  sound  or  director  can  be  passed  around 
the  corner  of  the  stone  to  free  it  and  lift  it  out.  As  a  rule,  however, 
the  stones  are  small  and  easily  removable. 

The  ureter  should  always  be  sought  for  at  the  bottom  of  the  peKis, 
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Fig.  33B. 


-Buection  ol  kidney.     Inserlioa 
of  suluTBS  (Tuffier). 


Fig.  309.— Bisection  oC  kidncjr. 
Sutures  tied  (TuSer>. 


and  a  probe  or  bougie  passed  down  into  the  bladder  to  make  certain 
that  the  ureter  is  patent,  that  no  stones  arc  arrested  in  it,  and  that  no 
strictures  or  bends  exist  If  the  pelvis  is  dilated,  oblique  insertion  of 
the  iireler  may  be  expected.  When  these  conditions  have  been  reme- 
died. |)ermanent  fistula  will  not  follow. 

The  treatment  of  the  wound  in  the  kidney-tissue  depends  upon  the 
condition  of  the  latter.  If  the  kidney  is  aseptic,  the  wound  is  united 
by  deep  and  superficial  sutures,  preferably  of  catgut  (Kigs.  32S.  329I. 
The  dcqj  sutures  of  heavier  catgut  pass  through  the  whole  thickness 
of  the  kidney-tissue,  while  the  superficial  sutures  of  finer  catgtit  take  in 
the  capsule  and  a  little  of  the  cortical  substance.  The  adipose  capsule 
anti  the  abdominal  muscles  are  united  by  buried  sutures.  Drainage 
with  gauze  or  a  tube  down  to  the  kidney  may  or  may  not  be  made, 
depending  entirely  upon  the  operator's  confidence  in  his  asepsis.  If  the 
kidney  is  infected,  or  if  infection  is  suspected,  it  is  safer  to  drain  either 
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with  a  tube  inserted  down  into  the  rcral  pelvis  or  by  packing  with  asep- 
tic i^auzc.  The  latter  is  preferable  when  hcmostasis  is  not  absolutely 
certain. 

The  after-course  is  usually  aseptic,  and  primary  healing  in  from  two 
to  three  weeks  is  common.  The  urine  is  bloody  from  three  to  seven 
days.  Fistula:  rarely  follow.  In  43  cases  collected  by  Tuflfier,  there 
were  3  deaths,  2  fistula,  and  38  recoveries. 

Nephrotomy  in  an  InficUii,  SitppttraHng,  Oftat  DUaUd  Kidney 
{Nephrotomy  Proper). — Lumbar  nephrotomy  is  the  operation  of  choice. 
The  operation  has  for  ic-s.  object  the  fvacuation  of  infected  fluid  (pus)  or 
non-infected  fluid  in  cystonephrosis,  the  remov.il  of  stones  if  present, 
and  the  local  treatment  of  the  infected  pelvis  and  calyces.  It  is  often  an 
operation  of  necessity  in  a  septic  patient  with  high  fever,  to  remove  the 
pus  and  put  an  end  to  the  septic  absorption.  The  adipose  capsule  is 
exposed  through  the  oblique  lumbar  incision — and  in  septic  cases  it  is 
transformed  into  a  thick  fibroliijoniatous  mass  adherent  to  the  surface  of 
thu  kidney.  This  is  divided  with  the  knifu  either  on  one  of  the  bulging 
fluctuating  prominences  or  along  the  convex  surface  by  an  incision  3 
to  4  cm.  (ll--ii^  inches)  long,  either  made  directly  or  on  an  aspirator- 
needle  as  a  guide.  If  a  large  infected  cystonephrosis  containing  a  con- 
siderable quantity  of  pus  is  found,  it  is  well  to  evacuate  the  pus  through 
a  trocar,  and  pull  the  sac  out  of  the  wound  with  forceps  before  incising 
it.  in  order  to  protect  the  outer  wound  against  infection  from  the  con- 
tained pus.  A  finger  is  now  inserted  into  tltc  pelvis,  whtlt_'  the  other 
hand  makes  compression  on  tlie  abdomen,  to  push  the  kidney  against 
the  exploring  finger,  thus  making  it  possible  to  palpate  the  whole  inte- 
rior of  the  kidney.  Stones  are  carefully  sought  for  by  the  finger  or 
steel  sound.  If  the  entrances  to  dilated  calyces  arc  narrow,  they  may 
be  dilated  by  forceps  or  the  finger.  The  object  of  tlic  operator  should 
be  to  transform  a  multilocular  cavity,  in  which  access  to  some  of  the 
dilated  calyces  is  difficult,  into  a  single  or  unilocular  cavitj',  in  order  to 
facilitate  drainage. 

If  the  patient's  condition  permits  of  more  than  the  simple  evacua- 
tion of  pus  and  insertion  of  a  drain,  as  it  sometimes  docs  in  non-infcctcd 
cystonephrosis  and  in  sntne  cases  of  bending  and  valve-formation  of  the 
ureter,  it  is  advisable  to  bisect  tlie  kidney  by  complete  longitudinal 
division  in  the  median  line  By  this  means  the  pelvis  and  all  the  calyces 
arc  exposed,  and  the  division  of  partition-walls  between  dilated  calyces 
with  narrow  necks,  for  thorough  exploration  and  evacuation  of  their 
contents,  is  made  possible.  It  further  permits  the  exploration  of  Ihc 
ureter  from  the  pcKns  and  operation  on  strictures  or  valve-formations. 
Bisection  is  preferable  to  a  shorter  incision  for  the  division  of  the  nar- 
row necks  of  calyces,  as  larger  ves.scls  may  be  divided,  which  will 
necessitate  ligature  or  searing  with  the  Paquclin  cautery. 

The  pockets  in  the  dilated  kidney  and  the  pelvis  arc  cleansed  with 
sponges,  in  order  to  remove  stringy  pus  from  the  walls,  to  which  it  may- 
adhere,  and  also  stones,  gravel,  and  incrustations.  Incomplete  removal 
of  stones  was  found  by  Tuffier  to  have  taken  place  in  1 1.3  per  cent, 
of  1 14  cases.  This  was  caused  by  the  difliculty  of  exploring  a  large 
sacculated  kidney  with  multiple  pockets. 

The  treatment  o(  the  kidney  wound  must  be  such  as  to  secure  free 
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is  parallel  to  the  uriniferous  canals,  the  smallest  possible  number  is 
divided.  Thus  the  minimum  amnunt  of  hemorrhage  and  of  atrophy  of 
kidney-tissije  will  fallovv,  A  sincjii;  incision  through  the  middle  of  the 
kidney  is  preferable  to  two  incisions,  one  at  each  of  the  poles,  as  it 
gives  the  best  access  to  the  pelvis  and  calyces.  When  the  pelvis  has 
thus  been  opened,  stones  are  sought  for  by  exploration  with  the  finger 
or  steel  sound.  The  narrow  entrances  to  enlarged  calyces  must  be 
dilated  and  all  calyces  examined,  as  stones  are  here  often  left  unde- 
tected. If  the  pelvis  contains  a  large  stone  with  branches  extending 
into  the  calyces,  the  necks  of  the  calyces  may  he  divided  to  free  the 
stone.  A  large  slone  may  be  divided  with  a  cru.shing  force|)s  to  facili- 
tate removal.  Ordinarily  a  flat  sound  or  director  can  be  passed  around 
the  comer  of  the  stone  to  free  it  and  lift  it  out.  As  a  rule,  however, 
the  stones  are  small  and  easily  removable. 

The  ureter  should  always  be  sought  for  at  the  bottom  of  the  pelvis, 
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of  sutures  (I'u  flier). 


Fig.  jag. — BuectiOR  of  kidney. 

Sutures  tktl  (TulBcr). 


and  a  probe  or  bougie  passed  down  into  the  bladder  to  make  certain 
that  the  ureter  is  patent,  that  no  stones  are  arrested  in  it,  and  that  no 
strictures  or  bends  exist  If  the  pelvis  Js  dilated,  oblique  insertion  of 
the  ureter  may  be  expected.  When  these  conditions  have  been  reme- 
died, permanent  fistula  will  not  follow. 

The  trfatmcnt  of  the  wound  In  the  kidney-tissue  depends  upon  the 
condition  of  the  latter.  If  the  kidney  is  aseptic,  the  wound  is  united 
by  deep  and  superficial  sutures,  preferably  of  catgut  (Figs.  328,  329). 
The  deep  sutures  of  licavier  catgut  pass  through  the  whole  thickness 
of  the  kidney -tissue,  while  the  superficial  sutures  of  finer  catgut  take  in 
the  capsule  and  a  little  of  the  cortical  substance.  The  adipose  capsule 
and  the  abdominal  muscles  are  united  by  buried  sutures.  Drainage 
with  gauze  or  a  tube  down  to  the  kidney  may  or  may  not  be  made, 
dcpcntiing  entirely  upon  the  operator's  confidence  in  his  asepsis.  If  the 
kidney  is  infected,  or  if  infection  is  suspected,  it  is  safer  to  drain  either 
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with  a  tube  inserted  down  into  the  renal  pelvis  or  by  packing  with  asep- 
tic j;auzc.  The  latter  is  preferable  when  hcmosta^is  is  not  absolutely 
certain. 

The  after-course  is  usually  aseptic,  and  primary  healing  in  from  two 
to  tlircc  vvt;eks  is  common.  The  urine  i.s  bloody  from  three  to  seven 
days.  FistulK  rarely  follow.  In  43  cases  collected  by  Tuffier,  there 
were  %  deaths.  2  fistula:,  and  58  recoveries. 

Nephrotomy  in  an  In/cctt\i,  Suppurating.  Often  Dilaii-d  Kuimy 
{^Nephrotomy  Proper). — Lumbar  nephrotomy  is  the  operation  of  choice. 
The  operation  has  for  its  object  the  evacuation  of  infected  ftiiid  (pus)  or 
non-infected  fluiil  in  cystonL-phrosis,  the  removal  of  stones  if  present, 
and  the  local  treatment  of  the  infected  j>elvis  and  calyces.  It  is  often  an 
operation  of  necessity  in  aseptic  patient  with  high  fever,  to  remove  the 
pus  and  put  an  end  to  the  septic  absorption.  The  adipose  capsule  is 
exposed  through  the  oblique  lumbar  incision — and  in  septic  cases  it  is 
transformed  into  a  thick  fibrolipomatous  mass  adherent  to  the  surface  of 
the  kidney.  This  is  divided  with  the  knife  either  on  one  of  the  bulging 
fluctuating  prominences  or  along  the  convex  surface  by  an  incision  3 
to  4  cm.  (li-J  J^  inches)  long,  either  made  directly  or  on  an  aspirator- 
needle  as  a  guide.  If  a  large  infected  cystonephrosis  containing  a  con- 
siderable quantity  of  pus  is  found,  it  is  well  to  evacuate  the  pus  through 
a  trocar,  and  pull  the  sac  out  of  the  wound  with  forceps  before  incising 
it.  in  order  lo  protect  the  outer  wound  against  infection  from  the  con- 
tinued pus.  .\  finger  is  tiow  inserted  into  the  peUn's,  while  the  other 
hand  m.ikes  compression  on  the  abdomen,  to  push  the  kidney  against 
the  exploring  finger,  thus  making  it  possible  to  palpate  the  whole  inte- 
rior of  the  kidney.  Stones  arc  carefully  sought  for  by  the  finger  or 
steel  sound.  If  the  entrances  to  dilated  calyces  arc  narrow,  they  may 
be  dilated  by  forceps  or  the  finger.  The  object  of  the  operator  should 
be  to  transform  a  inultilocular  cavity,  in  which  ;icccss  to  some  of  the 
dilated  calyces  is  difficult,  into  a  single  or  unilocular  cavity,  in  order  to 
facilitate  drainage. 

If  the  patient's  condition  permits  of  more  than  the  .simple  evacua- 
tion of  pus  and  insertion  of  a  drain,  as  it  sometimes  does  in  non-infected 
cystonephrosis  and  in  some  ca.scs  of  bending  and  valve-formation  of  the 
ureter,  it  is  advisable  to  bisect  the  kidney  by  complete  longitudinal 
division  in  the  median  line.  By  this  means  the  pelvis  and  all  the  calyces 
are  exposed,  and  the  division  of  partition-walls  between  dilated  calyces 
with  narrow  necks,  for  thorough  exploration  and  evacuation  of  their 
contents,  is  made  possible.  It  further  permits  the  exploration  of  the 
ureter  from  the  pelvis  and  operation  on  strictures  or  valve -form  at  ions. 
Bisection  is  preferable  to  a  shorter  incision  for  the  division  of  the  nar- 
row necks  of  calyces,  as  larger  vessels  may  be  divided,  which  will 
necessitate  ligature  or  scaring  with  the  Paquclin  cautery. 

The  pockets  in  the  dilated  kidney  and  the  pelvis  arc  cleansed  with 
sponges,  in  order  to  remove  stringy  pus  from  the  walls,  to  which  it  may 
adhere,  and  also  stones,  gravel,  anti  incrustations.  Incomplete  removal 
of  stones  was  fotntd  by  Tuffier  to  have  taken  place  in  tt.3  per  cent. 
of  114  cases.  This  was  caused  by  the  difficulty  of  exploring  a  large 
sacculated  kidney  with  multiple  pockets. 

The  treatment  of  the  kidney  wound  must  be  such  as  to  secure  free 


6o6 


mTRR^ATlO!^AL    TEXT-hoOK  OF  SURGERY. 


lumbar  drainage  for  a  time  sufficient  to  cure  the  pyelitis.  Thus,  the 
borders  of  the  renal  wound  are  united  to  the  skin.  If  the  kidney  has 
been  bisected,  the  ends  of  the  kidney  wound  may  be  united  and  the 
middle  portion  left  open.  The  e.xtcrnal  wound  is  united  at  the  upper 
and  lower  extremities  only,  leaving  open  the  middle  portion  which  has 
been  sutured  to  the  edges  of  the  kidney  wound. 

Drainage  of  the  kidney  is  made  by  packing  the  pelvis  and  calyces 
with  sterile  gauze,  which  may  be  removed  in  a  day  or  two  and  replaced 
by  rubber  drainage- tubes.  Drainage  of  the  lumbar  wound  is  made  by 
gauze  strips  or  rubber  tubes  on  the  outer  side  of  the  kidney  at  its  upper 
and  lower  poles. 

A  voluminous  aseptic  dressing  is  needed  to  take  up  the  pus  and 
urine  from  the  kidney.  The  quantity  of  urine  secreted  from  a  kidney 
which  is  to  all  appearances  useless  or  destroyed  may  be  unexpectedly 
ver>'  large.  If  this  be  the  case,  it  may  be  necessary  to  change  the 
dressing  once  or  several  times  daily. 

Tlic  /rritgnojij  iif  luinlMr  iifphtnininy  ticpcnd*  upon  ihc  disotp  for  which  ihe  operation 
hu  birci)  nuidc,  aud  <^«]>rcij|]y  u|>l>ii  the  condilioti  of  llic  ochrr  ki«lney.  Thr  oprnttion,  M 
MH^  ba>  very  little  Uaiigrr.  and  nuty  Uc  dune  vcr>'  rapidly,  as  for  simple  i^mcuaiion  of  pus. 
The  mortality  in  259  cases  colleirtecl  by  Tuffier  war  us  fvtiow? :  Pyonephrosis  with  and  with- 
out  stone,  2j.  j  per  icnt.  ;  HKptic  cy»loncphrosig,  iS  per  cciit.  ;  lubcrcnlous  pyelonephntis, 
47.8  per  cent. 

Tranapenloneal  nephrotomy  shoidd  be  abandoned,  as  it  U  far  inoce  danj[erous  aiid  ne\'er 
called  for.  Tti  moTtallty  in  pyunephra^s  wai  jo  per  eent. ;  and  in  h)'dron«phToUB  10  per 
ccnc 

A  perawnrnt  hnnhar  urlniiry  rmnla  wlU  remain  if  ihe  pa»aige  ihrongh  the  ureter  it  oM 
fr«e.  Of  220  «>«««  of  pynrcphrosis,  fistula  remained  in  43  per  cenl.,  aivd  in  aseptic  cfHo- 
nephroMs  m  66  per  ccnl.  ^Tulfier). 

Nephrectomy. — Total  removal  of  the  kidney  may  be  a  relatively 
easy  operation  when  the  i>rgan  is  not  enlarged  and  when  it  can  easily 
be  loosened  from  the  surrounding  tissues,  as,  for  instance,  in  case  of 
central  tuberculosis  or  i>f  a  small  malignant  lumor.  Commonly,  how- 
ever, the  o]>eration  is  dilTicuil  or  dangerous  when  the  kiihiey  is  con- 
siderably enlarged  or  Is  firmly  adherent  to  the  surrounding  organs. 

The  operation  is  eithtr  transperitoneal  or  extraperitoneal;  extra- 
peritoneal or  lumbar  nephrectomy  is  Uic  operation  of  choice. 

Lumbar  Ncpkrcctomy. — \\\  oblique  incision  is  made  from  the  outer 
border  of  the  sacrolumbjilis  muscle,  i  inch  below  the  twelfth  rib.  par- 
allel to  the  rib  tiownward  and  forward  for  about  I2cm.  (4J  inches). 
Exploration  by  the  finger  or  hand  reveals  the  size  ami  condition  of  the 
kidney.  If  there  is  not  sufficient  ojierating  space,  this  incision  is  pro- 
longed or  another  incision  at  an  angle  to  the  first  is  made.  The 
kidney  is  now  isolated,  and  either  regular  nephrectomy,  subcapsular 
nephrectomy,  or  nephnctomy  witli  mnrccllcnunt  may  Ix'  done. 

Regular  lie pkrec torn Y  is  done  viheu  the  kidney  can  be  ea.vily  isolated 
without  much  ilanger  of  injury  to  the  surrounding  organs.  The  si^c 
of  the  kidnex-  is  not  important  in  this  connection,  as  the  incision  may 
be  enlarged  to  obtain  space  for  handling  the  organ.  Isolation  must 
be  done  by  blunt  dissection  and  with  only  moderate  force.  The  hand 
must  loosen  the  kidney  down  to  the  hilus,  care  being  taken  not  to 
rupture  peritoneum  or  intestines.  Palpation  of  tht-  |)edicle  will  deter- 
mine whether  it  is  free  and  movable  nr  stiff  and  infiltraleil,  or  adherent 
to  the  vertebral   colunm  and  the  adjacent  soft  parts.     If  the   kidney 
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and  pedicle  are  freely  movable,  the  kidney  is  brought  cautiously  out 
of  the  wound,  so  that  the  pedicle  may  be  inspected,  and  isolated  liga- 
ture of  the  renal  artery  and  vein  is  performed.  This  is  accomplished 
as  follows:  A  btunt  aneurysm-nccdlc,  doubly  threaded  with  strong 
catgut  or  silk,  is  inserted  bclwecn  the  artery  and  vein;  the  thread  is 
caught  ami  divided  ;  the  anc;ur>'siii-needlc  reiimved.  and  each  half  of 
the  pedicle  ligated.  The  ends  of  the  ligatures  are  cut  short,  so  as  to 
avoid  the  risk  of  slipping  off  of  the  ligature,  which  may  occur  by 
pulling  on  the  ends  if  they  arc  left  long.  As  a  matter  of  additional 
security,  it  is  well  to  clamp  the  pedicle  on  tlic  distal  side  of  the  ligature 
with  a  bent  forceps,  so  tli.il  the  (>cdLcte  may  be  drawn  into  view  if  (here 
should  be  hemorrhage  after  the  kidney  has  been  cut  away.  The  ureter 
should  be  doubly  h'gatcd  and  divided  between  ligatures.  The  cndj>  of 
the  lower  ligature  are  left  long,  that  the  ureter  may  be  pulled  out  and 
examined  later  on  if  extirpation  is  necessary,  a.s  in  case  of  tuberculosis. 
The  artery  and  vein  are  then  divided  1  cm.  (0.4  inch)  distal  to  the 
ligature,  and  the  kidney  lifted  out  of  the  wound.  It  has  been  advised 
that  a  little  wedge  of  kidiK-y-tissuc  be  left  nri  the  pedicle,  to  secure 
against  the  sltpjiing  of  the  ligature.  This  is  not  wise,  for  in  most  cases 
in  which  nephrectomy  i.s  indJcatetl  harm  might' result;  in  malignant 
tumors  relapse  might  be  caused,  and  in  septic  cases  suppuration  of 
the  wound  might  ensue.  If  thrombotic  tumor-masses  hinder  manipu- 
lation of  the  pedicle  for  isctlated  ligation,  the  jjcdicle  may  be  caught  in 
a  clamp  with  broad  blatlcs  and  the  clan)|>-fL>rccps  left  on  for  thirty-six 
or  forty-eight  hours.  At  the  expiration  of  this  time,  the  forceps  is 
cautiously  removed  by  slowly  opciu'ng  the  jaws  of  the  forceps  without 
making  traction  on  it,  and  after  a  few  minutes,  if  no  hemorrhage  fol- 
lows, cautiously  lifting  the  forceps  out  of  the  wound. 

The  great  danger  in  nephrectomy  lies  in  hemorrhage  from  the  pedi- 
cle. Careful  ligation  should  therefore  be  performed,  and  after  the 
pedicle  has  been  dropped,  carefid  iiis]ic-cttnn  should  be  made  to  see  if 
there  is  any  hemorrhage  deep  in  the  woimd,  If  hemorrhage  persists, 
trust  should  not  be  reposed  in  Limponade,  which  is  inefTectivCt 
because  there  arc  no  firm  walls  in  the  cavity  against  which  pressure 
with  gauze  packing  can  be  made ;  the  wound  must  be  revised  and 
every  bleeding  point  ligatcd. 

Subcapsular  i^ephrectomy  (Oilier). — When  thick,  hard,  Bbrcus,  cap- 
sular masses  surround  the  kidney  and  hind  it  tn  the  |>eritoneum,  dia- 
phragm, colon,  vena  cava,  or  other  organs  in  such  a  manner  that  its 
isolation  would  cause  rupture  of  these  organs,  incision  is  made  through 
the  renal  capsule  to  the  kidney-ti.ssue.  This  is  now  loosened  and 
peeled  off  by  btunt  dissection  down  to  or  into  the  pedicle,  leaving  the 
fibrous  capsule.  If  possible,  the  pedicle  is  now  ligated;  if  not.  it  is 
clamped  by  a  forceps,  winch  is  left  in  place.  This  method  is  of  use  in 
chronic  suppurative  and  tuberculous  nephritis.  After  removal  of  the 
kidney,  the  inside  of  the  capsule  should  be  curetted,  to  remove  shreds 
of  kidney-tissue  or  granul.ition-tissue,  and  the  cavit)-  then  packed.  In 
case  of  malignant  tumors,  this,  or  in  fact  any,  Qi)eration  is  useless. 

Transperitoneal  Nephreclomy. — The  incision  is  median,  in  the  Unea 
alba,  or  lateral,  at  the  outer  border  of  the  rectus  muscle.  The  lateral 
incision   gives   better  access  li>  the  kidney.     The  intestines  are  held 
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aside  with  sterile  gauze  sponges,  and  palpation  of  both  kidneys  and, 
eventually,  of  both  ureters  is  made.  The  ptisterior  peritoneum  which 
covers  the  kidney  is  now  divided  on  cither  tlie  median  or  the  lateral 
side  of  ihc  colon,  according  to  its  location  on  the  anterior  surface  of 
the  kidney.  The  tumor  is  isolated  by  uncovering,  first,  its  anterior 
sui-face  down  to  the  hilus,  then  its  lateral  border,  next,  the  upper  and 
lower  poles,  and  finally  the  posterior  surface.  The  vessels  in  the  hilus 
arc  isolated  from  tlie  ureter  ;nid  Hgatcd  as  described  above.  The 
ureter  is  then  divided  between  two  ligatures  and  the  kidney  lifted 
out. 

Drainage  and  the  treatment  of  the  ureter  are  dtfTerert  in  septic  and 
a.*teptic  cases.  In  septic  cases,  the  ureter,  ^vhich  may  become  a  source 
of  infection,  should  not  be  dropped  into  the  wound-cavitj-.  but  must 
be  brought  out  to  be  united  with  the  skin  (Thornton),  cither  in  the 
lower  corner  of  the  abiEnniinal  incision  or  tlirougl;  a  counteropemng 
in  the  lumbar  region  (Morris). 

Drainage  of  the  wound-cavity  may  be  effected  through  the  abdom- 
inal wound  or  through  a  counteropening  in  the  lumbar  region.  In  (he 
first  case  the  opening  in  the  posterior  peritoneum  is  sutured  to  tlie 
wound  in  the  parietal  peritoneum,  excluding  the  peritoneal  cavitj'  from 
the  wound-cavity,  which  is  then  packed  with  gauze  or  has  a  tubular 
drain  inserted  into  it.  If  lumbar  drainage  be  preferred,  a  counteropen- 
ing is  made  in  the  hnnbar  region  for  the  insertion  of  a  strip  of  gauze 
or  a  drainage-tube,  over  which  the  posterior  jicriloneal  opening  is  then 
clo.sed  by  a  continuous  suture.  The  abdominal  incision  can  then  be 
closed  without  drainage. 

If  the  kidney  is  aseptic,  drainage  may  be  dispensed  with  and  the 
ureter  left  in  the  wiuind.  The  perirenal  or  posterior  peritoneal  wound 
is  closed  by  continuous  suture;  and  finally  the  abdominal  wound  is 
united  without  drainage. 

Accitit-nt!^  durit}^  Nephrectomy. — The  pleural  cavity  may  be  opened 
if  the  incision  is  made  too  close  to  the  twelfth  rib.  \Vlien  thi.s  occurs, 
the  opening  should  be  rapidly  plugged  with  a  sponge  aiid  united  by  a 
continuous  suture.  The  peritoneal  cavity  is  often  opened.  If  the  tear 
is  small,  it  is  easily  ciose«l  by  a  continuous  or  a  purse-string  suture.  A 
lai^c  opening,  with  loss  of  substance,  such  as  is  made  when  part  of  the 
peritoneum  is  extirpated  with  the  tumor,  should  be  clo.sed  by  suture, 
if  possible;  othcru'ise  it  should  be  packed  with  gauze.  In  aseptic 
cases  there  is  little  danger  from  opening  into  the  peritoneum  or  pleura. 
Any  opening  into  the  colon,  or  even  a  denudation  of  its  muscularis 
during  isolation  from  the  lumor,  must  Ix:  carefully  closed  or  covered 
in  by  Czcmy-Lembert  sutures,  and  a  <1raiii  insertc^d  down  to  the  place 
of  suture. 

Hemorrhage  from  the  vessels  of  the  hilus  may  result  from  cutting, 
from  rupture  during  isolation,  or  from  slipping  of  the  hemostatic  for- 
ceps or  the  ligatures.  Rapid  digital  compression  in  the  hilus.  and  cut- 
ting  away  the  kidney  piece  by  piece  or  as  a  whole,  may  give  access 
to  the  bleeding  vessel.     Rupture  of  the  vena  cava  is  rapidly  fatal. 

Symptoms  follcnviiig  Nephrectomy. — Shock  is  conimon.  and  is  often 
caused  by  a  diseased  condition  of  the  other  kidney.  The  urinary 
secretion  is  diminished  for  two  days ;  this  is  followed  by  progressive 
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re-establishment  of  the  secretion,  which  is  normal  on  the  seventh  day 
if  the  other  kidney  is  healthy. 

Operative  Results. — The  mortality  of  nephrectomy  has  been  given 
by  Tuffier  as  follows :  Primary  nephrectomy,  371  cases,  36.8  per  cent. ; 
lumbar  nephrectomy,  200  cases,  28.4  per  cent.  \  transperitoneal  neph- 
rectomy, 161  cases,  44.1  percent. 

It  is  natural  that  the  mortality  should  depend  upon  the  disease  for 
which  the  operation  was  done. 

Lumbar  nephrectomy  had  a  mortality  of  35  per  cent,  in  112  cases 
of  suppurating  kidney;  of  23.7  per  cent,  in  21  cases  of  aseptic  collec- 
tion of  fluid;  of  24.2  per  cent,  in  21  cases  of  tumor;  and  of  28.2  per 
cent,  in  46  cases  of  tuberculosis. 

Abdominal  transperitoneal  nephrectomy  had  a  mortality  of  42.2 
per  cent,  in  53  cases  of  suppurating  kidney;  of  32.4  per  cent,  in  49 
cases  of  aseptic  collections  of  fluid ;  of  59  per  cent,  in  66  cases  of 
tumors ;  and  of  36  per  cent,  in  1 1  cases  of  tuberculosis. 

In  36  cases  of  secondary  nephrectomy,  the  mortality  was  13.9  per 
cent,  only,  as  follows :  In  25  cases  of  suppurating  kidney,  the  mortality 
was  12  per  cent.;  in  3  cases  of  aseptic  collections  of  fluid,  none  died; 
and  in  8  cases  of  tuberculosis,  the  mortality  was  25  per  cent. 
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CHAPTER    XX. 
SURGERY  OF  THE  SCROTUM  AND  TESTICLE. 

Injuries  of  the  Scrotum  and  Testicles. — Open  wounds  of  the 

scrotum  arc  cumparativcly  rare.  Tlic  great  vascularity  of  the  scrotal 
tissues  predisposes  to  rapid  healing.  Strong  retraction  of  the  wound- 
margins,  due  to  the  elasticity  of  the  scrotal  dartos,  and  free  hemor- 
rhage, form  marked  peculiarities  of  these  wounds.  The  great  gaping 
of  the  wound,  which  is  occasionally  so  wide  as  to  expose  tlie  testicle. 
may  be  mistaken  for  loss  of  sub.stance. 

Careful  antisepsis,  complete  hcmostasis,  and  exact  .suturing^  of  the 
wound-margins  constitute  the  treatment.  Wounds  of  the  testicle  readily 
heal  by  first  intention  under  successful  asepsis ;  prolapsed  seminal  tubes 
should  be  replaced  and  the  tunica  albuginea  sutured.  Failure  of  tisep- 
sis  is  followed  by  prolapse  of  the  tubes,  and  may  result  in  necrosis  of 
the  organ. 

Contusions  occur  more  frequently,  and  arc  usually  accompanied  by 
extensive  extravasation  of  blood  into  the  loose  .subcutaneous  cellular 
tissue,  forming  the  h<rniaioma  SiToti ;  or  by  bleeding  into  the  paren- 
chyma of  the  testicle,  within  the  albuginea — futmaloma  UsHs.  The 
intense  pain  of  contusion  of  the  testis,  accom|>antcd  by  disposition  to 
syncoi^e,  is  characteristic.  Hn?matoma  scroti  or  testis  is  to  be  distin- 
guished from  hematocele,  whicii  is  a  circumscribed  swelling,  due  to 
extravasation  of  blood  into  the  tunica  vaginalis  propria  te.»;tls.  Subcu- 
taneous laceration  of  the  cord  is  rare,  and  is  often  followed  by  necrosis 
of  the  testis.  The  hematoma  is  to  be  treated  by  rest  in  the  horizontal 
position,  with  elevation  of  the  scrotum,  cooling  applications,  and  by 
gentle  and  methodical  compression  later  on. 
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Inflammations^  like  eiysipclas  and  phlegmon,  are  characterized  by 
enormous  swelltiig  of  the  skin  and  subcutaneous  tissues.  Ervsiftlas 
is  comparatively  rare  in  this  part  of  the  body ;  but  an  abrasion,  a  boil, 
an  eczema,  or  an  intertrigo  may  offer  the  atrium  of  infection.  In  deli- 
cate children  it  occurs  as  erysipelas  migrans.  Phlegmon  may  compli- 
cate erysipelas.  Extravasation  of  urine  and  peri-urethral  or  perineal 
suppuration  are  the  most  frequent  causes.  Gangrene  may  follow  either 
uf  the  above  conditions,  or  may  occur  as  a  sequel  to  infectious  diseases, 
like  small-pox.  scarlet  fever,  or  mumps,  or  after  slight  injuries  in  dia- 
betics OT  debauches. 

The  general  treatment  in  the  above  conditions  should  be  support- 
ing and  stimulating  from  the  outset.  Locally,  warm  antiseptic  poul- 
tices or  fomentations  of  aluminum  acetate.  Incisions  to  relieve  tension 
and  to  allow  the  escape  of  pent-up  septic  discharges  and  drainage  are 
indicated, 
sio 
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Elephantiasis. — See  Chapter  XXXIII.  (on  Tropical  Diseases). 

New  Growths  of  the  Scrotum. — New  growths  of  the  scrotum 
occur  occasionally  in  tlic  fonn  of  ]i])oma,  fibroma,  angioma,  or  cysts 
witli  tluid  contents.  Sebaceous  cysLs  are  not  infioqucnt ;  sarcoma  and 
melanotic  grnwtlis  are  very  rare  indeed.  Peculiar  to  tJie  scrotum  is 
the  epithelioma  VxiQw^'w  ^sihimmy-swct'p^  cancer  qt  \xvc-  and  paraffin- 
cancer.  Careful  study  secins  to  prove  that,  remotely  at  any  rate, 
chemical  irritants  are  the  cause  of  the  malignant  growths.  Chimney- 
sweeps and  workers  in  tar  or  paraftin  suffer  for  a  time  with  itchy  and 
moist  or  scabby  eruptions  of  the  scrotum.  The  continued  irritation 
gives  rise  to  papillary  excrescences  and  warty  growths,  which  eventu- 
ally undergo  carcinomatous  degeneration.  The  lymphatics  seem  to 
become  involved  late  in  the  disease;  hence  operations  for  the  removal 
of  these  yrawths  have  been  rather  successful. 
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Acute  Hydrocele.^ Acute  inflammation  of  the  tunica  vaginalis 
testis  propria,  or  acute  hydrocele,  is  either  the  result  of  trauma  (contu- 
sions, wounds,  foreign  bodies")^  or  is  secondary  to  chronic  or  acute 
inflammation  of  the  genito-urinary  organs,  especially  of  the  testis,  cpi- 
tlidymis,  or  prostate,  or  to  the  irritation  due  to  infection  by  insirumeii- 
tatinn  i»f  the  urethra  '^v\\A  bladder.  Occasionally  it  is  iluc  to  metastasis; 
more  often  it  is  the  result  of  the  treatnienl  of  chronic  hydrocele. 
According  to  the  exudate,  we  distinguish  a  serous,  a  fibrinoplasUc.  and 
a  suppurative  variety.  The  latter  form  is  almost  solely  the  result  of 
trauma  with  infection.  In  acute  infiammation  of  the  tunica  vaginalis, 
the  changes  met  with  are  similar  to  those  met  with  in  other  serous 
membranes.  The  membrane  loses  it.s  smooth  glistening  apixiarance; 
it  appears  red  and  injected,  and  is  covered  with  small  llak(_-^  of  fibrin 
rich  in  corpu.scular  elements ;  the  cavity  is  filled  with  fluid,  and  the 
capillaries  arc  greatly  distended. 

Symptoms. — Accompanied  with  pain  and  fever,  the  intensity  of 
which  depends  upon  the  character  and  the  quantity  of  the  exudate,  a 
roundish,  rjval,  fluctuating  swelling  makes  its  ap|jearance  in  front  of  the 
testicle.  The  testicle  is  differentiated  from  the  exudate  by  its  harflness 
and  the  extreme  sensitiveness  on  pressure.  In  the  suppurative  variety 
the  fever  is  higher  and  the  swelling  more  painful.  Occasionally  an 
exudation  takes  place  between  the  layers  of  the  processus  vaginalis 
funiculi. 

The  prognosis  nf  acute  hydrocele  is,  in  the  main,  favorable. 

Treatment. — \\\  suppurative  cases,  early  incision  and  washing  the 
cavity  with  warm  normal  salt  solution  are  the  proper  procedures ;  in  the 
other  varieties,  puncture  may  be  resorted  to  to  relieve  the  severe  pain. 
Usually,  rest.  su[>port,  cooling  applications,  and.  after  cessation  of  pain, 
gentle  systematic  compression  with  the  Fricke  bandage  will  be  suc- 
cessful. 

Chronic  hydrocele,  or  hydrocele  commtmis.  is  a  disease  more  fre- 
quent than  any  other  diseiise  of  the  testis  or  its  envelopes.  It  may  be 
found  on  cither  or  nn  both  sides. 

The  etiolojo',  in  spite  of  the  frequency  of  occurrence,  is,  rather 
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traumatic  variety,  due  to  bruising  of  the  testis  ;  the  symptomatic,  a  con- 
sequence of  gonorrheal,  syph- 
ilitic, or  neopIaKtic  affection  of 
the  testis ;  and  the  idiogxilhic, 
in  which  there  is  a  passive 
exudate  due  to  interfcrcnrar 
with  tlic  rt'turn  circulation. 

Pathotofcy.  —  The    patho- 
lofjical  characli-ristic  of  hydro- 
cele   is    the    accumulation    of 
serous  fluid  in  the  tunica  vagi- 
nalis (Kocher)(Kig.  330).  vary- 
ing   in    quantity  from   a   few 
ounces  to  niiiny  pints.     As  a 
rule,  this  fluid  is  of  a  light-yel- 
low or  amber  color ;  but  occa- 
sionally it  has  a  greenish  tint 
It  is  neutral  in  reaction,  witli  a 
specific  gravity  of  I02O,  and 
contains   a   large   quantity  of 
albumin,  varying  from  4.5  jjcr 
cent,    to    5.5   per  cent.     The 
microscope  shows  cholcstcrin- 
crj'stals  and  epithelial  or  endo- 
thelial cells,  and   occasionally 
spermatozoa.     The    latter  are 
supposed  to  be  derived  from 
some  of  the  hydatids  of  Morjjagni ;  most   likely,  however,  they  are 
found  only  when  the  contents  of  the  seminiferous  tubes  escape  into  the 
tunica  vaginalis.     At  first,  the  serous  layer  of  the  tunic  shows  little 
change ;  but  as  the  disease  progresses,  its  walls  thicken  and  undergo  in 
spots  a  calcif>'ing  or  ossifying  change  without  material  alteration  in  its 
epithelial  covering. 

A  .special  but  not  verj-'  frequent  variety  of  hydrocele  is  the  fibrinous 
— hydrocele  fihrinosa.  It  is  characterized  by  a  heavy  fibrinous  deposit 
which  is  found  in  the  villous  ramifications  upon  the  wall  of  the  sac. 
Gradually  these  villous  masses  become  more  and  more  pedunculated, 
until,  the  pedicle  giving  way.  these  fibrinous  bodies,  which  often  contain 
organized  connective  tissue,  float  free  in  the  serous  fluid.  In  this  form 
the  walls  occasionally  undergo  enormous  thickening,  which  makes  the 
recognition  of  their  real  nature  diflficult 

The  symptoms  arc  those  of  the  gradual  accumulation  of  fluid.  The 
enlargement  begins  at  the  lower  part  of  the  scrotal  sac  and  extends 
upward  toward  the  abdominal  ring.  It  is  pyriform  in  shape,  with  its 
long  diameter  almost  vertical.  The  testicle  lies  at  the  lower  and  back 
part  of  the  egg-shaped,  fluctuating,  and  frequently  translucent  tumor, 
which  lies  rather  forward  from  the  vertical  axis,  diflcring  in  this  par- 
ticular from  hemiae  or  scrotal  tumors,  which  remain  in  the  perpen- 
dicular line.  The  cord  can  generally  be  isolated  at  the  abdomin.il  ring. 
The  skin  shows  Uttle  change  from  the  normal,  being  marked  only  by 
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enlarged  voins  along  its  surface.  But  for  an  annoying,  dragging  sensa- 
tion, due  to  the  weight  of  the  swelling,  the  disease  is  remarkably  free 
from  pain.  The  testicular  sensation  is  unimpaired.  The  swelling  grows 
very  slowly,  but  in  its  progress  it  reaches  an  enormous  size,  and  appro- 
priates the  surrounding  skin  of  the  scrotum  and  penis  until  the  latter 
organ  is  fairly  buried  in  the  tissuL-s.  its  site  being  marked  by  a  depres- 
sion below  the  pubis.  When  the  swelling  is  lens;e  and  the  walls  rigid, 
fluctuation  is  not  readily  made  out.  As  a  rule,  however,  the  thrill  so 
characteristic  of  fluid  in  wave-like  motion  can  be  elicited.  There  is  no 
impulse  on  coughing.  Transluccncy  is  frequently  absent  in  hydroceles 
that  are  frequently  tapped  and  contain  a  liberal  admixture  of  blood. 
When  present,  it  is  a  most  important  sign.  To  elicit  it,  the  patient  is 
placed  before  a  strong  light ;  the  swelling  is  gr;ispcd  at  its  lower  and 
back  part  and  elevated,  niakitig  the  skin  tense;  the  tumor  is  held 
between  the  observer  and  the  tight,  and  the  proximal  end  of  a  long 
urethral  endoscopic  tube  is  placed  against  it  The  eye  applied  to  the 
distal  or  ocular  end  will  see  the  pinkish-red  Ught  shining  through  the 
swelling — -an  infallible  sign  of  the  presence  of  clear  fluid  in  the  swelling. 

In  the  diagnosis  <jf  hydrocele,  diflt-rcntiation  will  have  to  be  made 
from  hernia,  hematocele,  other  forms  of  hydrocele,  varicocele,  neoplasm, 
and  spermatocele. 

Hernia  may  complicate  hydrocele,  and  serous  exudation  may  take 
place  into  the  sac  of  a  hernia  {hydrocele  hcntialis).  The  hernial  sac, 
which,  according  to  Clocquet.  may  be  produced  by  traction  of  a  hydro- 
cele, generally  reaches  to  the  hydrocele.  When  the  hernia  descends 
lower  than  the  upper  end  of  the  hydrocele,  it  usually  Hl-s  behind  it. 
To  differentiate  between  hernia  and  hydrocele,  it  should  be  remembered 
that  hernia  descends  out  of  the  abdominal  ca\'it>',  through  the  external 
abdominal  ring  into  the  scrotum,  while  hydrocele  ascends  from  tlic  base 
of  the  scrotum  toward  the  abdominal  ring;  transluccncy  is  absent  in 
the  first,  and  is  usually  present  in  the  latter.  Introducing  the  finger 
into  the  external  ahdnminal  ring  in  hernia,  we  get  an  impulse  on  cough- 
ing ;  in  hydrocele,  we  fimi  the  spermatit  cord  free,  ajid  no  impulse  is 
communicated.  In  the  horizontal  position  hernia  will  recede,  or  may 
be  put  back  into  the  cavity  with  the  peculiar  hernial  slip  ;  the  liydrocele, 
unless  of  the  congenital  variety,  remains  unmoved. 

Hematocele  will  usually  be  diagnosed  by  its  more  rapid  growth,  the 
history  of  an  injury,  by  tapping,  and  by  the  absence  of  transluccncy. 
When  the  hydrocele  contains  blond,  diagnosis  m;iy  be  diflicult.  The 
various  other  forms  of  hytlrocelc  will  be  di.ignosed  by  tlieir  behavior 
and  shajjc ;  the  hydrocele  communicans,  by  its  fluid  returning  into  the 
peritoneal  canty  with  the  patient  in  the  horizontal  position ;  the  hydro- 
cele bilocularis,  by  its  hour-glass  shape ;  the  hydrocele  funiculi,  by  its 
position,  reaching  from  the  internal  abdominal  ring  t<i  the  upper  pole 
of  the  testicle;  the  spermatocele,  by  its  small  size,  (Kisition  in  the  cord, 
and  by  recognizing  the  character  of  the  fluid  withdrawn  with  the  hypo- 
dermic needle ;  varicocele,  by  the  peculiar  worm-like  feci  of  its  veins, 
and  by  its  disappearance  with  the  patient  in  the  horizontal  position  and 
elevation  of  the  scrotum. 

The  projcnosis  as  to  the  spontaneous  cure  of  hydrocele  is  unfavor- 
able, except  in  infants. 
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The  indications  for  treatment  of  hydrocele  arc  the  removal  of  the 
fluid  and  the  prevention  of  its  rcaccunuilation.  The  so-called  pallia- 
tive treatment  of  hydrocele  aims  only  at  the  first;  but  only  in  very 
rare  instances  it  is  followed  by  a  cure.  The  removal  of  the  fluid  is 
accomplished  by  means  of  a  trocar  and  cannula.  The  pain  of  the 
operation  is  slight,  and  requires  neither  {general  nor  local  anesthesia. 
The  patient  is  best  put  into  the  horizontal  position,  and  the  scro- 
tum and  surrounding  parts  arc  thoroughly  clc;inscd  with  soap  and 
water  and  asepticized,  The  .scrotum  i.s  grasped  with  the  left  hand, 
the  lower  back  or  testicular  part  resting  in  the  hollow  of  the  hand,  and 
the  skin  is  drawn  tight.  Avoiding  the  large  veins  which  course  along 
its  surface,  the  trocar  and  cannula,  held  in  the  right  hand,  with  the 
index  finger  i  inch  or  I J  inches  from  the  point,  is  plunged  at  the 
junction  of  the  middle  and  the  lower  third  into  the  tunica  vaginalis  in 
an  upward  ilireclion,  to  avoid  wounding  the  testis.  It  is  now  rotated 
and  turned  backward,  to  a.s.surc  it.s  end  being  free  in  the  cavity  of  the 
tunica  vaginahs,  and  the  trocar  is  withdrawn.  The  escape  of  the  fluid 
is  aided  by  gentle  compression,  and  on  the  removal  of  the  trocar  the 
little  opening  is  covered  with  a  small  pledget  of  cotton  and  painted 
with  aristol-collodion.  No  other  dressing  is  required.  In  the  great 
majority  of  cases  gradira!  reaccumulation  of  the  fluid  occurs.  The 
methods  for  the  radical  cure  of  hydrocele  are  numerous,  indicating  a 
considerable  diversity  of  opinion  as  to  the  best  means  to  be  adopted. 
They  may  be  classed  under  two  heads :  injection  of  irritating  fluids  to 
produce  adhesive  inflammation  and  abolition  of  the  sac;  and  incision 
of  the  sac,  with  or  without  partial  excision  of  the  parietal  tunic,  fol- 
lowed by  drainage,  or  tampon,  or  primary  closure  and  drainage.  When 
it  is  understood  that  even  after  incision  and  excision  of  the  tunica 
parietalis  occasional  relapses  occur,  we  do  not  wonder  that  a  consider- 
able percentage  of  failures  follow  the  injection  plan.  The  injections 
competing  for  surgical  fa^'or  are  the  iodin  and  carbolic-acid  solutions, 
the  iodin  injection  perhaps  at  present  being  the  one  to  which  resort  is 
more  frequently  made.  The  iodin  injection  should  be  used  after  with- 
drawal nf  the  fluid,  as  described  above.  The  undiluted  oflicinal  tinct- 
ure is  best,  and  should  be  used  in  quantity  varjnng  from  I  to  4  dram.s, 
proportionate  to  the  size  of  the  cavity.  After  injection  of  the  fluid  ihe 
cannula  should  be  plugged,  and  by  gentle  manipulation  the  iodin  should 
be  brought  in  contact  with  all  of  the  scrou.s  surface.  Upon  rcmox-al  of 
the  plug  the  iodin  will  flow  out  of  the  cannula.  Some  may  remain 
without  doing  harm.  Upon  withdrawal  of  the  cannula  the  wound  is 
sealed  with  aristnl-collodion  and  the  patient  put  to  bed.  As  a  rule,  a 
good  deal  of  pain,  of  a  nauseating  character,  extending  to  the  testicles 
and  along  the  cord,  will  be  experienced;  sometimes  only  a  fceUng  of 
warmth  or  burning  in  the  .scrotum.  Reaction  generally  comes  on  in 
from  two  to  three  hours.  The  parts  become  red  and  tender;  there 
maybe  accompanying  pyrexia;  and  the  scrotum  swells  to  its  former 
s>ze.  It  should  be  supported,  and  niorphin  should  be  given  to  relieve 
the  pain.  Cooling  applications  should  not  be  too  hastily  resorted  to,  as 
the  reaction  often  falls  below  the  desired  point.  The  patient  usually 
leaves  his  bed  in  from  four  to  six  days,  the  swelling  gradually  disap- 
pearing.    In  old  hydroceles  the  scrotal  skin  rarely  returns  to  normal, 
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and  a  suspensory  bag  may  be  worn  with  advantage.  Years  ago,  Huctcr 
rccommcnciud  tht*  injection  of  a  2  per  cent,  to  a  5  per  cent,  .solution  of 
carbolic  acid.  The  writer  has  never  had  any  succcw  with  it.  Kar 
preferable  i.s  the  method  of  1-cvis,  of  Philadelphia,  which  is  claimed  to 
be  less  jMiinful  tlian  iodui  injection,  more  certain  in  its  action,  and 
accompanied  by  less  risk  of  sioiijjhinj»,  and  which  allows  the  putient  to 
be  about  during  the  whole  course  of  the  treatment.  I  luivi;  had  only 
I  relapse  in  20  cases  in  which  I  employed  it.  Unless  carbolic  acitl  is 
used  in  excessive  quantities,  poisoning  need  not  ho  feared.  After  thor- 
oughly empt>*ing  the  cavity,  Levis  {quoted  by  Jacobson),with  a  sj'ringe 
which  has  a  nozzle  sufficiently  long  and  slender  to  reach  entirely 
through  the  cannula,  injects  from  10  to  20  minims  of  a  95  per  cent. 
solution  of  carbolic  acid;  liquefaction  should  not  be  produced  by  ht«t, 
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Tin.  s^r. — Thickening  of  tlie  lunlca  mf;iniilis  propria  after  ivpeiiiFd  lodin  injfctlonc  S, 
thicltfTicd  conl :  F.  (iiirt*  of  rpulidymis.  wiih  scleroUwd  cnnncctivc  tisstie  ;  A,  wsd*  .-iiKl,  over 
it,  hydrocek  (afu-r  Virclmwi. 

but  by  as  small  a  quantity  of  glycerin  as  may  be  required.  The 
sclerotic  thickening  that  occurs  after  repeated  injections  occasionally 
becomes  a  source  nf  failure;  the  accompanying  illustration  shows 
clearly  the  cxh-nt  to  which   this  may  take  place  (I'^ig.   '^y). 

Incision,  either  alone  or  with  partial  cxci.sion  of  the  sac,  should  be 
resorted  to  when  proj>erly  made  icidin  or  carbolic-acid  injections  have 
failed ;  also  when  the  sac  is  very  thick  or  rigid,  when,  because  of  sus- 
picion of  tuberculous  disease,  the  surgeon  wishes  to  explore  the  tunic, 
and  in  cases  of  congenital  hydrocele,  or  when  hernial  complications 
exist.  The  method  of  incision  is  simple,  and  was  revived  and  popu- 
larized by  Volkmann.  After  careful  disinfection  of  the  whole  scrotum, 
a  longitudinal  incision  over  live  whole  length  of  the  tumor  is  made, 
dissecting  down  to  the  sac.  followed  by  careful  ligation  of  all  blce<ling 
vessels.     The  sac  is  incised  to  admit  the  finger,  upon  which  the  tuntc 
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is  Split  to  the  level  of  the  external  incision.  The  sac  is  now  inspected ; 
if  fairiy  normal,  the  margins  of  tJie  serous  membrane  are  .stitched  to 
the  skin,  and  a  few  sutures  inserted  to  bring  iKe  wound-margins  to- 
gether, guaranteeing  broad  serous  contact.  A  drainage-tube  is  inserted 
into  the  lower  angle  of  the  wound,  and  an  iiinpk-  compressive  dressing 
applied.  At  the  end  of  a  week  the  patient  is  generally  able  to  leave 
the  bed.  Von  Kcrgmann  recommends  excision  of  the  parietal  sac  in 
all  cases,  as  does  Jacob.son,  also,  who,  in  addition,  passes  a  pencil  of 
silver  nitrate  over  the  visceral  layer.  ICxcrcsccnccs  and  granulation- 
masses  upon  the  visceral  lunic  require  removal  with  the  sharji  8i>oon. 


lie  33a.— Hydtocclt  funiculi  spermalld 
(cyMJc  hytlfwcdei  (idler  L.cM.*rr) :  A.  .-f,  *pcr- 
nimic  cord ;  B,  globus  mnjur:  C  |tl(>bu!>  miniiT 
•rpididymi*'  :  D,  tMti)> :  E.  E.  lunicn  vAginntb 
praprm  ;  I'.  E.  vxicttiaI  iJtln  and  3ulirtil;int^)U& 
tia&up ;  i7.  hrcirocftk  of  tli<;  conl ;  H,  //,  wall  □( 
llir  Iijclrrtcrlr— ihr  lepiiraic  laycn  uf  Ihc  prnc- 
euus  iraginallB. 


FlC  333, — Cnngcniial  hydrocele,  or 
bydrocde  conunonicam.  'I'unica  funiculi 
ctimmuntmiinfiwith  th«  periioocal  cavity 
ami  itic  caviiy  t>r  tunic:*  vaginalis  taia 
after  Liiiltartf:  «,  mticlc. 


Whatever  dr&ssing  is  applied  should  be  unirrit.-iling,  compressive,  and 
aseptic. 

Hydrocele  of  the  cord,  hydrocele  funiculi  spcrmatici  or  cy.stic 
hydnicelc,  re.sult.s  from  a  transudation  of  serous  fluid  between  the  sep- 
arated layers  of  the  processus  vaginalis  funiculi,  which  normally  is 
closed.  Most  frequently  it  is  of  a  circumscribed  character,  so  that  it 
forms  a  rounti  cystic  tumor  of  the  cord,  kncjwn  as  encj'Sted  hydrocele 
of  the  cord  (Fig.  332).  Sonutinies  it  involves  the  whole  length  of  the 
vaginal  process,  from  the  internal  abdominal  ring  to  the  upper  pole  of 
the  testicle,  in  which  ca.<ic  there  is  generally  a  constriction  at  the 
external  ring,  giving  rise  to  the  hour-glass  shaped  hydrocele  of  the  cord, 
tlie  hydrocele  bilocularis  (Hg.  3J4).     There  is  free  communication  of 
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the  fluid  between  the  two  loculi.  The  causes  of  these  hydroceles  arc 
similar  to  those  of  the  ordinary  hydrocele;  sometimes  thty  art-  chic 
to  trauma,  rarely  to  gonorrhea.  When  the  processus  vaginah's  closes 
neither  at  the  abdominal  nor  at  the  testicular  end,  a  serous  transu- 
dation taking  place  into  the  open  sac  forms  the  hydrncL-Ie  confjenita 
or  coninmnicans.  The  fluid  may  then  be  slowly  emptied,  the  patient 
being  placed  on  his  back,  into  the  cavity  of  the  periloncum  (Fig.  333). 

In  infantile  hydrocele  the  vaginal  process  closes  somewhere  above 
the  external  ring,  and  the  accumulation  of  fluid  may  simulate  a  hernia  : 
it  should  be  classed  with  congenital  liydrocelc.  Hydrocele  in  very 
young  babies  is  often  cured  by  a  single  withdrawal  of  the  fluid  with  a 
hypodermic  syringe. 

Among  cysts,  the  origin  of  which  is  entirely  different  from  those 
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FIG.  334.— Hydrocele  btlocnUn*  (afwr  Koclier) ;  Tt.  naritial  layer  of  rumor :  S.  spermatic 
cord;  AS.  cpididymU;  //.  lesris;  D.  cavily  o!  divetUculum  i  7^'.  ovity  o(  lunka  vaj^malis 
proprta;  Z.  inAammatoTy  new-fctfinatlon  between  visorral  und  parivlul  layers. 

just  described,  hut  which  oflers  great  .similarity  clinically,  is  spermat- 
ocele. This  is  a  cystic  swelling  containing  spermatozoa  tn  a  fluid 
of  a  whiti."ih.  soapwater-like  citlor.  It  is  found  at  or  near  the  point 
of  junction  of  the  epidifiymi'=;  and  the  testis,  at  the  opening  of  the  vasa 
defercntia  into  the  globus  major.  The  cyst  may  grow  into  tlie  tunica 
vaginalis ;  but  most  frequently  it  g^row.«  upward  and  backward,  and 
forms  a  swelling  along  the  cord  above  the  testis.  Tapping  i.s  the 
treatment. 

Another  form  of  cyst  of  the  cord  or  tunica  vaginalis  is  hemato- 
cele. This  is  a  collection  of  blood  in  the  tunica  vaginalis  testis. 
While  usually  of  traumatic  origin,  it  may  be  due  to  disease,  inflanuna- 
tory  or  otherwise,  of  the  serous  membrane,  analogous  to  pachymenin- 
gitis ha:morrhagica.     It  frequently  forms  an  enormous  swelling,  which 
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in  the  main  resembles  a  hydrocele ;  in  old  cases  the  walls  are  tliick, 
the  contents  not  fluctuating,  and  the  swelling  gives  an  impression  of 
solidity. 

The  diagnosis  is  often  made  by  means  of  an  exploratory-  incision. 

In  recent  traumatic  cases  the  treatment  by  t-lcvatioji,  cold  appHca- 
tions,  and  compression  lalcrr  oti,  may  be  effective.  If  absorption  docs 
not  take  place,  incision  of  the  sac,  evacuation  of  the  contents,  and 
antiseptic  irrigation  are  indituited.  If  the  bleeding  is  caused  by  incur- 
able (tisea.<c  of  tile  testicle,  resort  should  be  had  to  castration. 

Bpldidymitis,  or  qiididymo-orchitis,  in  tt.s  acute  form,  is  of  great- 
est frequency  in  young  adult  life,  and  its  most  prolific  cause  is  urethral 
gonorrhea.  It  begins  usually  from  the  fourtJi  to  the  si.\lh  week  of  an 
attack  of  gonorrhea,  when  the  disease,  beginning  near  the  meatus,  has 
travelled  back  toward  the  prostatic  portion  of  the  urethra.  Violent 
exercise,  .sexu.d  e.xcitemeiit,  e.\ccssjve  drinking,  ver\'  strong  injections, 
and  exposure  to  cold  determine  the  attack.  Later  in  the  disease  the 
introduction  of  catheters  or  sounds  in  a  case  of  stricture  have  a  like 
cRcct.  Direct  extension  of  the  disease  along  the  ejaculatory  duct  and 
vas  deferens  to  the  epididymis  is  the  most  reasonable  explanation  of 
the  attiuik  ;  metastasis,  symiKithy,  and  reflex  irritation  cannot  be  main- 
tained as  causative,  in  the  light  of  modern  pathology*.  The  prostatic 
urethra  is  deeply  injected  and  vascular;  the  mouth  of  the  ejaculatory 
duct  is  deeply  congested  ;  the  walls  of  the  vas  deferens  arc  red,  vas* 
cular,  and  infiltrated  with  inflanimator}'  deposits ;  and  the  brunt  of  the 
attack  is  borne  by  the  globus  minor  of  the  epididymis,  which  is  first 
reached.  The  body  and  globus  major  are  next  involved,  and  the  con- 
nective tissue  between  the  tubes  is  swollen  and  edematous.  The  tes- 
ticle itself  is  congested,  but  not  much  enlarged ;  the  tunica  \-aginaUs 
is  inflamed  and  filled  with  an  exudate ;  the  scrotal  tissue  is  red  and 
edematous. 

The  first  symptom  is  usually  a  sense  of  aching  and  a  dragging 
weight  in  the  testicle.  The  pain  soon  becomes  severe  and  of  a  nau- 
seating character ;  the  jiatient  instinctively  supports  the  testicle,  and 
describes  the  pain  as  passing  along  the  cord  to  the  groin  and  the  lum- 
bar region.  Chilliness  and  pyrexia  are  soon  added ;  the  swelling  of 
the  cpidid\-niis  and  scrotum  increases  rapidly ;  the  urctliral  dischai^ 
is  arrested ;  fluid  can  be  demonstrated  in  the  tunica  vaginalis ;  and  the 
cord  is  hard  and  swollen.  The  disease  reaches  its  height  after  four  or 
fi\x-  days,  then  gradually  recedes;  until  after  three  weeks  a  thickening 
of  all  the  tissues  and  a  swelling  in  the  globus  minor  alone  remain. 
The  disease  is  usually  unilateral,  but  occasionally  aftects  both  sides 
successively. 

The  prognosis,  as  regards  restitutio  ad  integrum,  is  poor ,  the 
globus  minor  frequently  remains  blocked,  and  permanently  interferes 
with  the  function  of  the  organ.  Abscess-formation  is  exceedingly 
rare.  Gangrene  and  peritonitis  may  occur  when  the  disease  aftects 
an   undcsct-mled  testicle. 

The  treatment  will  vary  with  the  extent  and  degree  of  inflamma- 
tion. In  most  cases  it  will  be  neccssar)'  to  keep  tbc  patient  in  bed. 
The  scrotum  should  rest  on  a  narro^v  pilloMT  placed  between  the  thighs, 
and  cooling  lotions,  like  the  hquor  plumbi  subacctatis  dilutus,  tinctura 
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opii,  or  ammonium  muriat.,  i  dram  to  a  quart  of  water,  should  be 
frequently  applied.  Applications  of  ice  are  most  useful  during  the 
first  forty-eight  hours.  To  get  the  best  cRcct.  two  rubber  bags  should 
be  used,  one  to  be  placed  under,  the  other  above,  the  testicle.  The 
ice  should  be  crushed;  the  weight  of  the  upper  b;ig  should  be  light — 
a  napkin  or  a  liandkerchicf  should  intervene  between  the  scrotum  and 
the  ice-bag.  Intense  pain  in  robust  patients  may  be  relieved  by  the 
application  of  a  leech  or  two  to  the  cord,  care  being  taken  to  keep  the 
leech-bite  aseptic.  If  cold  applications  are  not  readily  borne  by  the 
patient,  or  the  time  for  their  exhibition  is  passed,  warm  fomentations 
may  be  substituted.  The  scrotum  may  be  enveloped  in  cotton  wrung 
out  in  a  warm  boric-acid  solution.  To  prevent  the  annoyance  of  fre- 
quent manipulation,  the  cotton  may  be  covered  with  oiled  .silk,  and  a 
Japanese  stove  placed  upon  it  to  supply  continuous  heat.  The  bowels 
should  be  unloaded  by  the  administration  of  saline  laxatives ;  the  diet 
should  be  light  and  unstimulating.  Puncture  of  the  tunica  vaginalis  is 
rarely  neccssarj'.  After  cessation  of  the  acute  s>'mptoms.  strapping  of  the 
testicle,  after  the  method  of  Frickc,  will  favor  absorption  of  the  exudate. 
A  suspensory  bandage  should  bo  worn  for  some  time.  Potassium 
iodid  in  lo-grain  doses,  given  three  times  daily,  will  favor  absorption 
of  the  thickening  in  the  globus  minor.  Urethral  treatment  should  be 
abandoned  during  the  acute  stage  of  the  disease.  As  a  rule,  in  gon- 
orrheal cases  the  discharge  becomes  re-established  with  the  disappear- 
ance of  the  epididymitis.. 

Chronic  epidid3rmitis  may  follow  the  acute  or  the  subacute 
variety  of  the  inflammation,  or  it  may  result  from  a  chronic  condition 
of  the  deep  urethra.  In  the  majority  of  cases,  however,  the  cause  of 
chronic  epididymitis  is  syphilis  (see  Chapter  XXVI..  on  Sj-philis)  or 
tuberculosis,  the  latter  most  frequently.  Chronic  tuberculous  di.scasc 
of  the  testicle,  according  to  Treves.  "  may  be  either  (fi)  primary  or  (^) 
seconilary  to  tuberculous  deposits  in  sonic  other  [>art  or  organ  of  the 
genito-urinarj'  apparatus;  or  (r)  the  testicle  may  be  affected  with  acute 
miliarv'  tuberculosis  as  a  part  of  a  general  disease,  but  this  is  vcr>'  rare." 

Acute  orchitis  usually  occurs  in  combination  with  epididymitis, 
and  is  often  the  result  of  trauma ;  occasionally  of  inflammatory  proc- 
esses in  the  urethra,  the  bladder,  and  prostate  gland.  It  occurs  as  a 
metastatic  variety  after  general  infectious  di.sca.scs.  such  as  typhus, 
variola,  measles,  and  parotitis.  Acute  orchitis  is  always  difTu.se,  involv- 
ing the  whole  testis.  It  is  ushered  in  by  great  pain  and  swelling,  but 
the  swollen  organ  retains  its. normal  oval  form.  The  exudate,  which 
during  the  acute  sta^c  fills  the  connective-tissue  spaces  between  the 
seminal  tubes,  may  break  down,  and  suppuration  may  follow ;  in  the 
absence  of  infective  germs,  resorption  takes  place,  leaving  the  organ 
atrophied  and  softened. 

The  treatment  of  acute  orchitis  is  like  that  of  epididymitis.  Orchi- 
tis, wlien  chronic  from  the  beginning,  is  caused  by  .syphilis.  (Sec  Chapter 
XXVI..  on  Syphilis.) 

Tnberculoas  disease  of  the  testicle  usually  occurs  in  patients 
between  the  ages  of  twenty  and  forty  years  ;  the  epididymis  is  the  part 
usually  affected  first.  Injury  of  the  testicle  or  previous  inflammatory 
conditions  which  lower  the  resisting  force  of  the  tissues  form  the  pre- 
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disposing  causes;  the  presence  of  ihe  tubercle  bacillus  in  some  part  of 
the  genito-iirinar}'  tract  or  other  regions  of  the  body  is  the  essential 
cause  of  the  disease. 

Patholo^  and  Symptoms — In  tht:  earliest  stages  a  small,  Iiard 
nodule  is  found  in  the  yloljus  major  of  the  epididymis,  perhaps  acci- 
dentally discovered  by  the  patient,  which  is  sooner  or  later  followed  by 
similar  ones,  until  the  whole  epididymis  is  changed  into  a  hard,  irregu- 
lar, nodular  mass.  Somewhat  later  some  of  these  nodules  undergo 
caseous  degeneration,  soften,  and  break  down  in  one  or  more  places, 
and,  involving  the  skin,  form  fistulous  openings  or  sinuses,  from  which 
a  thin,  cheesy  material  exudes.  The  explanation  of  this  fact  is  thought 
to  be  found  in  the  vascular  peculiarities  of  the  epididymis,  viz.,  the 
extreme  tortuosity  of  tJie  arteries,  and  thc^  division   of  the  spermatic 
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¥\C,.  335. — TutKTcalotjs  of  the  body  uf  the  Intktr  and  arpidtdymis:  a.  body  of  the  to- 
tide  iltiddrd  wiih  lutH-rclw;  /,  enlorgMl  vpldNlymU;  i^^.  »of(t-ur<J  fibt^ii  and  lub«rcleSi  «,  skin 
of  Ihtr  scmtuin  inflcr  l^etsor}. 

artery  opposite  it  into  two  branches,  one  of  which  becomes  terminal  in 
the  epididymis.  The  vas  deferens  is  thickened  and  indurated,  irregu- 
lar nodules  studding  its  surface;  it  may  be  fairly  normal  along  its 
course,  but  at  its  extremities  the  disease  is  almost  always  demonstrable. 
The  affection  is  almost  painless;  the  patient's  general  health  is  poor 

(!''&•  335) 

The  dia^noAls  is  readily  made.     The  nodules  arc  to  be  diflcrenliatcd 

from  the  hard  masses  often  remaining  after  an  acute  epididymitis ;  the 
latter  Iiave  no  tendency  to  break  down  nor  to  form  fistulous  tracts,  nor 
are  they  associated  with  tuberculous  disease  of  the  prostate  or  of  the 
.seminal  vesicles.  From  syphilis,  it  may  be  differentiated  by  the  history 
of  the  case  and  the  inadequacy  of  antisj^philitic  treatment.  Malignant 
disease  is  marked  by  great  pain  and  weiglit,  rapid  growth,  and  involve- 
ment of  the  body  of  the  testicle. 


DISEASES  OF  THE   TESTICLE  AND  SPERMATIC  CORD.        62I 


The  prosnosis  is  bad  in  acute  cases ;  and  even  in  chronic  cases  it 
may  eventually  involve  the  whole  or^an  and  form  tlie  starting  point  for 
the  spread  of  thir  dist-asi.-  along  the  whok-  gcnilo-iirinary  tract. 

The  constitutional  treatment  is  that  usual  in  tuberculosis.  The 
local  treatment  should  nut  be  too  conservative.  Ablation  of  all  cheesy 
foci,  togetlior  with  the  thorough  use  of  iodoform,  may  check  the  dis- 
ease, and  .should  be  tried  first.  If  this  fails,  and  the  fungous  granula- 
tions and  fistuhu  ]>ersist,  castration  should  be-  resorted  to,  provided  the 
general  condition  of  the  patient  warrants  the  procedure. 

Varicocele  is  the  varicose  dilritatinn  and  elongation  of  the  veins  of 
the  pampinifonn  plexus  and  of  the  sjjennatic  conl.  accompanied  by 
great  relaxation  of  the  scrotum.  It  is  an  affection  of  puberty  and 
young  manhood;  in  a  large  proportion  of  cases,  it  begins  between  the 
ages  of  sixteen  and  txvcntj'-nvc  years,  and  spontaneously  decreases  or 
disappears  after  middle  life ;  very  few  old  men  are  troubled  with  it 

Pathology. — The  disease  usually  affects  tlie  left  side.  The  veins 
of  the  pampiriiforni  plexus  are  elongated,  tiilatcd  and  tortuous,  much 
increased  in  number,  and  arranged  in  peculiar 
loops  and  ftexuous  curves.  This  varicose  state 
is  most  marked  just  above  the  testicle  ;  it  rarely 
affects  the  veins  beyond  the  externa!  abdominal 
ring.  When  the  disease  begins  before  puberty. 
before thefull  growth  of  the  testicle,  it  will  inter- 
fere with  its  norm;iI  development ;  when  it  l»e- 
gins  later,  it  is  improbable  that  atrophy  of  the 
testicle  is  of  frequent  occurrence. 

Causes.^Most  probably  varicocele  is  pro- 
duced by  the  rapid  developmental  changes  at 
puberty,  and  by  the  increased  vascularity  due 
to  se.vual  excitement  in  veins  which  are  ana- 
tomically predisposed  to  varico.se  changes 
(^''2-  336).  These  anatomical  peculiarities, 
according  to  Treves,  arc  :  ( i )  their  great  tor- 
tuosity :  (2)  their  great  length  and  dependent 
position;  (3)  tlie  constant  pressure  to  %vhich 
they  are  subjected  by  the  contraction  of  the 
abdominal  mu.sclcs ;  and  {4)  the  ver>'  feeble 
t'is  a  tergo  with  which  the  blood  circulates 
through  them,  owing  to  their  great  length 
and  the  small  caliber  of  the  spermatic  artery. 
The  explanation  of  the  usual  occurrence  of 
varicocele  on  the  left  side  is  thought  to  be 
satisfactorily  furnished  by  the  following  ana- 
tomical peculiarities:  (i)  the  greater  length 
of  the  left  spermatic  vein  ;  (2)  its  emptying  at 
a  right  angle  into  the  renal  vein ;  (3)  its  posi- 
tion behind  the  distended  sigmoid  colon.  The 
disappearance  or  decrease  of  the  varicocele  at  uld  age.  however,  detracts 
from  the  plausibility  of  the  alxn-e  explanation.  More  likely  it  is  depend- 
ent upon  congenital  [leculiarities,  dissectiim  of  the  cord  in  the  fetus 
having  shown  an  excess  of  the  lumina  of  the  veins  of  the  left  side 


Fig.  336.— Varicocele  taftet 
Curlinf). 
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over  those  of  ihe  rii;hl  side.  As  cxcUinj^  causes,  may  be  mentioned 
chronic  obstipation,  occupations  requiring  violent  anti  frequent  con- 
tractions of  the  abdominal  muscles,  masturbation,  unsatisfied  sexual 
excitement,  and  the  nervous  relaxation  consequent  upon  these  tatter 
conditions. 

5ymptomA. — In  weak  and  anemic  men,  varicocele  causes  a  sense  of 
wei^lit  and  dragging,  occasionally  sjiasinodic  pain  aloii^  the  cord,  and 
frequently  mental  despojidcncy  nut  of  proportion  to  the  disease.  The 
testicle  may  be  smaller  and  flahljicr  tlian  normal,  although  frequently 
no  change  in  size  can  be  found;  the  scrotum  is  loose  and  flabby,  and, 
ttlitrn  the  patient  stands,  the  veins  swell  to  a  considerable  size  and 
feel  like  a  congeries  o{  easily  compressible  lubes  or  a  bag  of  "angle 
worms."     'riicv  arc  often  visible  through  the  skin. 

The  treatment  is,  in  the  majority  of  cases.  [wiUiative;  by  it.  most  of 
the  symptoms  are  kept  in  abeyance,  and  with  ailvancing  jcars  the 
trouble  ceases.  The  patient  should  wear  a  well-fitting  suspensory 
bandage,  should  bathe  the  parts  in  cold  water  daily,  should  keep  liis 
bowels  in  a  soluble  condition,  and  abstain  from  excessive  sexual  excite- 
ment. General  tonics  will  be  beneficial  in  most  cases;  and  »if  extreme 
value  is  the  cxertirtn  of  mural  control  over  the  nii-nt.d  condition  of  the 
patient.  When  this  Ireattiient  fails  to  relic\c  the  jjalient's  mental  or 
physical  distress,  or  to  fit  him  for  sonic  sjjccial  occup;ition.  resort  to 
radical  cure  by  operation  should  be  had.  It  is  performed  as  follows: 
After  shaving  and  thoroughly  cleansing  the  operative  territory,  an  inci- 
sion, beginning  i  inch  above  the  external  abdominal  ring,  is  carried 
downward  to  the  upper  pole  nf  the  testicle.  The  veins  of  tlie  cord  are 
exposed  and  must  not  be  injin-cd  ;  the  vas  deferens,  with  its  arterj'.  vemc 
comitcs.  and  nerves,  is  recognized  and  carefully  isolated.  Injury  of  the 
arter>'  (it  being  an  end-artery)  is  apt  to  be  followed  by  necrosis  of  the 
testis.  The  veins  of  the  cord  are  ligated  with  .stout  catgut  above  the 
epididymis,  and  again  at  the  abdominal  ring,  and  are  exci.sed  between 

the  ligatures,  which  are  now  tied 
together,  raising  the  testicle.  The 
usual  exudate  may  be  drained  ofTby 
a  catgut  (String  introduced  at  the 
lower  angle,  and  the  wound  sutured 
and  suitably  dressed.  A  separate 
guard  of  cotton  should  be  placed 
over  the  anus.  Where  ihc  scrotal 
tissue  is  very  lax  a  jjorlion  may  be 
excised. 

Tumors  of  tlie  Testi^e. — 
Solid  tumors  of  the  connective-tissue 
variety  are  not  frequent ;  fibroma, 
myxoma,  cnchondroma.  and  very 
rarely  myoma,  if  found,  jirescnt  no 
noteworthy  peculiarities  either  in  their  histological  arrangement  or  in 
their  chnical  characteristics. 

MaliKnant  Tumor». — Much  more  important  is  sarcoma  of  the  spin- 
dle- or  round-cell  variety.  It  is  most  frequent  at  puberty  and  early 
manhood,  and  can  occasionally  be  traced  to  an  injury.    The  accoro- 


Flfi.  337  — Sarco«n>  of  ihe  testicle. 
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panying  figure  (Fig.  338)  represents  a  sarcoma  of  the  round-cell  variety, 
removed  by  me  from  a  man  of  twenty  years. 

Carcinoma  of  the  testicle,  which  takes  its  origin  from  the  epithelium 
of  the  seminal  tubes  (Larghans),  occurs,  according  to  the  amount  of 
participation  of  the  connective- tissue  stroma,  as  the  hard  or  soft  variety 
of  cancer.  The  latter,  the  alveolar  or  medullary  carcinoma,  is  much 
more  frequent  tlian  the  former,  the  scirrhous.  Like  sarcoma,  carci- 
noma begins  its  development  in  the  testicle  itself,  and  involves  later  on 
the  epididymis  and  the  surrounding  tissues.  As  hing  as  it  is  confined 
within  the  tunica  albuginea  it  retains  its  ovoid  shajx-.  but  becomes 
irregular  and  bossy  after  having  penetrated  this  membrane.  Both  sar- 
coma and  carcinoma  then  grow  rapidly,  the  skin  becoming  fi.\cd  and 
involved.     Meanwhile,  the  lymph-vessels  of  the  cord  and  the  adjacent 
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Pk*  3j8. — Scclion  of  Mrcoma  of  th«  lotkle. 

glands  have  become  infected,  and  metastases  have  formed  in  different 
organs. 

In  the  diaj(nosis  of  malignant  disease  of  the  testicle,  differentiation 
from  tubercular  and  syphilitic  disease,  from  hematocele  and  the  various 
cystic  conditions,  ts  necessary.  A  careful  study  of  the  histot)'  of  the 
cases,  physical  examinations,  and  the  exploring-syringe  should  clear 
up  the  diagnosis. 

The  trt'atmcnt  of  malignant  disease  of  the  testicle  is  by  castration. 


DISEASES  OF  THE  SEMINAL  VESICLES. 

Inflammatory  diseases  of  the  vcsicula.-  seminales  arc  undoubt- 
edly of  frequent  occurrence.  Their  close  connection  with  the  prostate 
through  the  ejacuIator>'  ducts  makes  deep  urethral  inflammations  a  pro- 
lific cause  of  vesiculitis.  It  is  frequently  overlooked  or  taken  for  a 
prostatitis. 

The  chief  symptom  is  pain  referred  to  the  peritoneum,  the  groin, 
the  lower  rectum,  and  the  lumbar  region.   The  disease  produces  painful 
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defecation  and  painful  and  frequent  micturition.  According  to  Zeissl, 
"  there  is  one  symptom  which  belongs  exclusively  to  inflammation  of 
the  seminal  vesicles,  namely,  erections,  which  are  almost  constant  and 
so  painful  as  to  constitute  priapism.  With  the  urine,  blood  and  some- 
times pus  are  evacuated ;  seminal  fluid  escapes  at  stool ;  spermatozoa  are 
found  in  the  urine,  and  I  have  observed  ejaculations  of  a  reddish-brown 
fluid."  Examination  per  rectum  reveals  two  elongated  swellings  by  the 
side  of  the  prostate,  running  upward  and  outward,  at  the  base  of  the 
bladder.  The  inflammation  may  terminate  in  pus-formation  or  peri- 
tonitis ;  or,  becoming  chronic,  may  terminate  in  atrophy  or  permanent 
dilatation,  with  the  formation  of  concretions. 

The  treatment  is  similar  to  that  of  prostatitis.  The  bowels  should 
be  unloaded  and  kept  empty  by  frequent  warm  enemata.  The  patient 
should  remain  in  bed ;  morphin  should  be  given  to  relieve  pain,  or  bel- 
ladonna-and-opium  suppositories  introduced  into  the  rectum ;  hot  hip- 
baths give  signal  relief.  If  pus  forms,  it  should  be  evacuated  from  the 
perineum.  Dilatation  of  the  seminal  vesicles  may  produce  pain,  on 
sexual  intercourse,  so  severe  as  to  cause  syncope. 

MaUgfnatit  disease — sarcoma  and  carcinoma — is  generally  sec- 
ondary to  prostatic  or  bladder  disease,  or  is  a  direct  extension  from 
these  organs. 

Tnb^xmlosis  of  the  seminal  vesicles,  as  a  primary  disease,  is 
exceedingly  rare ;  secondarily,  it  occurs  in  connection  with  tuberculosis 
of  the  epididjTiiis  and  cord  or  of  the  bladder.  The  finger  in  the  rectum 
may  recognize  in  the  hard,  shot-like  nodules  of  an  enlarged  vesicle  the 
presence  of  tubercular  disease.  If  no  other  evidence  of  tuberculosis 
exists,  one  should  be  careful  to  exclude  concretions  or  phleboliths.  If 
primary,  the  aflfected  vesicle  may  be  removed  by  the  Zuckerkandl 
perinea]  incision.  For  secondary  disease,  it  can  hardly  be  a  legitimate 
procedure. 


CHAPTER    XXI. 
GYNECOLOGY. 

CONGENITAL  MALFORMATIONS. 

Ovary. — An  ovary  may  be  absent  as  an  acquired  condition,  it  hav- 
ing become  constricted  or  cut  off  bj^  peritoneal  bands  resulting  from 
inflammation.  TIk-  ovaries,  owinj;  to  arrest  of  dL-velopment,  may 
remain  pcrnianenily  rudimentary,  a  condition  JLssociated  with  uterus 
infantilis  or  uterus  fuetalis.  In  thc^e  cases  the  external  genitalia  may 
be  well  developed. 

In  addition  lo  n  rudituenljify  form,  (he  ovarv  nuy  also  be  ru>dinieiitary  in  its  slrucCunl 
dcvclnpmcni.  If  ihc  PflUgrr's  Utiles  lire  iniiiericcily  formwl,  mirmal  Graafinn  fnllictcs  c«ii- 
nu-t  i>c  ri'iiruducetl.  Supfrnitmerar-y  tnmrit!,  ur,  strictly  ipcakiiid;.  uii  cxtessi  of  ihc  [lumber 
of  nrrnmi  ovaries,  hnwe  not  ns  yrt  bWii  inrtcd.  The  cnsc?  trf  supcmiimcniT^-  ovaries  rtponnl 
by  wjii  Wintktcr  and  Kulkk  will  ivj(  Ucar  trilicifirn.  Actritcry  Mvtnis,  un  the  iithcr  hand, 
arc  not  unoumnion,  a^  [hey  arc  round  in  2  per  cent,  lo  J  per  ccni.  of  (he  cases.  Thi'f«  are 
detached  portions  U  ovarian  u»ue  produced  \iy  the  fuMivifiioii  of  an  oran-  by  peritoneal 
bands.  They  vary  in  size  from  3  ot  3  mm.  (0.0S-0.  ii  incb)  lo  1  or  2  cm.  (0.4-0.8  indi) 
in  diameter,  may  be  pedunculated  or  MMuile,  and  are  usually  litt-nird  xloiii;  the  pi-riioncal 
bordei-lloe.  Such  atccuoiy  ovaries  nuy  be  ibc  Kat  of  pathulugictil  procc^^es  uf  cystic, 
denryiitl,  or  aotid  rnrmaiinn. 

Di)/^iurittH/. —Thn  ovary  may  Ijc  arretted  in  lis  dcKeiit  at  any  point  belwetni  the 
lumbnr  rrginn  and  the  pclvii;  inlei,  tiiiil  may  >Hxiipy  a  portion  outside  of  !he  iruc  pelvis, 
alL-niiC  the  [jx>a<  muscle.  In  tJiU  lak  ihc  lube  wi^utd  remain  undefended  with  tbc  ovary, 
anil  its  lrn|*lh  wouhl  he  Lorrestxiiidingly  incmted.  .A  i^imilnT  di^plan-menl  may  be 
aojuired ;  tli'C  ovary  and  liiV>r,  r>e!iic  rni!>c<)  out  iif  [he  |>clvi»  liy  tlie  cnlni^cmeiit  uf 
the  uterus  during  pr^nam-y.  may  no|uiTc  adhesion)^  which  will  prevent  their  descent 
to  (heir  nonnal  location  durinu  involution  of  the  titcniv  The  course  of  the  uper- 
cuitic  vc!Hel»,  the  pre^nce  of  (lie  sospeiiiHiry  hganienl  q(  the  ovaiy,  oiid  the  chuactrr 
of  the  tnflamnuion-  ndhesiori<>  difrereniiuie  the  a«-(|ijired  diitplnrcmcni  fmm  the  con> 
MOitJil  anomaly.  Such  an  undcK:en>lcd  ovaiy  and  tube  may  l>ecomc  the  seal  of  patho- 
logical proeeuc^.  If  .liituited  in  the  right  ^ide,  an  arute  or  chrnnir  mtlammalion  ttoiiM 
be  difiicult  [o  dtB'erenliule  from  an  iip|H'iM)i<:i[is.  If  bitnaiiual  exniiiinatiuM  re^'eal  a 
nonnal  uterus  within  the  |>elviH,  and  an  ub>«iicc  of  ihe  oii-ar>*  anil  (ulx;  on  eilhei  *a\e.  the 
po««ibiliiy  of  their  non-descent  or  mispJacemem  should  at  once  su^^cM  itself. 

Inslmil  of  iKCiiining  arrt-ilt^l  at  Us  narmal  -litc.  the  ovary  may  nintimie  l«  descend 
■long  the  pelvic  brim  and  escape  from  the  abdumiuB)  cavity  ibrou^h  the  ojxrn  canal  of 
Nuck.  Thi*  pruccu,  which  is  similar  to  the  normal  de:K:ent  uf  the  ic>Jit:lc  Ibiuugh  the 
tnf[Uinnl  cannl,  constitutes  k^rtiia  o/tAt-  ,n>-ity,  and  may  be  fouitd  at  birth  or  very  soon  after ; 
or  il  may  dcvcli>p  at  a  later  period,  ll  may  be  either  unilateral  or  bilateral.  The  lube  may 
ewnpe  wiih  the  uvary,  but  it  has  been  found  herniated  without  the  ovary.  The  ovary  has 
been  found  in  femoral  \i  well  us  in  ubtumlor  and  sciatic  hcntia,  althuiq-'h  u&ually  ai»  a  com- 
plication of  inj^uinal  hernia.  In  the  inguinal  variety,  which  is  f»r  the  most  common, 
the  ovary  may  remain  within  the  c.iiui)  of  Nuck  or  may  pass  Ihruugh  it  into  the  labium 
nutius.  At  lirM  the  ovary'  i^  usually  rcihirilile  ;  hut  Inter  on,  a.^  a  rule,  it  becomes  irredn 
cihle.  In  many  ca*cs  (he  symptoms  produced  arc  so  dight  that  the  condition  remains 
unnoticed  ;  but  in  other  casr^  a  small  nu-vs  is  nuiiced.  whkli  lircome^  vuinewhal  enlarged 
and  tender  ai  each  mecislnul  [icriod.  The  uletu*  >>  usually  found  itvclincd  toward  the  side 
of  tlie  hernia,  and  moliun  cumiuunicated  !□  it  may  be  transmitled  to  (he  misplaced  ovary. 
Such  miiplncefl  ovaries  have  00  disturbance  of  function,  as  a  rule.  They  may  become  ine 
MEl  of  iathLromaloTy  proceiwes  or  u(  cystic  ur  Mtlid  new-formatiouK.  Strangutation  may  alio 
take  place,  giving  rise  to  acute  symptoms  simulaiinij  in  some  degree  inlestinal  strangalalion. 
Sloughing  rarely  iake>  place,  but  ai>«c<Mr4  may  form.  If  (he  ovary  i<  reducible,  il  may  be 
retained  by  a  suitable  truss  ;  if  irreducible  and  giving  rise  to  inconvenience,  the  canal  may 
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be  laid  open,  ih«  ovary  reinmed  to  its  nnmu!  location,  nml  ihc  nprning  closed.  If  it 
bccnmr*  4iT-in(^)U(tiL  or  the  *csl  of  pathoLogiCAi  rhanges,  It  flinuld  be  rpoKivcd  al  oncc^ 
Fallopiaa  Tubes.— CutnpU-tv  ab\tnu  of  die  Fkllopiun  lubo  is  found  onlf  in  cudocc* 
tioD  vrilh  nlii^ncr  ••{  oilier  genital  organK.  Ahitimce  of  one  tube  ifi  found  in  uterai  uai- 
cornjs.  The  tube  nuiy  esiM  %h  a  smnll,  alYiijihied  mnl  ihmiighoul  its  entire  length,  or  a 
snull  section  ( I  rm.  or  0.4  inch )  of  an  i>thrrwi«e  wi^ll-fnmed  lube  may  be  miuU  and  coa* 
traded.  Aa  atrophied  coimcctive-Uuue  curd  uf  tbU  lund  mAy  puucu  a  well-developed 
Bmbrialed  extremicy. 


Flo.  339.— Fallopian  lube  with  rlonble  Hmbriaied  extremity. 

Accessory  ostla  tubs  have  been  frer|uent]y  oh.servcd.  They  arc  aiiuated,  a»  a  lule, 
nem  ibc  hnibriatcd  end  of  the  tube  on  it&  free  border,  arc  kurrouadcd  by  well -developed 
fimbnif-,  and  r'unmunicale  willi  llic  liimn^  of  the  tube.  C'oncejilioii  may  take  place  ihrmigh 
an  acce^yury  iKlium,  (he  normal  oMiufti  on  cither  side  Ircing  cloxH  b>  inJlanunatuiy  adhe- 
siotLs.      SifniUr  ^m1llilio11^  nixy  he  ar(|viiTfil  I  KukitanHlcy )  (  Kii^^v.  J39>  J401. 

Accessory  tubes  are  Ttiil  infici[yently  met  with  [4  per  cent,  to  lO  oer  cent.,  Kou- 
mann).     Thty  vur^  (nmj  a.  few  niilliuiclcRt  lu  I  cm.  (0.4  luch)  ur  more  in  length,  and  maj 


Fta  340.— 'Fallopian  tube  with  ncccisory  nmbriated  exircTniiy  orlulnilc:  c.  Mtta  t)rtr«inlty; 

t,  accessory  cxtrcmiiy. 

or  nwy  not  possess  a  lumen.  I'hey  d<.'  not,  a«  a  rule,  communicate  with  (he  princi|«l  luhc, 
but  may  open  into  the  free  abdominal  cavity,  where  they  n«  usually  aanouoded  at  the  einJ 
by  well  developed  limhriiv.  Tbc*c  acccAory  tube«  may  lie  within  the  mMOSalpina  ;  mar 
become  dilated  with  tltiid,  farming  a  hydropanisalpinx ;  or  may  fonii  l«rgnr  cyM^  which 
have  been  mi»ukcn  for  parovarian  cysls.  An  cxlra-utmne  prq;nancy  may  devdup  in  u 
acceisor^-  tube  (see  Fi|;.  51). 

UteniS  and  Vagll**.— The  malfoTTnalion^  of  the  titeru-s  anil  vagina  arc  numeiotts; 
but  a-%  the  majority  possess  no  practical  surgical  interest,  they  require  only  brief  sieniion  in 
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■  genenl  wmIi  uf  ihi^  kind.     They  are  du«  lu :   I.  ArreU  of  develoiHaciit.     2.  Arrest  of 
growth,     3.  ArTctt  (if  development  and  gruwih. 

Th(^  are  sulMlividcd  bv  Nagol,  accurdiiig  u>  the  period  of  dcTekpmeat  «t  wbkh  Ibcj' 
occui.  into  the  foar  (ulluwing  ^>up<i : 

Oroup  I.     Before  the  formulion  of  thr  Keiiiul  cord. 
{\i\     Absence  of  utcru&  and  VAgina. 

\h)    l.'terus  duplex  scpantu:*  curi)  vagina  nrpsrata— uteruv  didelpbys — two  com- 
ulelciy  tcpafatcd  ulcri  und  vagina-. 
Group  t.     After  formntirhn  of  ih^  genital  cord, 

Utrrui  duple*  lnc.!irtii>  cum  ritginii  septa  ( Fig.  34I). 
)    Uicni«  ^\M\\s  duplex  lutems  bitocu]ari.«t  and  it»  varieties. 

Uienin  sub^iinuK  uiiiforis. 
I    Uterus  difori*  *upra  simples,  with  single  vagina. 
Utcni^  »ub:«cptus  unicvrporeus. 

During  the    prngre&sive  blending  of  the  iwn  MUlIerian  dncis  within  the 
genital  corcl  and  the  urogeoiuU  fold,  an  far  as  Hunter's  liKanicnl. 
(A)     Uterub  bkornis  anicoUiB. 


P     ^' 


.•\. 


FlC  341, — Ulenu  duplex  bjeornis;  both  sides  pregnant,  and  laid  open  to  show  conients. 

!i]   UterVH  aroMluft. 
k)  Uteiua  frubseptus  nntcollit  (rnmmon  body  with  fn-n  c.-tviiies  and  a  single  cer- 
vical canal). 
Croup  4.    After  complete  develc^ttwnt  of  the  uterus  and  vagina. 
(/)    Ulenu  fcKtalia. 
{m\  Uterua  infantilis. 
Xh)  Uterus  ftrtalis  imperforatus. 
\ii\    Utenu  ftrtalb  bicoroi.'i. 
(/*)  Uterus  inaidiformio. 
As  the  uteras  and  vagina  are  (onnrd  fnim  bitatrml  {mru,  varieiirs  of  the  sahdivitinns  of 
gmtips  2  and  3  cnay  U-  produced  by  an  arrc»t  nt  gmwih  of  itnc-hatf  of  ibe  inalfonned 
organ,  while  tht;  nppntiti^  bnlf  cxmtinups  to  iivcr(-a.>r  in  wtx-  rtrlatively  wtlh  the  n-itiainder  of 
the  body.      L'tinn   umromit  rpsulu  when  complete  atrnpJiy  of  tbc  arrc»ted  camu  takes 
place.     Thtt  cornii  mny  hav»;  various  de(!re*s  of  gtrtwtli.      It  may  posse**  a  cavity  thai  due* 
not  eniply  inln   (he  vagina  nt  the  well-fnTmed  romu,  allhmigh  n  frrr  Fallnninn  tidie  inny 
open  into  it.     It  may  be  attached  to  the  well-formed  coma  by  a  Abrous  cora  several  centi- 
meters in  length. 

Th*  malformations  of  thr  first  group  are  very  rare ;  and  as  they  occur  only  in  non-viable 
monstrosities,  need  no  further  consideration  here. 

The  malformaiiims  of  the  second  nnA  ihird  (trftups  nre  most  fret^uenily  met  with.     They 
are  perfectly  cucapatibk*  with  life,  health,  and  icprodjction,  and  are  it»ufllly  dixoTcred 
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McIdenuHy  or  poM  monrm.  The  si<3e.«  nf  ihc  uieni!>  arc  vHually  not  equally  d«vclopMl,  and 
ibe  septum  of  the  vngina  is  uflcn  intompldc.  t'pon  digital  cxamiDDlion  tbc  Kptum  u 
ouilf  ovnlnubfil,  a<i  ilic  t-xicnuit  ^tnitaU  give  rui  intlioitiun  uf  ch«  nnoRuilous  condition 
within.  MrnsUuMion  )s  nonaat :  nui)i<.'|,'aHlii>ii  nuy  uccui  on  either  ude  or  OD  boili  udes 
siintiliaiirotiUy  ( Fi^.  341  j.  Wiieii  t>n«  .'■idc  Is  |)rr8nuiit,  ih<?  upiKisite  siile  developii  a  drcidiu 
am)  tiKMistniaiixn  utiully  emir*,  although  It  hnt  been  known  In  continue  for  some  lime 
(I*.  Miilli-i).  I'regTiaiity.  lalHir,  ■i>d  titt:  piiet|K;(iutii  an;  oiriimonly  pa-vml  ihnMigli  vritlMHil 
uuusuai   iiKiilctUv 

ir  tlu:  vaginal  t.r|Jiuni  inierfcrcs  wilh  tlic  deircent  uf  llic  liiaiti,  it  »liuu]d  be  divided.  In 
ease  i>f  alrttniou  r<\  oiher  condiiicm  n»]uiHng  cureliacc  tlic  operator  shonld  guinl  aeainM 
Uic  mistake  of  cnlcrinR  ihe  healthy  ot  non-preKnani  fiidc  of  the  nlenuk 

I'ri^nanry  in  (in  iin|>en'cclly  •  let  (.-loped  ^ildc  Lif  a  double  utenu  may  become  a  Morce  of 
great  dui|ii.'r  to  the  life  of  butli  thild  and  muther ;  the  musculntDre,  bcin^  weak,  mav  be 
unable  in  rnntTnti  »n  as  \n  expel  t!)r  ehiUl  at  lenn,  or  mpiur*  uf  llie  uterus  may  ocrur  by 
reuMtn  of  the  ihifinc»  uf  iU  wnlU.  Rupture  uf  the  uterus  may  lake  place  at  an  earlier 
]wriod  of  ]irr)'TiiifMy.  umulalliig  i-lii»>ly  an  ectupie  prej^namy  with  nipiure. 

Tlie  septum  vaginii:  m;iy  be  piTfectly  formed  or  complelely  ab»rnt,  with  nn  infinite 
miniber  of  intcniiediale  Uuk' s.  ( liie  hiilf  of  11  duubLc  vuifina  may  be  rudimentary,  fonning 
a  pouch  which  has  no  exiemal  opening.     The  accuinulati<in  of  mcnjttnial  blood  in  this 


PlO.  343. — Uterui  unicornis:  ]>rc];nani  six  months;  (i^tu*  dead  thie*  monthi. 


nourb  and  in  tljc  nidimcnlar^'  half  of  tlic  uterus  o|)ening  into  ii  produce*  the  condition 
known  as  •' hfuiilytromeira  laUralh."  Shoidd  the  ocduHioii  be  at  the  cent*  without  a 
mdimeniary  vagina,  n  simple  h?inal>>mrira  la^e[aii^  wuuli]  be  pmduceil.  A  hcmelytroiQetn 
latciolts  may  nipturr  evternally  into  the  vagina  or  intcnully  into  the  general  perilonnil 
cavinr,  with  remltanl  septk  pcritoniti-.. 

The  space  at  cnir  cummand  will  mil  permit  detailed  consideration  of  the  rarer  formK  of 
malfnnnniion  of  the  uteru».  It  should  l»c  reiueni1)ercl,  however,  that  an-r%t  of  development 
may  take  place  at  any  pcriwl  prior  tu  tbc  complcie  devebipmcnt  of  the  single  utrniv 

In  addition  to  arrest  of  development,  an  arrcsi  of  gruwlb  of  the  uteiu»  and  vaigiiu  (*r  a 
failure  to  inirrave  In  *tre  ajiare  witli  th#  growth  of  the  Uxiy  may  occur.  ArrcM  of  growth 
may  be  n.^vK-iaied  with  anrsl  of  development  in  \K%  variou<t  form*.  When  the  arresi  of 
growth  ha«  occtirrc<l  at  an  extremely  eaHy  period,  the  uleru*  and  vajfina  may  be  tepre*«nied 
amply  by  a  mlid  fibrmiti  conl  (it/entt  mtfimfHt-rnur  soliJui).  These  caws  are  uwalljr 
claiied  a*  ahvnce  of  uterus  and  vagina.  Although  Ihio  is  clinically  true,  an  Mich  a  small 
cord  may  be  iitiiecticniMbIc  upim  rvnmlnalinn,  it  \%  not  strictly  correct.  The  lubes  may  lie 
rif  Ibe  sxmv  wdiil  fibmiK  character,  and  the  ovnrie*  may  be  present,  bni  are  often  imper- 
fectly deieUi(>i;<L  Tlic  evlcmal  genitalia,  licrasts,  and  dinale  form  may  prevnl  the  rK>Rnal 
chancterittU'v  All  mcnMrual  roolunina  arc  luoallj  absent,  but  lexiial  imput*ei  may  be 
preaetK. 
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In  pUce  of  B  Ninplr  fibmua  conl,  n  more  or  lout  Tadimenlnry  vagina  from  rmt  to  Mtvrral 
cenLinicters  in  length,  uiid  eixling  fts  %  blind  poucb  of  varying  caliber,  may  be  present. 

Ill  M/rrus  /-r/alif  the  i/lrrii»  Tcmiiins  ntKiul  llii-  si/.c  aiiiJ  sJinpr  iif  llie  ulrnis  "f  llir  iicw- 
bum.  The  vagina  in  prcwnt.  but  is  *niall  tinil  rudimentary.  In  utrru^  inpin/ilis  the  •irj^nns 
KOUtin  in  a  mthrr  stnAll  ut  infantile  tundiliun.  Mcii>truiilli>n  1*  uaunUy  pic>etit,  alth^juifh 
acuity.  Thi.^  condition  is  often  as^iQciaxcA  with  vicarious  menstniation.  Conception  is 
possible  whtn  the  nmMt  of  Krowlli  is  nut  too  pro  noun  ceil. 

Prfm.UHrf  iie:-thpm€Hl  tai  the  MxmiL  otnam,  including  'he  breasts,  pubes.  etc.,  may 
likewise  occur.  MenblruEition  may  bccotae  cital>li«he(l  at  a  very  curly  age,  and  pr^nancy 
ho*  bfrn  knnwn  to  ncrur  at  the  a(^'  of  eiRhl  years, 

MaltOrtnatlonS  of  the  Vagina. — .\b.^iKe  of  th<^  vafrim*,  vngina  ni4l!m  rata  rill,  und 
va|;iii.-k  M'jiia  i>i  lut  mily  \\\  t.iiiiiit.-Lli<ii(  with  tur[cs|>ondinj{  iruiitoniiBUotu.  of  the  uterus,  and 
hart  l>c«ti  ?uHi>.icnlIy  devrribcd  under  ihnt  hifading. 

Atre<JH.  l^ln^r(<T•r  and  diogviiiil  sc|>u,  .iiid  a^^lutinatitiii  of  Lhe  walls  of  ihe  vagina  are 
not  ci>n|2i^iiiU)l  iinoryialic*  iif  dcvclopTncnt.  Snt  af.|uireil  conditions. 

Mallorniations  of  the  H^men. — In  cuui|ilf{v  vagina  !>«|>in  with  duuble  urilicia 
vaniiiiu  ihiTi-  m.iy  be  n  druible  hyrneii  ;  more  cuinmimly  the  niL-dinn  edge*  mcTgr  Uigclhcr, 
rumun|{  a  luld  itUmg  Ibr  .Mrptum  und  ^ivtn^  ihc  .ijuj^aranccuf  ii  >in){lc  hymen.  Tht;  bymcn 
is  probably  never  nbM^nt.  aillhnu}(b  it  may  vary  in  <\tc  and  in  uuitinc. 

The  moil  important  .anomaly  of  ihc  liymirn  is  iinperf,traiu''H .  which,  although  very  rare, 
mnv  ^tisl.  Tlir  disturbani-e^  produced  by  iinperfDnle  hymen  will  be  considered  under 
aire-Ja  of  the  va);in9.  C»ng(-ntinl  cf%u  cl  the  hymen,  containing  a  whiiiih  or  reullty  fluid, 
have  IiL-cH  dfsitibfd. 

Hernuiphroill5nit — True  berTnaphr(Mli*>m,  nr  th«  uninn  of  the  two  aexen  tn  the  same 
individual,  1^.4  never  been  deinoiittrateil  in  tlic  human  subject,  and  priiba)>ly  docs  not  exist. 
80-called  piieudohermaphr'Hiiijn  is  n  mndilioii  imiducmi  bv  v.irioiiK  anitinulic^  of  )be  exlernal 
gcnitaU,  and  may  occur  in  eilhei  se^.  When  the  feiiuile  «e.^  pt •.-dominates  the  conditii>ii  19 
knnwn  Ai  ^naiuiria.  There  is  n^unlly  nn  liy|icnniplii<-d  rlimns.  ihi-re  may  b«-  brrnia  irf 
tbr  ovarir>  into  the  labia  mujor.i,  ibc  litbia  arc  often  ailhercul  in  the  niidline,  and  the  uterus 
■lid  ibe  rnf;ina  are  rudimentary. 

When  thr  mnle  «ex  predominate*,  the  condition  is  known  as  anJroff^-Ha.  The  lesticlef 
are  retained,  there  is  hypospadias,  the  urethra  may  open  inio  the  remains  of  the  urogenital 
iiiniLs  or  cloaca,  which  may  be  lar^e  enough  to  as:>ume  the  function  of  the  vaf^na  in  copula* 
lion,  and  Ihe  scrotom  is  imperfectly  developed,  forming  dimply  loose  bilateral  (olds.  StKb 
individuals  are  usually  sterile. 

{.'uniuderable  variety  ia  lhe  cHerniil  configuration  of  lhe«  patient»  may  cxin ;  but  a 
careful  cnnsideralion  of  llii:  devidoprtietit  of  the  geniluliii  will  usunlly  eiiuble  one  lu  drler- 
uine  to  which  sex  the  individual  bclou^s.  In  com  of  tloubt,  it  is  alwa/a  uicr  to  have  the 
individual  reared  asm  male. 


DISEASES  OF  THE  VULVA. 

Non-infectious  Diseases. — Trauma. — Contusion.s  of  the  vulva  in 
the  non-pucrpcnil  state  arc  usually  of  slipht  importance  and  require  no 
sjjccial  cotisitier.itian.  Duriny  the  latter  part  of  gestation,  however,  a 
contusion  from  wiilioiit,  or  from  descent  of  the  head  from  within,  may 
riijJturt*  \hi'.  Ltrt^e  venoijs  plcrxuscs  of  this  region  and  give  rise  to  enor- 
mous .subcutaneous  bcmorrliages,  which  may  even  have  a  fatal  termi- 
nation. These  larj^c  hcmatomata  reqin'rc  free  incision  under  the  strict- 
est asepsis,  removal  of  all  blood-clots,  and  Itjjation  of  all  bleeding 
points,  or  control  of  hemorrhage  therefrom  by  aseptic  or  iodoform- 
gauzc  tampon.ide. 

Incise<l,  punctured,  or  lacerated  wminds  froin  whatever  cause  should 
be  thoroiii^hly  cleansetl,  all  heniorrhajje  controlled,  and  the  parts 
coaptatcd  and  dressed  as  arc  wounds  of  the  soft  parts  in  other  regions 
of  the  botly. 

Varices. — X'aricosc  veins  of  the  vulva  arc  usually  associated  with  a 
similar  condition  of  tlie  veins  of  the  legs.  There  may  be  simply  a  few 
enlarged  tortuous  x-eiiis  extending  over  the  labia  and  nions  Veneris,  or 
veritable  varicose  tumors  of  considerable  size  may  develop  in  the  labia. 
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The  condition  is  always  markedly  worse  during  pregnancy,  and  may 
so  improve  after  confinement  as  to  give  rise  to  but  little  inconvenience. 
A  few  small  varicosities  around  the  labia  minora  and  inner  surface  of 
the  labia  majora  may  be  the  cause  of  an  interminable  pruritus  vulvx, 
especially  in  the  aged. 

Trtfjfmt-iii. — Mild  cases  call  for  no  special  tn-atnicnt.  but  where  tJie 
conditions  persist,  giving  rise  to  intense  pruritus,  pnin.  or  inconvenience 
from  enlargement,  the  veins  should  be  removed  by  operation.  During 
pregnancy  no  ojaeration  should,  of  course,  be  performed,  unless  una- 
voidable. During  labor  the  veins  should  be  carefully  guarded,  lest 
they  be  ruptured  subcutancously,  producing  an  extensive  hematoma, 
or  externally,  with  severe  hemorrhage. 

Kratirosis  vulvae  is  a  condition  of  atrophy  and  narrowing  of  the 
vulva,  the  result  of  innamnmtion  of  the  skin  induced  by  scratching  on 
account  of  intense  itching  (Velt}. 

The  rh>n{{n  founrl  in  the  »Vin.  nccnrding  to  OTihimnn.  mnoist  in  •  nuHcrd  atrophr  of 
the  pnpillary  layer,  Oie  icle  Malpi|<hu  beiit|;  often  rHaincd  unly  in  pUt«s.  The  coriuto 
los«  ilii  wuvy  arrnnRcmcnl  niul  boomrs  mrclchnl  and  KirniSL-*!.  Tlir  Ihhtiv  layer  it  (hick- 
en«d,  »nd  fomw  x-alc*  ami  pia[C!>  mode  up  uf  nmiiy  layer*  of  cells.  Surrouadiiie  the  alr<> 
pl)ie<l  am  Ixinlenrig  ihc  hcAJiLiy  >kiii  i»  «  tinnuw,  liypcrinjphicd  xonc.  wiih  mund-crll  infil- 
miion.  Ks  a  re^^uh  nf  the  cicatricial  contnc(ioT)  of  the  tkin.  [he  sebaceous  uid  sweat- 
gtaitds  arc  mo^dy  dcstruycd. 

A^  kraurosis  is  usually  preceded  bv  pniriivu,  the  etiolc^ical  factors  mentioned  under  the 
Utter  bead  are  also  iafiUumenCal.  Sot  all  ca»r»  of  pmtilufi,  hgwcrcr,  are  loUovted  by 
hrauru^is.  The  pnru  afTpcted  are  the  clitoris,  resiibule,  and  labia  mtnora  atKl  majoRi,  the 
eiLtcnt  of  involv'cincnt  varying  io  differctil  cAfXi-  It  may  be  unilateral.  The  surface  has 
a  whitish,  dry,  cunt  mined,  mujifhencd  ap|K-aTBiii-c,  wiih  oicasional  eciatichInod-ves!>*^v. 

I  )n  account  nf  ihc  atrophy  nnd  contraciioH  of  (he  liwite*,  the  vaginal  nrifice  U  ofteti 
narrowed,  iiilerferiii^  witH  coitus  iind  iMcim^^  M't'wyn  ditTiLully  duriti)>  cunfiQemeoL  Carci- 
noRU  hits  orc(i«onally  developed  in  the-  affected  fVkn. 

Tr6tttm0nt.-~lf  treatruenl  directed  ti>  the  cliulogical  conditions  fails  "^  >'  HMtally 
Aar\  to  Ki%e  relief,  the  Mily  recourse  t«  complete  excision  of  the  diseased  tissues.  In  this 
operalioti  care  ihuuld  be  talcen  not  (0  pnxlucc  funher  coittntctiun  of  tlie  uretlin  or  vagina) 
orifice. 

filephantiasis. — -True  elephantiasis  of  parasitic  origin  is  a  disease 
of  the  tropics.  What  is  commonly  called  elephantiasis  is  a  hyper- 
trophy of  the  normal  structures  of  the  region  affected.  The  outline 
of  the  enlargement  is  usually  not  shaq>ly  defined.  The  enlargement 
may  afiect  the  labia  majoni  or  minora.  Usually  one  side  only  is 
aflectcil,  or  the  condition  i.s  more  marked  on  one  .side  than  on  the  other. 
The  chorion  as  well  as  the  subchorionic  fibrous  and  adipose  tissues  are 
involved  in  the  enlargement.  The  lymph-glands  in  the  groin  arc  com- 
monly enlarged,  and  the  lymph-current  through  them  tnierriipted.  The 
mass  therefore  presents  an  edematous  appearance.  The  skin  is  dry, 
and  may  be  smooth  or  rough — even  wartj'.  The  alTeclion  generally 
appears  during  the  active  period  of  sexual  life,  and  xs  more  common 
in  the  dark  races. 

The  clitoris  alone  may  be  greatly  hypertrophied.  or  it  may  form  a 
part  of  the  general  enlargement.  The  labia  may  be  so  large  as  to 
form  pendulous  masses  hanging  between  the  thighs,  materially  inter- 
fering with  micturition,  coitus,  and  even  locomotion.  At  times  the 
condition  is  painful.  A  history  of  past  syphilis,  together  with  old  irri- 
tating discharges,  is  usually  present  A  tendency  to  ulcerate  is  fre- 
quently observed. 
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The  treatment  consists  in  removal  of  the  mass  by  operation.  Hem- 
orrhage [s  often  profuse,  and  suppuration  difficult  to  prevent. 

Tmnors  of  the  Vtilva. — The  nm.st  comn^on  bciiitiii  tumors  of  the 
vulva  arc  fibroniiita.  adcnomyomata,  fibraniyomnta,  and  lipomata. 

Ftbroma.^ — ^Hbromata  lake  tlicir  origin  Ka]  from  the  skin;  [b)  from 
the  dartos  fascia;  (r)  from  the  pcrioslciim;  (f/)  from  t]>e  round  Hga- 
mcnts. 

The  tumors  from  the  skin  are  peduncuhited,  and  vary  in  size  from 
that  of  a  pea  to  that  of  an  orange,  or  larger.  To  these  the  term 
fibnnna   mollusctim  is  sometimes  applied. 

Those  tumors  which  havL-  their  origin  in  the  round  h'gaments  usually 
contain  some  muscular  fibers,  thus  forming  myofibromaia  or  even  quite 
pure  myomata.     They  frci|ucntly  contain  numerous  small  cysts. 

Adenomyomata  Iiave  been  fmind  in  this  location,  which  have  their 
origin  in  misplaced  remains  of  Wolffian  bodies  <jr  Mullcr's  ducts. 
The  round  ligament  forms  a  cord  which  may  often  be  felt  extending 
from  these  tumors  to  \\vi  external  inguinal  ring. 

Fibromyomata. — The  other  fibromata  arc  composed  of  the  usual 
connective-tissue  fibers.  These  growllis  are  encapsulated,  and  there- 
fore cnuclcable.  The  skin  is  freely  movable  over  them.  They  vary 
somewhat  in  firmness,  are  of  slow  growth,  and  painless  unless  bruised 
or  injured.    The  proi>er  treatment  is  e.vcision. 

Lipomata  of  the  labia  are  rare.  They  may  be  congenital,  forming 
soft,  pedunculated  tumors  ;  or  acquired,  forming  the  usual  subcuta- 
neous, elastic,  lobulated  masses  of  slow,  painless  growth.  They  should 
be  excised  if  large  enough  to  give  rise  to  inconvenience. 

Cysts  of  the  vulva  arc  retention -cysts.  The  most  common  are 
cysts  of  the  vulvovaginal  or  Bartholin's  glands,  due  to  an  obstruction 
of  their  excretory  ducts,  the  result  nf  an  inflammation  usually,  if  not 
always,  of  gonorrheal  origin.  The  cyst  forms  a  fluctuating  oval  swell- 
ing, from  the  size  of  a  cherr>'  to  that  of  a  small  egg,  occupying  the 
tower  or  posterior  two-thirds  of  one  side  of  the  vulva,  projecting  more 
toward  the  mucous  surface,  so  as  to  displace  the  rima  vulvai  in  a  cur\-ed 
manner  toward  the  opposite  side.  There  is  u.sually  little  or  no  pain 
unless  there  is  acute  intlammation  ;  but  the  swelling  may  interfere  with 
coitus.  The  contents  of  the  cyst  vary  from  a  thick,  glairy  mucus  to 
a  chocolate-colored  fluid,  due  to  admixture  with  jius  and  blood. 

The  proper  treatmatt  is  removal  by  carefully  dissecting  out  the 
sac.  A  longitudinal  incision  is  made  through  the  skin  of  the  labium 
doAvn  to  the  sac,  and  the  latter  removed,  if  possible,  without  rupture. 
Hemorrhage  is  controlled,  and  the  wound  closed  by  sutures.  These 
cysts  may  also  be  treated  by  laying  them  freely  open,  painting  the 
interior  with  a  strong  solution  of  sliver  nitrate  or  iodin,  and  packing 
with  gauze.  The  result  is  not  so  certain  nor  so  satisfactory  as  that 
obtained  by  removal, 

Small  cysts,  from  a  few  millimeters  to  i  or  2  centimeters  in  diam- 
eter, arc  occasionally  found  in  the  labia  minora,  hymen,  and  clitoris. 
They  are  retcntian-cysts.  which  originate  in  the  sebaceous  glands,  give 
rise  to  but  little  inconvenience,  and  are  easily  removed. 

Hydrocele  of  the  canal  of  Nuck  may  be  mentioned  under  the  head 
of  cysts  of  the  labia.    During  intra-uterine  life  the  extra-abdominal  part 
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of  the  round  ligament  I's  surrounded  by  a  pouch  or  prolongation  of  the 
peritotituni,  which  is  kntnvn  as  the  canal  of  Nuck.  Tliis  is  usually 
obliterated  during  the  lattt.'r  part  of  fetal  h'fe,  but  occasionally  the  sac 
or  pouch  persists.  Accumulation  of  fluid  within  this  sac  gives  rise  to 
a  round  or  oval  tumor,  varj'ing  in  size  from  that  of  a  chcrrj'  to  that 
of  a  hens  egg  or  even  larger.  The  tumor  is  located  in  the  upper 
part  of  the  labium  niajus,  and  extends  toward  the  external  itiguinal 
ring,  which  it  sometimes  enters. 

I'his  variety  of  tumor  is  of  particular  inijwrtance  on  account  of  the 
frequency  with  winch  it  is  mistakc[i  for  hernia.  A  correct  dtagnosis  can 
usually  be  made  by  attention  to  the  following  points:  Hydroceles 
develop  slowly,  are  i>ainless,  give  rise  to  but  sliglit  local  disturbance. 
and  chat  due  entirely  to  location  and  size.  They  are  irreducible,  except 
occasionally,  when  the  neck  of  the  sac  retains  comniuntcation  with  the 
[leritoncal  cavity,  when  the  sac  can  be  tni|,)tied  b)'  stiueezitig  the  fluid 
back  into  the  peritoneal  cavity.  The  feeling  is  veiy  diflerenl  from  that 
of  a  hernia  as  it  slips  back.  They  arc  duller  on  percussion,  and  fluc- 
tuate unless  verj-  tense.  There  is  no  impulse  on  coughing,  except 
slightly  when  the  sac  communicates  with  the  general  cavity.  They  arc 
not  tcniler  unless  inflaniecl.  It  shoulil  be  remembered  liiat  an  inflamed 
hydroccU-  may  produce  symptoms  simulating  strangulated  hernia; 
nami-ly.  pain,  iLnderness,  vomiting,  etc.  A  hydrocele  may  coexist  with 
a  hernia,  the  sacs  being  separate.  An  old  hernial  sac  may  become 
occluded  at  its  neck,  till  with  fluid,  and  produce  practically  the  .same 
condition  as  a  hydrocele  of  the  canal  of  Nuck. 

The  proper  irmtnunt  is  to  cut  down  and  remove  the  sac  by  careful 
dissection.  Should  the  sac  extend  up  itito  the  inguinal  canal,  the  latter 
should  he  carefully  cl<ise<3  by  burieil  sutures,  to  guartl  against  jx>ssiblc 
hernia.  Owing  to  possible  connection  with  the  peritoneal  cavity,  the 
treatnu-nt  by  tapping  and  injection  should  be  abandoned. 

Venereal  Warts. — What  arc  usually  known  as  venereal  warts  are 
non-specific  growtlis.and  should  be  differentiated  from  syphilitic  condy- 
lomata. Thc>'  arc  distinguished  from  papillomala  by  being  discrete, 
superficial,  and  of  mptti  growth. 

They  apjxar  as  retldish.  acuminate,  sessile,  or  pedunculateil  growths 
on  the  vulva,  vagina.  cer\'ix  uteri,  perineum,  and  armnul  the  anus. 
They  are  the  result  of  venereal  or  unclean  genital  discharges;  but 
their  connection  with  gonorrhea,  except  as  a  predisposing  cau.<ic,  is 
doubtful. 

The  IrraUtifHt  consi.sts  in  removal  of  the  growth  by  caustics,  the 
cautery-,  curet,  or  scissors,  preceded  by  thonjugh  cleansing  and  disin- 
fection nf  the  fieUI  of  ()[H-ration,  and  followed  by  antiseptic  drc.ssing 
until  healing  has  taken  place. 

Urethral  Caruncle. — .\  urethral  caruncle  is  a  small,  red,  vascular 
tumor  protruding  from  the  urethral  orifice,  and  is  usually  located  on 
the  posterior  wall  of  the  urethra.  It  is  characterized  by  extreme  sensi- 
tiveness and  pain  on  urination,  coitus,  touch,  or  movement 

The  only  satisfactory  inatnient  is  by  extirpation  of  the  gronjvth  with 
caustics  or  the  actual  ouilerj'  when  it  is  small,  or  by  excision  and 
suture  when  it  is  large,  care  being  taken,  in  the  latter  case,  not  to  include 
enough  of  the  urethral  mucous  membrane  to  cause  stricture. 
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NON^INFECnOUS  DISEASES  OF  THE  VAGINA, 

Atresia  Vagiiue. — Hy  atresia  vagina;  is  meant  complete  occlusion 
of  the  vaginal  lumen  throughout  a  greater  or  less  part  of  its  extent 
The  occhisiun  is  due  to  adhesion  or  organized  union  between  the  oppos- 
ing vaginal  walls. 

Stciwsii  viii^iitte  is  a  partial  obstruction  or  narrowing  of  the  vajjinal 
canal,  due  to  organic  changes.  It  has  been  customary  to  divide  these 
cases  into  congenital,  due  to  anomalies  of  development,  and  acquired, 
due  to  post-natal  pathological  processes. 

Btiology. — Congenital  atresia,  in  the  sense  of  a  vitium  prima:  forma- 
tionis.  does  not  occur.  The  embr>'ological  development  of  the  vaj^ina 
furni-slu's  no  c>tp!;inatinn  af  transverse  vaginal  sepUL  While  the  occur- 
rence of  fetal  adliesions  helutcii  the  vaginal  walls,  due,  acconling  to 
Kussmaul,  to  intra-uterine  inflammatory  processes  at  the  time  of  the 
excessive  exfoliation  of  vaginal  epithelium,  has  been  admitted  as  a  theo- 
retical possibiIit>'  by  sonic,  no  post-mortem  findings  demonstrating  such 
a  mode  of  origin  have  been  presented ;  hence  all  cases  of  atresia  vagina: 
may  be  considered  as  of  post-natal  origin. 

The  cause  of  these  obstructions,  partial  and  complete,  is  to  be  sought 
in  changes  resulting  from  inflammatory  processes,  and  cicatricial  con- 
traction fullowiiig  traumata. 

Inflammatory  processes  may  occur  at  an  extremely  early  age. 
Bloody  discharges  from  the  vagina  have  been  obscrAxd  a  few  days 
after  birth.  Purulent  discharges  during  childhood  are  not  unconunon, 
and  while  such  discharjjes  usually  conic  from  more  superficial  parts,  as 
the  vulva  and  hymen,  llic  infection  may  extend  to  llie  vaginal  mucosa, 
producing  a  denuilalicni  uf  the  efHlliehum  of  the  btirder  of  the  folds,  with 
.subsequent  adliesions  between  opposing  fold.s.  Such  inflammations  may 
produce  almost  no  symptoms,  and  often  pass  entirely  unobscr\'cd. 

Acute  vaginitis,  frequently  of  a  diphtheritic  character,  may  occur  in 
the  course  of  the  acute  infective  di.scases  (diphtlieria,  scarlet  fever,  mea- 
sles, small-pox.  tj'phoid  fever,  pneumonia,  and  dysentcrj*)  and  Ix:  over- 
lookeil.  owing  to  the  severity  <if  the  primary  «iisfase.  Such  atresiii-, 
originating  at  a  very  early  period  of  cliilcilioinl,  give  no  indications  of 
their  presence  until  after  puberty,  when  the  primary  cause  has  long 
since  been  forj^otten  or  entirely  overlooked.  It  is  this  fact  which  has 
led  to  the  supposition  that  such  atrcsisc  were  congenital. 

The  traumata  which  are  followed  by  cicatricial  contraction  of  the 
vagina  include  those  connected  with  labor,  lacerations  nf  the  vagina  by 
the  child's  head  or  the  unskilful  use  nf  forceps,  or  slougJring  of  the 
vaginal  wall  from  pndongetl  pressure  of  the  child's  head,  and  cicatrices 
from  old  ulcers.  Other  trauniala  may  be  mentioned,  such  as  prnlonged 
retention  of  i>essaries,  foreign  hotJies  introduced  for  purposes  of  ma.s- 
turbation.  caustics  applied  to  induce  abortion,  burns,  and  direct  injur>' 
during  attempts  at  rape,  or  passionate  coitus.  Infection  with  cicatricial 
contraction  may  follow  any  of  these  conditions,  producing  partial  or 
complete  atresia. 

Two  conditions  may  be  mentioned  in  this  connection  which,  although 
not  of  tlic  vntiina  proper,  may  inthice  symptoms  similar  to  atresia; 
namely,  agglutination  of  the  labia  minora  and  itnperforate  hymen. 
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Symptoms. — StenoMS  or  stricture  of  the  vapina  seldom  gives  rise 

to  noticeable  syni[itonis  before  marriage.  Inability  to  consummate  the 
marriage  relation  may  lead  to  an  invcstiKation  and  the  discovery-  of 
stenosis.  Sliould  the  stenosis  be  situated  hi^h  up  in  the  va^^ina,  it  will 
probably  not  be  diseovercd  until  confinement,  wlieii  the  examining 
finger  deteets  the  obstruction. 

If  tlie  strictures  are  of  the  thin,  annular,  soft  variety,  they  may  offer 
no  resistance  to  the  descent  of  the  child,  and  may  even  he-  [K-rnianenlly 
cured  by  ihc  dilatation  which  occurs  at  that  time.  On  the  other  hand, 
should  they  be  hard  and  unyielding,  occupying  the  entire  thickness  of 
the  vaginal  wall,  and  of  considerable  extent,  they  may  interrupt  labor 
and  necessitate  Cesarean  section  or  Porro's  operation  to  effect  the 
delivery  of  the  child. 

The  cicatricial  contraction  may  involve  (hat  portion  of  the  vaginal 
wall  which  is  in  contact  «ith  the  ureter,  thus  obstructing  its  lumen  and 
producing  dilatition  of  the  ureter  above,  with  hydronephrosis. 

Complete  occlusion  or  atresia  of  the  vagina  is  rarely  discovered 
until  puberty  or  tlie  time  for  llie  esUiblishment  of  menstruation.  The 
periodical  occurrence  of  pain  and  the  usual  symptoms  of  menstruation 
in  a  young  girl,  unaecompanieil  by  the  flow,  or  the  gradually  increasing 
abdnniinal  tunmr  due  to  retainetl  menstrual  blond,  k'ad  to  an  investi- 
gation and  the  discovery  of  the  atresia.  An  examination  will  readily 
(Ictermine  whether  the  obstruction  i.<!  due  to  inifxirforate  hymen  or  to 
organic  occlusion  higher  up  in  the  vagina.  A  tumor  will  be  fe[tal)ove 
the  obstruction,  xvhich  will  vary  in  size  according  to  the  amount  of 
retained  menstrua!  blood.  The  blood  accumulates  first  Jn  the  vagina 
above  the  occlusion  (hen>atocolpt)s},  then  the  cervix,  and  finally  tlie 
corpus  uteri  Jjccnnie  disleiidttl  (liemalomctra).  Should  the  abdominal 
ostium  of  the  tube  I»e  cIos<cl  by  adhesions,  the  tube  may  liecomc  dis- 
tcndeii  (hematosalpinx).  I'he  occlu.sion  of  the  end  of  the  tube  is  due 
to  inflammator>*  adhesions  induced  probably  by  an  cxten.*iion  of  the 
infection  which  produced  the  vaginal  occlusion ;  hence  the  presence  of 
hematosalpin.x  is  not  an  indicatior]  of  the  congenital  origin  of  tlic 
trouble,  as  has  been  supposetl.  The  tubes  may  not  be  involved  in  the 
process,  or  one  or  boih  of  them  may  be  enlarged. 

Treatment. — Thin  annular  strictures  of  the  vagina  may  often  be 
permanently  relieved  by  simple  divulsion,  Tho.se  which  are  thicker 
and  firmer  should  be  divided  in  one  or  more  places,  and  the  mucosa 
carefully  stitched  over. 

In  imperforate  hymen  with  hematocolpos,  the  fluid  should  be  slowly 
withdrawn  through  an  aspirator  or  trocar,  under  strict  aseptic  precau- 
tions. The  opening  in  the  hymen  is  then  enlarged  by  incision,  to  pre- 
vent return  of  the  trouble. 

Occlusions  high  up  in  the  vagina,  when  tliin  and  membranous,  may 
be  relieved  by  incision,  with  suturing  of  the  mucosa. 

In  heniatonictra  the  fluid  should  always  be  evacuated  slowlj*.  care 
being  taken  to  prevent  infection  of  the  cavity. 

When  the  vagina  is  obliterated  throughout  a  considerable  extent, 
the  cavity  above  the  obstruction  can  be  reached  only  b\'  a  careful 
and  at  times  laborious  dissection,  under  guidance  of  the  finger  in  the 
rectum  and  a  sound  or  finger  in  the  bladder,  to  prevent  accidental 
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opening  of  these  organs.  The  surface  of  the  new  canal  should  be 
coveied  with  mucosa  when  possible.  If  this  be  impossible,  plastic 
operations  utiHzing  the  mucosa  of  the  labia  have  been  successfully 
performed. 

The  canal  often  contracts,  however,  in  spite  of  all  that  can  be  done; 
and  tlie  surgeon  is  finally  forced  lo  resort  lo  the  introduction  and  ]3er- 
mancnt  retention  of  a  suiUtble  tube  of  hard  rubber  or  other  material 
lo  maintain  the  patency  of  the  canal.  This  should  be  carefully  watched, 
lest  i)rolonged  retention  cause  perforation  into  the  rectum. 

When  the  patcncv  of  the  canal  cannot  be  maintained,  the  removal 
of  the  tubes  and  uterus  may  become  necessary.  When  hematosalpinx 
is  combined  with  lienialonietra,  the  danger  of  rupture  of  the  tube  dur- 
ing the  evacuation  of  tlie  hentatoraetra  is  great.  Septic  peritonitis  has 
usually  folloueil  this  accident,  and  for  this  reason  it  is  considered  by 
same  ojjerators  safer  to  remove  the  distended  tube  by  ventral  celiotomy 
before  evacuating  the  fluid  from  below. 

Injuries  of  the  Vagina. — Injuries  of  the  vagina  other  than 
operation  wounds  may  be  arranged  under  two  heads :  {a)  Those  due 
to  internal  violence,  such  as  parturition,  the  spontaneous  expulsion 
of  large  po[y|)oiil  tumors,  etc.     {b)  Those  due  to  external  viulence. 

Injuries  produced  during  parturition  arc  extremely  common,  and 
will  he  dealt  with  elsewhere  in  this  volume. 

Injuries  due  to  external  \'iolencc  arc  rare,  and  are  usually  produced 
by  falls  upon  more  or  less  pointed  objects  which  puncture  or  lacerate 
the  vaginal  walls.  Laceration  of  the  vaginal  wall  has  occurred  during 
coitus;  but  this  would  be  liable  to  occur  only  in  a  rigid  atrophied 
vagina  or  where  a  marked  disproportion  existed  between  the  size  of 
the  two  organs. 

Treatment. — Such  lacerations  should  be  thoroughly  cleansed,  all 
hemorrhage  controlled,  and  the  wound  sutured.  If  the  wound  is 
already  septic,  it  should  be  cleansed,  and  packed  with  iodoform  gauze. 
Sutures  should  be  dispensed  with  until  the  wound  is  in  a  healthy  con- 
dition, when,  if  it  should  be  necessarj,-,  suturing  may  be  done  as  a 
secondary  operation. 

Cysts  01  the  Vagina. — Cysts  of  the  v;igina  may  occur  at  any 
time  of  life,  but  arc  most  commonly  noted  during  the  reproductive  age. 
They  arc  found  more  frequently  on  the  anterior  or  anterolateral  wall, 
but  may  be  located  at  any  point,  and  may  be  cither  single  or  multiple. 

According  to  their  origin,  vaginal  cysts  may  bu  divided  into  those 
arising  from:  (**)  Mucous  glands  in  the  vagina!  wall;  (/»)  remains  of 
Gartner's  duct ;  (r)  epithelial  inclusions;  (rf)  dilatation  of  lymph-spaces. 

Mucous  glands  are  not  normally,  or,  at  least,  not  commonly,  pres- 
ent in  the  vaginal  mucosa,  but  they  have  occasionally  been  found 
(v.  Prcuschcn,  Rugc,  V'cit).  When  present,  such  glands  may  give  rise  to 
cysts  from  retention  of  secretions.  These  cysts  \-ary  in  size  from  that 
of  a  pea  to  that  of  a  hen's  egg;  they  project  abruptly  into  the  lumen 
of  the  vagina,  are  spherical  or  oval  in  shape,  slightly  acuminated  or 
flattened  on  top,  and  translucent  at  the  thinnest  part.  The  cyst-wall 
is  composed  of  connective  tissue  lined  with  a  single  layer  of  cylindrical 
epithelium,  often  ciliated. 

Cysts  arising  from  Gartner's  duct  may  be  much  larger  in  size  and 
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I^nijcct  into  the  ti[i|H:r  latt:ral  wall  of  ttiL*  vaunia.  A  rounded  cord 
iiflcn  fxltrnds  from  llic  npiKT  ])«rl  nf  the  lyst  inU»  the  bn^aJ  liga- 
ment to  the  sule  of  the  uterus,  *[']iis  may  occasionally  be  followed  by 
a  probe  from  the  interior  of  the  cyst.  At  times  the  c\'st  may  be  ver>' 
large,  extending  into  tJic  broad  ligament  and  even  filling  half  of  the 
pelvis,  the  part  projecting  into  the  vagina  forming  but  a  small  portion 
of  the  entire  cyst  1  tie  eyst-wall  here  conlaitis.  in  addition  to  a  single 
layer  of  cubical  e|Mtlieliiini  ami  connective  tissue,  a  la)'er  of  niiisculnr 
ti.<isue  such  as  is  found  in   Gartner's  duct. 

Cysts  from  epjtlielial  inclusions  arise  from  misplaced  epithelial  nests 
becoming  entangled  In  cicatrices  the  result  of  surgical  operations  in 
the  vagina,  or  more  frequently  in  healed  lacerations.  They  arc  usually 
quite  small,  and  are  lined  with  nudliple  layers  of  flattened  ejiithelium 
such  as  normally  lines  the  vagina. 

Cysts  from  dilati-d  lym]jli-spaccs  lined  with  a  single  layer  of  endo- 
thelial cells  arc  very  rare,  anti  usually  follow  colpohyperplasia  cystica. 

The  contents  of  these  dilTcrent  cysts  varies.  It  may  consist  of 
thick,  glairy,  transparent  or  brownish  mucus ;  or  of  a  thin  serous  fluid, 
often  containing  blood-cells  and  many  desquamated  epithelial  cells. 

Symptoms. — Ordinarily  these  cysts  give  rise  to  few,  if  any,  symp- 
toms. They  may  exist  for  many  years  without  Ciiusing  any  inconveni- 
ence; rarely,  one  is  .•sensitive  or  painful  tii  the  toiTi  li  (Geyl).  and  may 
thus  interfere  with  coitus.  Very  large  cysts  may  interfere  with  labor 
or  maj'  be  ruptured  during  the  descent  of  the  child,  in  which  case  they 
usually  refill. 

The  treatment  consists  in  cutting  o(T  the  major  portion  of  the  cyst 
and  overlying  mucosa,  and  siitcliing  the  remainder  of  the  cyst-wall  to 
the  vaginal  mucosa  (."^cIinHU-r) ;  or  in  dissecling  out  the  e\st  entirely. 
The  latter  is  preferable,  but  in  tile  very  large  cysts  which  extend  into 
tin-  liroail  ligann-nt  it  may  be  djfiicult  or  inipos.sibIe. 

Myoma  of  the  Vagina. —  Myomata  or  hbromyomata  of  the 
vagina  arc  quite  rare.  Histologically,  they  are  composed  of  unstripcd 
muscular  tissue  or  a  combination  of  fibrous  and  unstripcd  muscular 
tissue.  Their  histogenesis  is  not  clear;  but  Wit  has  suggested  their 
possible  origin  in  Gartner's  duct.  No  adenomatous  ti.ssue  lias,  how- 
ever, yet  been  fiuinti  in  them.  They  are  most  frequently  found  in  the 
anterior  v:iginal  wall,  and  may  be  [>edunculated  or  .sessile.  When 
small  they  give  rise  to  little  inconvenience,  but  when  large  they  may 
interfere  with  the  marital  relation  or  with  the  delivery  of  the  child  at 
tenn.  They  may  become  edematous  and  semifluctualing,  or  may 
ulcerate,  giv-ing  rise  to  an  offensive  purulent  discharge. 

Treatment. — When  pedunculattMl,  they  are  easily  removed  byligat- 
ing  ami  dividing  the  jHiclicIe.  When  ses.sile,  ihey  should  be  enucleated. 
Knuclcation  is  not.  however,  always  as  easily  pcrformctl  as  in  similar 
tumors  of  the  uterus.  The  remaining  wound  should  be  sutured,  or 
partially  sutured  and  packed  with  gauze  if  septic. 

Vagitiismus. — This  tenn  refers  to  a  peculiar  nervous  aflcction  of 
the  vngiii.il  outlet.  characlcri7.e<l  by  contractile  spa.sm  of  the  vagina 
upon  the  attempted  introduction  of  the  finger.  s|>ecuhim.  or  tip  of  a 
syringe,  but  nn^>re  especially  u[)on  attempts  at  coitus.  It  Ls  a  relatively 
rare  aflcction,  and  is  most  frcqucnUy  observed  in  young  neurotic  women 
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lately  married.  That  variety  of  vaginismus  which  Is  exdted  by  attempts 

at  coitus  is  called  dysparcuuia.  Vaginismus  must  be  diflercntiatcd  from 
the  pain  caused  by  an  extremely  hyperestlietic  or  eroded  vulva,  and 
from  thoHc  cases  in  which  mental  jK.-CLiliarities  prevent  the  sexual  act, 
no  spasm  being  present.  The  cnndition  is  often  accentuated  when  the 
husband  is  nl.so  very  nervous. 

The  treatment  consists  in  apjilication.s  of  5  per  cent,  to  10  per  cent. 
cocain  to  the  viii;iiia  and  vulva  for  fifteen  minutes  before  coitus.  The 
vulva  may  be  gntdually  and  aircfully  dilated  by  vaginal  plugs  more  or 
less  constantly  worn.  Gentle  attempts  at  coitus  by  the  husband  sliould 
be  encouraged  for  some  time,  as  even  ini|)erfecl  intercourse  may  be 
foiloweti  by  pregnancy,  which  is  an  almost  certain  cure  for  the  condi- 
tion. .Should  Uiesc  means  fail,  forcible  dilatation  umicr  anestliesia.dcep 
latere! posterior  incisions  of  the  vulva,  or  incision  or  total  removal  of 
the  hymen,  followed  by  the  almost  constant  wearing  for  a  few  months 
of  a  vaginal  glass  or  hard-rubber  plug,  may  be  resorted  to. 

SEPTIC  PELVIC  INFECTION. 

The  came  of  pelvic  diseases  is  usually  tiic  introduction  of  virulent 
micro-organisms  from  without  by  way  of  the  vulva  and  vagina.  The 
same  elements  find  their  way  to  the  pelvic  organs  through  the  circula- 
tion or  from  the  intestinal  or  urinary  tract,  but  this  is  unusual.  As  the 
infection  progresses,  it  affects  any  or  all  the  parts  with  which  it  is 
brought  in  contact,  and  produces  lesions  which  have  received  special 
names  based  on  anatomical  location,  and  these  names  have  in  the  past 
been  in  common  use.  Explanatory  terms  affixed  to  the  anatomical 
names,  and  based  upon  the  etiology,  pathology,  or  special  chantcicris- 
tics  of  observed  cases,  assist  in  makitig  the  nomenclature  plain  and 
comprehensive,  if  not  scientific.  Disease  iti  the  genital  organs  pro- 
gresses, as  in  other  parts  of  the  body,  by  way  of  the  blood-vessels, 
lyinph-channcls,  or  by  contiguitj'. 

Vtilvitis,  Vtilvovaginitls,  Vagitiitis,  or  Colpitis.— As  patho- 
genic bacteria,  in  the  large  majority  of  instances,  arc  iLitrt>diiced  from 
without  by  way  of  the  vulva  and  vagina,  it  is  but  natural  that  these 
parts  should  become  frequently  diseased.  The  vulva,  because  of  its 
extremely  thin  and  delicate  mucosa  and  its  generous  supply  of  gland- 
duct  openings,  is  almost  unavoidably  affected;  while  the  vagina,  with  its 
thickened  epithelium  so  closely  resembling  the  skin,  but  without  hair- 
follicles  or  sweat-glands,  frequently  escapes.  Non-pathogenic,  and  even 
pathogenic,  bacteria  are  found  at  all  tinips  in  the  vagina;  hut  various 
conditions,  such  as  acid  secretions  and  the  secretions  resulting  from 
other  bacteria,  lack  of  oxygen,  etc..  prevent  the  development  of  their 
virulent  effects.  During  infancy  and  pregnancy,  when  the  vaginal 
mucosa  is  softer  and  more  congested,  the  vagina  is  much  more  fre- 
quently affected.  During  menstruation  and  following  miscarriage  or 
labor,  when  the  vaginal  .secretion  is  only  slightly  acid  or  alkaline,  there 
is  much  greater  danger  of  infection.  Again,  about  the  menopause  ami 
thereafter,  when  atrophy  of  the  vagina  is  progressing,  vaginitis  is  fre- 
quently observed.  Any  agency  which  softens  or  destroys  the  vaginal 
epithelium  becomes  naturally  a  prominent  etiological  factor.    Common 
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among  these  is  unclcanlincss,  the  wearing  of  pessaries,  carelessly  given 
or  loo  frtquent  douches,  irritation  of  the  parts  by  scratching,  violent 
coitus,  stagnation  of  discharges  from  uterine  diseases,  etc. 

The  symptoms  of  vulvitis  and  vaginitis  are  a  sense  of  burning  and 
heat  in  tliL'  external  genitals,  a  mucopurulent  discharge,  usually  pain 
and  scalding  on  urinating,  and  often  irritation  of  the  immediately  adja- 
cent integument  with  intense  itching.  "Ihese  syniplorfls  vary  in  the 
different  forms  of  the  disease,  and  with  the  intensit>'  and  acuteness  in 
the  individual  case. 

Diagnosis. — In  vulvitis  the  labia  and  adjoining  parts  are  hot,  red, 
and  swollen,  and  are  bathed  in  mucopurulent  discharges,  while  pus  can 
usually  be  squeezed  from  the  vulvovaginal  glands  by  gently  pressing 
the  outlets  of  the  ducts  from  within  outward. 

The  discharge  in  vaginitis  must  be  differentiated  from  that  of  cervi- 
cal and  uterine  origin,  which  simply  passes  through  the  vagina.  This 
can  best  be  done  by  observing  the  character  of  tlic  vaginal  mucous 
membrane,  which  is  oi\en  rough  and  granulating. 

Simple  or  catarrhal  vulvitis  and  vaginitis  are  terms  limited  lo  non- 
specific infection.  Because  of  the  discharge,  it  is  called  catarrhal ;  and 
because  it  is  very  common,  and  is  often  mild  in  character,  it  is  termed 
simple. 

Goiwrrht'al  imlvitis  and  vaginitis  arc  due  to  infection  by  the  gono- 
coccus  of  N'eisser.  In  an  acute  case  the  symptoms  are  well  defined, 
and  reach  their  maNimimi  intensity  in  a  few  days.  Although  the  acute 
stage  passes  over  in  two  or  three  weeks,  the  disease,  unless  successfully 
treated,  may  last  indefinitely.  When  apparently  cured,  rc-infectton  may 
occur  from  the  vulvovaginal  or  Itartholin's  glands,  or  from  the  cervical 
canal  or  uterus.  Non-specific  so  closely  simulates  gonorrheal  vulvitis 
and  vaginitis  that  demonstration  of  the  gonococcus  is  ncccssar>'  for  a 
positive  diagnosis. 

Ditthlhrritu  t-^j  p-irmithdiphfheritit  vuk'iti\  and  zmgmi/O  rrfvr  lo  (hose  varirlie!)  clunic- 
terirpff  by  ihc  presence  of  pdichcs  or  membranes.  Mom  cat^-s  dtsrriluHl  as  rfiplilliriitic  trc 
th*  rcxttll  of  ne*.n>»iK  cnuxrtl  by  *[n.'[il"«Kti  and  llie  cuniitiinici  bncilli.  A  few.  howe%ct. 
hart  been  reported  in  which  ihe  presence  of  the  Ivpical  KIchs-lytffler  baciltus  hn?  been 
«lcnit>ii<t rated.  They  alini>»t  all  occurtrd  in  reccully  delivered  wiitiieii  who  had  been 
exposed  cu  diphlheria. 

hmfhystmatvui  iii^nitii  is  a  nr«  form  characteriied  by  the  prewnce  in  ihc  mucoM  of 
sniall  cy!>l-s  comaining  gas. 

Af^htktmt  tttginiiif  If.  observed  partirularly  In  pregnant  women,  and  in  recofrttiied  bjr 
the  ibedding  af  small  while  flalcek  from  (he  va^nal  wall. 

Fm/anti/f  vaj^tiitii,  a  lenn  which  is  commonly  cmptoyrd,  conve3n  ihr  erroneous  imprefr- 
-•'■■■'        '   -■  "  .  • .        --  ^_--    ._.]j,  ^yj,  1^  (ijj.  ((onococcui, 

L'Irr  nf  the  miurctos  mem- 


Hoo  liiat  il  is  a  distinct  variety.     Va^iiiilis  in  children  is  freaueoUy  due  lo  the  goncKOCcui, 

?  di»*-h[>ijc  due  to  the  tendrr  clmmi'lri 
brane.  i»  vrry  difltciUl  tu  cure,  and  iidfy  be  (oUuwed  by  ulreHO. 


is  attended  by  a  very  profuse  di»*-h[>ive  due  to  the  tendrr 


Sftti/f  T-aj^nitii  ocrun  at  abont  or  a^er  the  mennpani^.  It  t^  altrndrd  by  a  very  offen- 
sirr,  irritatiitg  diKliai^,  u»ually  leadx  (u  the  fomuition  uf  ulrer^  followed  by  altciiia.  and 
»  often  mistaken  for  ciaJiKnant  disease. 

DiaMi.-  vih'Uii  or  ivgimitti  ii  thai  form  which  «cean  in  dtabctk  paticttts,  and  is  due 
lu  the  irrilatton  cansed  by  fennenlint;  urine.     Il  is  characlcrixed  by  intease  ilchii^. 

Treatment. — Acute  vulvitis  and  vaginitis  may  occasion  such  dis- 
tress that  rest  in  bed  may  be  required.  These  cases  arc  best  treated 
by  hot,  weak,  boric -acid  fomentations  over  the  vulva,  hot,  prolonged 
hip-baths,  followed  by  painting  the  surfaces  aflfected  with  5  per  cent. 
cocain  solution  by  means  of  a  lai^c  camel's-hair  brush,  the  mucopur- 
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ulent  discharge  having  first  been  carefully  wiiied  away.  After  this 
treatnicnt  has  been  kept  up  for  a  few  days,  more  active  remedies  can  be 
borne. 

Perfect  cleanliness  and  mild  astringent  vaginal  injections  and  vulvar 
washes  are  generally  all  that  is  required.  Strong  solutions  and  caus- 
tics arc  seldom  advisable,  as  tliiry  may  lead  to  atresia  from  cicatricial 
contraction.  Weak  water>'  solutions  of  i  per  cent,  of  borax,  boric 
acid,  k-ad  acetate,  tannin,  alum,  zinc  sulphate,  corrosive  sublimate 
1 :  5000,  carbolic  acid  2  per  cent.,  pota.s.sium  permanganate  1  :  2000, 
and  other  agents  having  a  similar  etfect,  will  cure  the  great  majority 
of  curable  patients,  it  being  understood  that  whenever  possible  the 
cause  is  first  to  be  rLinovcd. 

Pruritus  Vulvae. — This  condition  is  termed  by  some  authors  der- 
matitis; by  others  it  is  considered  a  neuritis.  The  characteristic  symp- 
tom is  intolerable  itching,  which  affects  all  the  external  genitals  or  only 
well-defined  areas,  usually  around  the  clitoris  or  the  labia  minora. 
This  itching  is  often  so  intolerable  and  the  disease  so  difficult  to  cure 
that  life  is  made  a  burden  to  the  afflicted.  With  the  exception  of 
abrasions  produced  by  scratching,  few  .signs  of  the  disease  arc  vi.siblc, 
but  a  slight  thickening  in  the  skin  of  the  parts  affected  can  often  be 
seen.  Pruritus  is  occasionally  .seen  as  a  complication  of  disease  of  the 
uterus  or  rectum,  and  is  a  common  accompaniment  of  diabetes. 

Treatment. — The  ordinary*  form  of  treatment  by  astringent,  caustic, 
or  hot  and  cold  applications  usuidly  affords  only  temporary  relief. 
Dilute  menthol  or  5  per  cent,  cocaici  solution  may  be  ii.seful.  but  a  very 
strong  -solution  of  carbolic  acid  (50  per  cent,  to  i>0  per  cent.)  or  cam- 
phorated phenol  lightly  applied  is  far  more  satisfactorj-. 

When  all  complicating  conditions  have  been  removed  and  local 
treatment  has  been  employed  without  relief,  a  cure  can  ordinarily  be 
effected  by  complete  removal  of  the  affected  parts  of  the  skin  of  the 
genitals.  The  loose  cellular  cushion  beneath  usually  permits  easy 
coaptation  at  the  remaining  skin-ti.ssue. 


DISEASES  OF  THE  UTERUS. 

Septic  Diseases  of  the  Uterus. — When  sejisis  attacks  the  uterus, 
its  usual  progress  is  frotn  below  upward  by  contiguity,  aliTccting  the 
mucosa  first.  If  the  infection  is  nut  too  ^'irulent,  a  wall  of  exudate 
soon  impedes  further  progress,  and  the  patient  is  left  with  a  so-called 
endometritis.  If,  as  is  sometimes  the  case,  the  disease  is  arrested  at 
the  internal  os  and  affects  only  the  cervical  canal,  it  is  called  endocer- 
vicitis.  The  distinction  between  acute  and  chronic  endometritis  and 
cndocervicitis  is  fanciful,  as  it  is  simply  a  question  of  severity  and  dura- 
tion. That  there  is  an  immense  difference  in  the  acuteness  of  .symp- 
toms and  rapidity  of  development  of  various  cases  cannot  be  denied ; 
but  it  remains  to  be  proved  that  the  acute  and  chronic  forms  possess 
essential  pathological  differences.  The  same  micro-organisms  may 
produce  an  acute  form  in  one  and  a  chronic  form  in  another  patient ; 
or  in  the  same  patient  chronic  metritis  or  endometritis  may  follow  an 
acute  attack  ;  or  an  acute  condition  may,  without  discernible  cause, 
supcr\'cne  during  die  course  of  chronic  dise;ise. 
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Gtiulofry  and  Pathology. — Endoccmcitis,  endometritis,  and  metri- 
tis, liotli  acute  aiitl  chronic,  occur  as  the  result  of  the  invasion  of  viru- 
lent micro-organisms.  The  uterine  cavity  in  perfect  health  contains  no 
micro-orfjanisms.  but  is  sterile.  The  occasional  finding  of  pathogenic 
germs  in  the  scrapings  of  apparently  healthy  uteri  demonstrates  the 


FlO.  343. — Tubrreulosii  of    the  uterine 

mucou.  showing  iitticrulu  wtih  ifiuni  celli 
(X  65), 


Fic.  944, — TubcTEulosii.  ul  i1)c  inuKutar  coat 
of  llie  uterus  tx  65). 


importance  of  etiological  factors  as  contributory  to  the  development 
of  the  ilisease.  The  same  sui^cal  rules  that  apply  to  other  partj!  of 
the  body  apply  to  the  uterus.  Sepsis  begins  its  ravages  when,  in  the 
presence  of  germs,  the  circulation  is  impeded  or  drainage  interfered 


Fic.  345.—  t-jxlumeiritis  InivnutUtis.  ibow^ 
infi  ftennc  inOammuorir  infiltmioa  to  the 
left,  a  ftnall  compmucd  ulehne  tuliuW  to  the 
t^hl  (X  "SOI. 


Flc.  346.— Endometntn   El'Bdi^Ix^  ^fV''~ 
tropfaica ;  wngioalHl  eland  (x  6s). 


with,  or  when  there  is  a  breach  in  the  continuity  of  tissues.  The 
gravity  of  the  process  depends  upon  the  virulence  of  the  in\'ading 
agent  and  the  extent  of  the  contribution  of  these  etiological  factors, 
Mo.st  prominent  among  these  may  be  mentioned  the  congestions  and 
lacerations  of  pregnancy,  the  congestions  caused  by  displacements  of 
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the  uterus  or  pressure  of  neoplasms,  the  retention  of  lochia,  blood- 
clots,  etc.,  in  the  uterine  cavity,  and  trauma.  Beyond  this  it  may  be 
said  that  the  ordinary  germs  of  suppuration  (the  Staphylococcus  pyo- 
'genes  aureus)  generally  cause  the  so-called  catarrhal  subacute  and 
chronic  forms  of  endometritis  and  metritis.  The  gonococcus  produces 
gonorrheal  endometritis. 

The  streptococcus,  with  its  destructive  tendencies,  travels  in  all 
directions,  attacks  all  tissues,  by  all  channels,  and  is  mainly  responsible 
for  the  miscellaneous  acute,  suppurative,  virulent  pelvic  infections 
which  find  their  original  foci  in  endometritis  and  metritis. 

The  endometrium  or  the  muscular  structures  of  the  uterus  may  be 
the  seat  of  tuberculosis  caused  by  tlie  tubercle  bacillus  and  character- 
ized by  the  usual  anatomical  findings  (Figs.  343,  344). 

As  mixed  infection,  in  which  these  and  other  pathogenic  germs 
may  be  elements,  is  common  in  pelvic  infection,  the  difficulty  of 
describing  pure  types  of  the  various  forms  can  be  readily  recognized 
(Figs.  345,  346).  ,  .     .  . 

Diagnosis. — Endometritis  is  recognized  by  a  purulent  discharge 
from  the  uterine  cavity.  The  positive  diagnosis  of  the  type  can  be 
made  only  by  microscopical  examination  of  the  scrapings.  As  the 
disease  interferes  with  the  proper  physiological  function  of  the  uterus, 
all  disturbances  of  function  of  this  organ  arc  constantly  and  often 
erroneously  attributed  to  endometritis.  Endometritis  is  not  necessa- 
rily attended  by  pain,  neither  docs  it  always  produce  great  tenderness ; 
but  it  is  doubtful  whether  pus  can  issue  from  a  uterus  not  affected  by 
endometritis. 

Metritis  is  recognized  by  the  presence  of  endometritis  together  with 
enlargement,  and  is  generally  attended  by  pain  in  the  uterus.  The 
density  of  the  uterine  tissue  is  usually  proportionate  to  the  chronicity 
of  tlie  disease.  These  conditions  may  remain  stationary  for  years,  or 
may  result  in  hyperplasia  and  sclerosis  in  the  course  of  a  few  months, 
by  proliferation  of  connective-tissue  cells. 

When  chronic  metritis  follows  confinement  or  miscarriage,  it  is 
termed  subinvolution. 

Prognosis  and  Treatment. — A  reasonable  proportion  of  cases  of 
endometritis  recover.  A  few  of  the  patients  who  have  chronic  metri- 
tis recover ;  but  when  the  disease  has  reached  the  stage  known  as 
chronic  hyperplasia  and  sclerosis,  it  is  incurable ;  tluit  is,  perfect 
physiological  function  to  the  extent  of  normal  pregnancy  cannot  be 
re-established.  Endometritis  alone  is  .-intended  by  no  special  pain 
beyond  a  sense  ^f  weight  and  pressure  in  the  pelvis.  It  may,  how- 
ever, produce  most  severe  dysmenorrhea.  When  associated  w^ith 
metritis  and  enlargement,  the  pain  varies  from  a  mere  backache  to  a 
constant  pain  in  the  pelvis,  which,  when  accompanied  with  severe  dys- 
menorrhea, makes  life  a  torture. 

Endometritis  and  metritis  are  in  themselves  rarely  tiangerous.  The 
rare,  acute,  suppurative,  or  gangrenous  forms  of  the  puerperal  variety 
are  ordinarily  phlebitis  rather  than  metritis.  A  woman  may  have 
endometritis,  with  purulent  leukorrhea  as  a  symptom,  for  many  years, 
and  yet  in  other  respects  be  in  perfect  health. 

Endometritis  is  a  most  difficult  disease  to  cure.     Patients  often 
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recover  without  known  reason  ;  but  after  apparent  cure  the  dtseasc  will 
often  recur.  All  forms  of  iistrin|;cnts,  in  solutions  of  various  strengths 
u|)  to  the  most  poweriut  caustics,  such  as  carbolic  acid,  iodm,  zinc 
chlorid.  sodium  nitiate,  etc.,  have  heeii  employed,  but  no  reasonably 
efficient  applicatiuti  has  yet  been  found. 

\i  the  following  principles  are  borne  in  mind,  at  least  average  suc- 
cess will  be  attained;  The  uterus  in  t-ndonietiilis  is  an  open,  infected 
wound  ;  therefore  it  should  be  dilated,  cleansed,  drained,  and  thereafter 
kept  in  as  nearly  an  aseptic  condition  as  possible.  The  chief  difficulty 
lies  in  accomplishinn  these  results.  To  inject  liquids  into  the  undilated 
uterus  is  often  dangerous,  hccauhc  of  its  contnunuealioii  with  ilic 
abdominal  aivity.  To  enter  the  uterine  cavity  without  perfect  asepsis 
is  equally  dangerous.  Simple  clean  dilatation  and  curetLii^e  of  tlie 
uterus  constitute  the  most  successful  method  of  treatinj;  endometritis; 
but  these  apparently  simple  procedures  are  frequently  followed  by  bad 
results,  because  of  mistakes  in  diagnosis  or  the  failure  to  carr\'  out 
proper  aseptic  precautions.  It  is  not  always  possible  to  avoid  mistakes 
in  diajjnosis.  because  the  tubes  and  even  the  pelvic  peritoneum  may  be 
anfccted  without  palpable  lesion. 

DilaUttiun  nud  Curettage  of  the  Uterus. — This  0[>er:Ltion  is  impor- 
tant, and  shouUI  always  be  jierfurmed  at  the  jiatient's  home  or  at  a 
hospital ;  it  should  be  followed  by  at  least  one  week  of  rest  in  the 
recumbent  posture,  tiradual  dilatation  of  the  diseased  uterus  in  the 
surj^eon's  oOice  is  dangerous,  and  should  never  be  practised.  Dilata- 
tion without  anesthesia,  by  the  use  of  S|>onge,  tujK-lo,  or  laminaria 
tents,  is  pemiissible,  because  the  resulting  dilatation  is  more  complete 


FlC,  347.— HIailes  o(  ulcrine  iliUlon:  llic  sm^l.  cutvi.i1  diinlnr  i*  for  pTrlirninary  dUaUlion 
wlivn  U]i:  i»  is  &tni4ll;  ilic  lur|;<:r  in-«lruini-nl  »  tor  futther  dilul.-iiion. 


and  more  permanent;  but  a%it  is  not  free  from  risk,  the  patient  should 
remain  under  the  closest  observation,  so  that  the  teiU  may  be  with- 
drawn at  the  first  appearance  of  dangcrou."*  symptoms. 

Ihe  least  dangerous  and  usually  most  satisfactor)-  method  is  rapid 
dilatation  with  clean  .steel  instruments  under  perfect  aseptic  precautions 
anil  in  narcosis.  In  pueriierat  patients  the  cervix  is  frequently  so  easily 
dilatable  that  anesthesia  may  be  dispensed  with.'  The  dilators  shown 
in  Fig.  347  are  among  the  best. 

For  curettage,  a  simple  sharp  spoon  is  ordinarily  all  that  is  required  ; 
although  in  a  large,  recently  pregnant  uterus  a  dull  sjKJon  or  the  finger 
may  be  used  with  less  risk.  The  internal  surface  of  the  uterine  cavit\' 
should  be  gone  over  nictliodicaJly  a  number  of  times.     Large  uteri 
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may  be  washed  out  during;  tlic  pucrpcrium  with  weak  antiseptic  solu- 
tions throuyli  ;i  tariff,  daublL'-currciit  irrig;itiir  ;  but  corrosive  sublimate 
should  never  be  uset!  for  i his  purpose.  A  large,  thiu-ivalled  uterus 
may  often  be  advantaj^^eiiusly  packed  with  ^auze  for  twenty-four  to 
thirty-six  hours,  in  order  to  stimulate  uterine  contractions  ;  but  no  pack- 
ing shnuld  ever  be  forced  into  a  small,  thick-waJlcd  uterus.  After  dila- 
tation and  curettage,  the  jjreatcst  care  .should  be  taken  to  maintain  the 
utmost  possible  vaginal  and  vulvar  cleanliness  until  the  next  menstrua- 
tion. 

Acute  metritis  Is  best  treatctJ  by  absolute  rest  in  bed,  laxatives  (fre- 
quently repeated^,  very  hot  douches,  and  sitz  baths,  combined  with  a 
very  light  diet. 

Chronic  metritis  is  cured  with  great  difficulty.  Amputation  or  a 
thorough  Kmniet  operation  on  the  cervix  may  possibly  cure  an  occa- 
sional patient,  or  al  least  mitigate  her  suffering-s.  In  addition  to  this,  a 
visit  to  thermal  springs,  change  of  climate,  massage,  regulation  of  the 
bowels,  etc.  are  often  recommended. 

Very  rarely,  an  acute  metritis  may  become  so  dangerous,  or  a 
chronic  metritis  so  troublesome,  liiat  we  arc. warranted  in  performing 
hysterectomy. 

Invasioti  of  the  Getiital  Tract  beyond  the  TJtenis  {Gtntnif 
{nfertitm :  PhLhitis ;  ntromho^iUflnlii). — HUwd-contannnatiun  without 
localization  is  referred  to  on  jiage  637. 

In  certain  cases  septic  infection  is  arrested  by  the  formation  of  a 
thrombus,  which  gives  rise  to  phlebitis  and  periphlebitis.  This  condi- 
tion may  be  so  extensive  as  to  involve  all  the  |x:ri-utcrine  veins.  Clini- 
cal experience  has  apparently  demonstnited  that  in  such  cases,  if  sup- 
puration does  not  oecur.  a  foundation  i-^  freipit-nll)-  laid  for  atrophic 
sclerosis,  the  result  of  interference  with  the  tortuous  circulatory*  appa- 
ratus of  the  utcru.s. 

In  non-suppurativc  cases,  when  the  thrombosis  involves  llie  uterine 
sinuses  without  extending  to  the  peri-utcrine  venous  circulation,  hyper- 
plasia and  hy|>ertrophic  sclerosis  fre(|uently  result. 

When  the  pr<)cess  is  acute  and  general,  inv<)lves  the  entire  venous 
plexus,  and  is  sufficiently  prolonged,  gangrene  of  the  uterus  may 
follow,  although  lliis  rarely  occurs. 

Treatment. — When  the  patient  cscaj>cs  general  infection  and  neither 
suppuration  nor  gangrene  occurs,  local  surgical  treatment  is  unneces- 
sary. If  suppuration  results  from  pcri-utcrine  phlebitis.  ]>criloncaI 
infection  is  almost  certain  to  frdlow.  If  loadization  does  not  take 
place,  general  pcrilonilis  results  ;  otherwise  a  doughy  mass  can  usually 
be  felt  contiguous  to  the  uterus,  and  free  vaginal  incision,  with  drain- 
age, may  avert  an  impending  calamity.  When  such  a  mass,  which 
cannot  be  well  outlined  by  vagina!  palpation,  can  be  felt  through  the 
abdominal  wall,  it  is  evident  that  the  best  course  is  to  make  a  supra> 
pubic  incision  and  drain. 

When  a  large,  doughy  uterus  can  he  felt  :nul  the  i>aticnt  has  grave 
constitutional  symptoms,  gangrene  of  the  uterus  may  Ix.*  susiiectrd ; 
but  tt  cannot  be  positively  diagnosed,  as  the  cervix  does  not  participate 
in  the  destructive  process.  Under  such  circumstances  an  abdominal 
incision  is  advisable  for  the  following  reasons :  {a)  The  establishment 
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of  a  diagnosis ;  (/')  the  diagnosis  being  made  certain,  hysterectomy  is 
the  only  recourse.  This  oi>cration  is  more  quickly  and  simply  accom- 
plished through  the  incision  already  made.  In  addition  to  this,  in  case 
of  a  gangrenous  uterus,  more  perfect  hemostasis  can  be  made  by  the 
abdominal  route 
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Neoplasms. — ^Frimarv'  true  neoplasms  of  the  Fallopian  tubes  are 
not  fi  cqiiciilly  met  witli,  although  they  are  not  so  rare  as  was  formerly 
supposed.  These  new  growths  may  be  divided,  according  to  their 
point  of  origin,  into  those  which  arise  from  the  tubal  mucous  mem- 
brane, those  which  spring  from  the  muscular  coat,  and  those  which 
take  their  orijjin  from  the  subserous  tissue. 

Polypi  of  tiic  nuicous  membrane  arc  sometimes  found  in  the  inter- 
stitial part  of  the  tube,  and  may  be  instrumental  in  causmg  tubal 
pregnancy.  In  addition  to  the  true  mucous  polypi,  decidual  polyps 
have  been  observed,  and  a  few  cases  of  papilloma  have  also  been 
recorded.     These  tumors  are  all  benign. 

Carcinoma  is  the  most  frequent  of  the  malignant  primary  neoplasms 
of  the  tubal  mucosa;  sarcoma  is  \<ixy  rare.  The  tubal  cancers  are  of 
the  tubular  adenocarcinoma  type,  and  are  very  soft,  so  that  they  may 
be  termed  tnediillary  cancers,  A  tube  the  seat  of  such  a  tumor, 
enclosed  at  its  abdominal  end,  may  be  and  has  been  mistaken  for  a 
pyosalpinx.  The  malignant  growths  just  described  a.s  tubular  adeno- 
carcinomata  have  been  classified  by  some  authors — J.  Btand  Sutton,  for 
instance — as  adenomata. 

As  a  rule,  only  one  tube  has  been  found  affected;  but  occasionally 
bilateral  carcinoma  of  the  tubes  has  been  observed.  Rarely,  the  ovary 
q{  the  same  side  is  alsu  tht,-  scat  <tf  a  carcinoma  which  has  spread  by 
contiguity  from  its  primary  location  in  the  tube.  In  all  reported  ca.'tcs 
of  carcinoma  of  the  tube,  it  has  been  observed  that  the  latter  has  been 
the  seat  of  a  chronic  inflammatory  process  prior  to  the  appearance  of 
the  malignant  neoplasm. 

The  age  of  predilection  is  between  forty  and  fifty  y€*ars. 

The  symptoms  usually  associated  with  carcinoma  of  the  tube  are 
pain  in  the  region  of  tlie  tumor,  radiating  down  the  thigh  of  the  same 
side;  irregular  menstruation;  mcnorrhagia ;  intermittent  vaginal  dis- 
charges of  a  bloody,  watery,  or  mucopurulent  character;  prominence 
of  the  abdomen,  which  subsides  temporarily  after  each  of  these  dis- 
charges;  finally,  emaciation,  loss  of  strength,  and  cachexia. 

Physical  examination  reveals  a  trmior  in  the  region  of  the  tube  or 
ovar>',  distinct  and  separate  froTU  the  utenis.  and  usually  jxiinful  on 
pressure. 

Carcinoma  of  the  tube  may  be  differentiated  from  an  ovarian 
growth  of  the  same  size  by  the  fact  that  the  latter  is  generally  more 
or  less  spherical,  and  the  former  cylindrical,  sausage-shaped,  or  fusi- 
form. 

The  progmms  of  carcinoma  of  the  tube  is,  of  course,  grave; 
although  a  few  cases  have  been  reported  in  which  pemiancnt  recovery 
is  allej^ed  to  have  followed  timely  operation.     In  one  case  death  from 
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peritunitis  occurred  it)  consequence  of  spontaneous  rupture  of  a  car- 
cinomatous tube. 

Other  malignant  tumors  of  the  tubal  mucosa  are  sarcomata  and 
syncytioniata.     Both  of  these  varieties  are,  however,  extremely  rare. 

The  muscular. coat  of  the  tube  may  he  the  scat  of  m)'omata,  fibro- 
mata, and  fihromyomata. 

Tlic  tissue  below  the  jjeritoneal  covering  of  the  lube,  the  5ubsero3a» 
has  occasionally,  in  case  of  fat  women,  been  tlic  seat  of  lipomuta. 

Infectious  IMseases  of  the  Fallopian  Tubes  [Salphigitis; 

PyosalpiHX  :  I'hrontt  i  / yf'cr/>!asia  ;  iJyrii-osiiipiH.\  ;  Ht}Ha(t}salpinx ; 
TubercuUms). — From  a  clinical  standpoint,  acute  salpingitis  is  scarcely 
known.  This  is  not  because  the  condition  docs  not  exist,  but  because 
in  its  early  stage  it  presents  no  symptoms  beyond  those  common  to  the 


Fl<;.  348- — Hydrosalpinx  and  cystic  ovaries  (McMunry). 

pre-existing  disorder  of  the  uterus.  In  tlic  common  forms  of  endo- 
metritis, the  disease  is  subacute,  of  slow  progress,  and,  until  the  later 
stages,  the  interstitial  portion  of  the  lube  alone  is  affected.  In  puer- 
peral cases  due  to  the  streptococcus,  the  tubal  disease  is  only  a  part 
of  the  genera!  pelvic  infection,  and  can  hardly  be  described  as  a  dis- 
tinct affection. 

The  only  really  distinct  form  of  acute  salpingitis  is  the  gonorrheal 
endosalpittf^itis  which  is  occasionally  seen ;  and  this  condition  i*t  dis- 
covered only  in  the  rare  cases  in  which  the  nipid  march  of  the  disease 
allows  the  pelvic  peritoneum  to  be  invaded  before  closure  of  the 
abdominal  end  of  the  lube  occurs.  In  such  cases  acute  symptoms 
demand  early  interference,  and  operation  occasionally  discloses  an 
acute  gonorrheal  salpingitis,  Generally  speaking,  salpingitis  is  practi- 
cally a  chronic  disease.     When  it  affects  the  mucosa,  it  is  almost 
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always  of  gonorrheal  origin.  The  march  of  gonorrheal  salpingitis  is 
slow,  and  is  preceded  or  accompanied  by  closure  of  the  abdominal 
ostium,  brought  about  by  coaptation  of  the  walls  of  the  tube  and  its 
fimbria ;  or  adhesions  to  the  adjoining  pelvic  peritoneum,  ovar>',  or 
other  structures. 

Later  on,  the  uterine  end  of  the  tube  also  becomes  closed  by  exu- 
date ;  the  pus  accumulates  in  the  tube  and  distends  its  walls,  the  tumor 
sometimes  being  very  large.  Such  a  tube  is  termed  a  pyosalpinx. 
Unless  rupture  takes  place,  these  processes  arc  frequently  unaccom- 


Fig.  349. — Transverse  section  of  F;illopian  tube  in  a  case  of  hematosalpinx,  in  consequence 
of  torsion,  in  a  p;itieni  fourteen  ye^rs  old  :  a,  epithflium  of  tubal  mucosae,  very  much  flattened 
in  consequence  of  pressure  ;  b.  fibrous  imd  muscular  wall  of  tube ;  c,  blood-vessels  ;  d,  desqua- 
mated epitbelium  in  .t  condition  of  hydropic  swelling  ;  e.  plicae  of  tubal  mucosae,  most  of  (hem 
.ilmost  entirely  obliterated  in  consequence  of  pressure  and  stretching. 


panicd  by  acute  symptoms.  Slight  rupture  of  the  tubal  wall,  by  a 
slow  process  of  maceration,  and  leakage  of  it.s  contents  very  frequently 
occur,  each  rupture  being  attended  by  a  sharp  attack  of  pelvic  periton- 
itis. Occasionally,  a  large  leak  occurs  in  the  tube-wall,  which  may 
result  in  general  diffuse  peritonitis,  with  early  death. 

The  ordinary  so-called  catarrhal  endometritis  is  commonly  followed 
by  hyperplasia  and  sclerosis  of  the  body  of  the  uterus.  This  process 
may  extend  to  the  tubal  wall,  where,  by  proliferation  of  connective-tis- 
sue cells,  it  produces  the  tliickcned.  hard,  hyperplastic  tube  with  small 
lumen.    This  condition  is  accompanied  by  pelvic  pain,  and  often  causes 


excruciating  dysmenorrhea.     The  sanje  form  of  catarrhal  endometritis, 

withoul  h>[XTp[a.';ia,  tnny  extend  to  the  (•"alli^pian  tubes,  producing  a 
mild  cndo.sjilpingitis,  with  effusion.  In  such  cases,  when  the  extremi- 
ties of  the  tube  become  occluded  and  accumulation  of  serous  fiuid 
takes  place,  it  is  termed  hydrosalpinx  or  sactosalpinx  (Fig.  348),  the 
rluid  frequently  distending  the  tube  to  such  an  extent  as  to  form 
tumors  which  may  extend  half-way  to  the  umbilicus.  When  hemor- 
rhage occurs  in    such   a  siic,   the  tuniur    is   called  a    hematosalpinx 

Treatment. — In  general  terms,  certain  cure  of  salpingitis  of  any 
variety  can  be  secured  only  by  complete  removal  of  the  affected  tube. 
Resection  of  a  portion  of  the  Kallopian  tube  is  frequently  followed  by 
disappointment.  In  some  light  fnrnis  t»f  cystic  disease  <>f  the  tube  a 
portiiin  may  Ik;  resected,  and  after  the  canal  has  been  split  open  a  new 
^^^tium  abJuminale  may  be  c^^^^tr»cte^l  ami  lightly  stilched  to  the  sur- 
face of  the  ovaiy.  Ca.scs  amenable  to  such  treatment  are  few,  and 
secondary'  operations  are  frequently  necc.ssar>'. 

Though  the  pus  found  in  chronic  pyosalpinx  is  usually  sterile,  there 
is  no  certain  method  of  determining  the  fact  during  the  operation,  and 
precautions  to  prevent  con  tarn  i  nation   must  always  be  enforced. 

DISEASES  OF  THE  OVARY. 

Neoplasms. — Many  changes  in  the  ovarj-  which  fall  within  the 
domain  of  normal  pJiystoiogical  processes  are  nevertheless  of  a  quasi- 
pathological  character.  It  is  now  admitted  that  atrophy  of  the  primary 
immature  follicles  begins  soon  after  birth  ;  but  other  changes  in  the 
ovary  »H:cur  regularly  at  certain  [x;riods,  I'rom  the  pt-riiHl  of  puberty 
or  ovulation,  changes  take  place  which  include  rupture  of  ovarian  tis- 
sue, formation  of  a  coagulum,  proliferation  of  lutcin-cells,  and  the  for- 
mation of  a  cicatrix  (corpus  albicans). 

Under  these  circumstances,  it  is  not  strange  that  processes  winch 
u;iturally  jxissess  inherent  pathological  fesitures  sluuiKI  overstep  the 
ph\sioingical  limit  and  lead  tn  true  pathological  conditions.  It  is  to 
Ixr  cx|>ecte(l  that  the  extensive  fi>rmative  processes  which  gu  on  in  the 
ovar>*  during  the  period  of  sexual  activity  should  frequently  lead  to 
the  production  of  neoplasms;  and,  in  fact,  all  kinds  of  new  growths 
arise  from  the  ovarian  tissues. 

F()r  purjHises  of  practical  classificntion,  ovarian  neoplasms  may  !«■ 
flividcil  into  epilheli.il  and  ci>nnpctivr-tissue  tumors.  These  groups  do 
not  include  the  dermoid  cysts,  which,  by  reason  of  their  extensive 
heterologous  character,  form  a  separate  class.  It  is  also  necessar>'.  for 
reasons  which  will  be  given  later,  to  group  separately  the  corpus- 
lutcum  c>"sts. 

As  little  is  known  about  the  etiology  of  ovarian  tumors  a.s  is  known 
about  tmnors  in  other  parts  of  the  body. 

Tumors  of  the  ovar\'  occur  at  all  ai'es ;  cystomata  arc  found  through- 
out life  from  infancy  to  ailvanccd  age ;  sarcomata  iirc  most  frequently 
found  in  infancy  and  adolescence;  while  carcinomata  usually  belong  to 
more  advanced  age. 

Con nixtive-t issue  Tumors. — Pure  fibromata  of  the  ovary  are  very 
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rare,  as  a  rule  arc  small,  and  arc  therefore  not  of  very  great  surgical 
importance.  Some  jMitliologists  claim  that  small  ^bromata  develop 
froiii  tnrpora  lutua. 

Myofibromata.  although  rare,  are  more  frequently  observed  than 
pure  fibromata.  As  a  rule,  the  fibrous  tissue  greatly  preponderates 
over  the  non-striped  muscle-fibers;  so  that  a  myofibroma  or  fibro- 
myoma  of  the  ovar>'  is  much  mure  sparsely  provided  with  musclc-cclls 
tliati  a  similar  tumor  of  the  uterus.  Occasionally  this  variety  of  tumor 
attains  large  dinieniinns  (Figs.  350-352). 

Calcareous  deposits  arc  sometimes  found  in  fibromata  and  myo- 
fibromata  of  the  ovary.     It  has  been  claimed  that  true  ossification  has 


FlC-  sso. — MyoniA  ol  ihe  oTory ;  iichial  siie  -  05  X  ai.5  x  t7  eat.  (9.I  x  S^S  X  4.7  tnchn^ 

been  met  with ;  but  this  is  probably  incorrect,  such  cases  being  dermoid 
in  character. 

Sarcomata  of  the  ovary  (Fig.  353)  are  not  very  common,  as  com- 
pared with  cystic  tumors,  but  arc  more  common  than  fibromata  or 
niyofibromata.  Sarcomata  of  the  ovary  arc  liable  to  recur  after  re- 
moval, and  have  a  tendency  to  form  early  metastases.     They  vary 


Fic.  351. — Myoma  of  ihc  ovary ;  transverse  sectinn, 

greatly  in  malignancy,  according  to  their  t)^^;  and  statistics  show 
iJiat  a  fair  proportion  of  permanent  recoveries  follow  their  removal. 


Ftc.  354. — Endnlhrtioma  of  thf  ovary  (iwu-ttitrdt  siu;).  slmwiiv^  |Mn  of  lh«  Fallopian  tube 
wtiti  fimbriated  cxtremily.  a  sUlkcd  hydatid  of  MtTga^jni,  tnti  llio  tumor. 

Ascites  is  frequently  found  in  sarcoma  of  the  ovary.  The  tumor 
may  be  encapsulated  and  without  adhesions.  Snmetime.s  sarcomata 
may  extend  into  the  nciKhborinj;  organs,  such  as  the  uterus,  and  may 
become  attached  to  the  wall  of  the  pelvis. 
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There  are  many  varieties  of  sarcomata  of  the  ovary,  as  far  as  his- 
tological findings  are  concerned.  Pure  large  and  small  round-cell 
and  spindlc-cetl  sarcomata  arc  met  with,  as  well  as  those  which  take 
tlieir  orii>in  from  liic  vascular  enclotheliiini,  and  give  rise  to  neoplasms 
which  have  been  variously  classified.  This  latter  class  of  tumors  his- 
tologically resembles  cardnomata;  but  modern  pathologists  have  clas- 
sified ihein  as  cndotiuliomata  (i*"igs.  354,  355,f. 

Sarcomata  are  also  found  \.\\  which  tlte  fibrous  element  predomi- 
nates.    These  are  known  a-^  jihrosanomiUa  (Fig.  356). 

Epithelial  Neoplasms. — Oircinomata  y^*{  the  ovar>'  arc  cither  solid 
or  cystic.     They  are  usually  more  or  less  round  or  oval,  and  do  not 


Klc.    3U. — EUidnihrllomfl    \A    Itic   ovary 


V\Ki.  356.— Fibrnsarcoiui  erf   ihe  ovary 
U  165). 


attain  a  very  large  size.     The  soft  carcinomata  (the  medullar^'  form) 
are  more  frequently  met  with  than  the  scirrhous  t>'pe.    The  former 
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Fig.  357.^0>rctnomdiou&  f'>cus  to  llic  wall 
ofa  ilmpU  cyst  ol  ihe  KiiMf  (X  65). 


Pig.  35S. — Adtnum.i  malignum  in  the 
mil  vf  41  iiialliluculiu  cjTftl  ul  the  uv^ry 
(X  65). 


frequently  show  secondary  degenerative,  fatty,  or  caseous  changes, 
with  hcm(»rrhages  into  the  tumor-tissue.    True  colloid  tumors  of  the 
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ovary  are  very  rare.  In  the  scirrhous  carcinomata  the  connective- 
tissue  stroni;i  ccjiuainiiiij  tlic  cpitticlial  iicsts  is,  as  a  rule,  dcvclopetl  very 
abundantly,  so  that  the  tumors  are  often  as  hard  as  fibronuila.  Sonic 
authors  believe  tlmt  tho  cysts  found  in  cystic  carcinomata  form  inde- 
pendent of  and  previous  to  the  carcinoma  proper.     This  view  is  prob- 


\. 


Fin.  359. — PapULc  from  a  cjrslaclMionia 
papiltircrum  uv^uii  (X  yoo). 


Fig.  360. — CynKlcnunm  papillitcrum  ovarii 


ably  correct,  as  without  doubt  primarily  benign  cystic  tuiimrs  of  the 
ovary  may  secondarily  become  carcinomatous  (Fi^s.  357.  358).  This 
fact  explains  the  observation  tliat  c;ircinomnta  occur  after  ovariotomy 
for  the  removal  of  cj'slic  tumors  in  tlie  .stump.      Of  course,  carcinoma 


Flu.  361.— t'Apiilifcrous  cjM  of  uvuy, 
showinn  two  >mall  cyUa  (Leiu  i»nlachr. 
7  nim. ;  crc-piece  No.  3). 


Fig.  363.^PaptIh)nia  omHi  (Lehc  obj.  No. 
3:  oc.  N0.3J. 


may  occur  <//■  ttai'o  in  ovariotomy  stumps  after  the  rctnoval  erf"  a  cystic 
tumor;  but,  as  a  rule,  the  carcinoma  proper  has  already  bet.ii  cstab- 
hshcd,  and  has  been  overlooked,  because  a  t)i<>roii|;h  histological 
examination  of  the  growth  removed  lias  not  I>een  made. 

Carcinoma  of  the  ovary  is  often  bilateral,  but  docs  not  always  afTect 
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both  ovaries  simultaneously.  It  often  appears  in  early  life,  sometimes 
even  in  children.  In  advanced  age  it  is,  as  a  rule,  of  the  scirrhous 
type. 

Cystic  tumors  ol  the  ovary  are  by  far  the  most  frequently  met 
with.  They  are  known  under  the  names  of  cystoma  of  the  ovar\', 
colloid  cystoma.^cystadcnoma,  and  multilocular  or  unilocular  colloid 
cysts  of  the  ovar>'.  These  tumors  arise  either  from  tubular  ingrowths 
of  the  germinal  epithelium  of  the  ovary  or  from  Graafian  follicles. 

Cystic  tumors  may  be  either  simple  or  papilliferous.  In  the  former 
class,  the  inner  surface  of  the  cyst-wall  Is  smooth ;  in  the  latter,  it  is 
covered  by  more  or  less  complicated  papilla;  or  pseudopapilla;,  the 
latter  consisting  in  reality  of  folds  and  ridges   (Fig.  359). 

Multilocular  cystic  tumors  of  the  ovarj^  are  generally  made  up  of 
several  larger  cysts,  the  walls  of  which  contain  a  large  number  of 
small  cysts.  A  cystoma  papilliferum  rarely  consists  of  small  cy.sLs,  but 
presents  a  honeycombed  arrangement  (Figs.  360,  361).  The  cyst-wall 
consists  of  fibrous  tissue,  lined  on  the  inside  with  cuboidal  or  high 
columnar  epithelial  cells.  The  lining  membrane  may  rarely  be  ciliated ; 
but  this  is  not  the  rule,  as  it  is  in  parovarian  cysts. 

Ovarian  cystomata  were  formerly  known  as  colloid  cysts,  because 
it  was  believed  that  the  cyst-contents  were  of  a  colloid  nature.  They 
are,  however,  as  a  rule,  of  a  mucus-like  substance,  now  known  as  pseu- 
domucin.  The  contents  of  the  cyst  are,  however,  sometimes  of  a  true 
colloid  character. 

Cystomata  of  the  ovary  are,  as  a  rule,  not  malignant ;  they  do  not 
form  metastases,  nor  do  they  recur  after  complete  removal.  However, 
the  more  extensive  the  proliferation  of  the  internal  lining  epithelium, 
the  greater  is  the  tendency  to  malignancy  (carcinomatous  degenera- 
tion). Kven  when  no  true  malignant  character  can  be  established, 
papilliferous  cystomata  may  form  so  rapidly  that  the  epithelial  papilla; 
may  break  through  the  outer  cyst-wall  and  form  cauliflower  excres- 
cences and  growths  (papilloma  ovarii,  Fig.  362).  Detached  epithelial 
cells  of  rapidly  growing  papilla:  may  also  become  imijlanted  upon  neigh- 
boring organs  and  structures,  such  as  the  [x-ritoneum,  and  give  rise  to 
independent  daughter-neoplasms,  without,  however,  acquiring  the  feat- 
ures of  true  malignancy. 

[dermoids  of  the  Ovary. — Dermoid  cysts  of  the  ovary  (see  Plates 
6  and  7)  are  more  or  less  round  in  outline,  have  a  smooth  sur- 
face, and  vary  in  size  from  i  to  20  or  more  centimeters  in  diameter. 
They  may  obliterate  the  whole  ovary,  so  that  only  traces  of  the  latter 
remain  in  the  ftirm  of  patches  or  nodules  on  the  surface  of  the  cyst;  or 
they  may  arise  by  a  pedicle  from  a  relatively  well-preserved  ovary.  At 
the  bod>-tenii)erature  dermoids,  on  paljiation.  simulate  cysts,  unless 
they  contain  mucli  bony  material,  when  they  are  more  hard  and  solid. 
After  removal,  if  they  are  kept  at  a  lower  temperature  than  that  of  the 
body,  they  convey  a  dough\-  sensation  to  tlie  touch,  dependent  upon 
the  fact  that  the  fat  which  they  contain,  mixed  with  other  elements,  has 
solidified.  The  cyst  contains,  in  addition  to  fat.  desquamated  epithelial 
cells,  cell -fragments,  granules,  and  cholesterin-crj'.'^tals.  The  mass 
almost  invariabl)'  contains  reddish,  blonde,  or  darker  hair^  bones,  and 
teeth.     Sometimes  globular  masses  the  size  of  a  cherrj'  or  larger,  con- 


Plate  6. 


Medium-sized  dennoid  cyst,  open,  showing  long  brownish  hair,  and  a  ponion  of  superior 

maxilla  containing  teeth. 


SniaH  (lemtoid  cftt :  a,  cytt  with  tube  and  ovaiy ;  i,  cyst  opened,  showing  »hon 

black  luir. 
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sistinf;  of  rat-cr>'sta]s  with  a  nucleus  of  cholcstcrin  or  hair,  or  both, 
arc  found. 

Not  iiifrcqucnUy  dermoids  form  a  part  of  an  ordinary  unilocular  or 
multiiocutar  cyst,  being  found  in^de  of  these  neoplasms.  When  such 
dc-nnoids  have  caused  rupture  of  the  partition-ualls  of  a  multilocular 
cyst,  fatty  and  other  matter,  hair,  etc  may  be  found  scattered  through- 
out the  mass.  Ilic  bones  found  in  dermoids  arc,  as  a  rule,  more  or 
'less  perfect  superior  and  inferior  maxilla- :  but  other  bones,  as  ribs, 
phalanges,  and  bones  of  the  cranium  and  face,  arc  not  infrequently 
found.  The  nia-xilla;  are  generally  provided  with  teeth,  as  many  as  300 
having  been  obser\'ed  in  one  case.  Structures  of  the  central  and  periph- 
eral nervous  system,  thyroid  and  salivary  glands,  mamma,  and  cho- 
roidea  and  other  structures  of  the  e>*e  are  also  occasionally  present. 
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FtC.  363. — Wall  of  a  dermoid  ct»I  of  the  onry.  tninsverse  section :  a.  tirntifitfd  Mpinmoiu 
epithelium;  ^.  dnquamated  epiUtcliura :  ^.  sebaceous  glimd :  ^.  hair,  col  olili(|(icly. 

The  cyst-wnU  (Fig  363)  is  made  up  externally  of  layers  of  fibrous 
tissue,  which  sometimes  contain  remnants  of  ovarian  tissue,  primordial 
follicles,  corpora  lutea  and  albicantia,  etc.  Above  this  layer  is  found 
the  corium,  and  above  the  corium  an  epidermis.  The  dermoid  cyst- 
wall  contains  numerous  and  lar^c  sebaceous  glands,  hair-bulbs  and 
hairs,  and  usually  sweat-t^land  coils. 

The  tissue-element-!  found  in  dermoids  of  the  ovary  generally  present 
all  the  primar>'  embryonic  layers. 

Teratomata  of  the  ovary  arc  rare,  malignant  !n  character,  and  are 
distinguished  from  ordinary  dermoid  cysLs  by  the  following  features: 
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They  are  usually  larger  than  dermoids ;  not  cystic,  although  they  ordi- 
narily contain  a  lar^c  number  of  :»niall  filled  cyst.s.  On  section,  a  tera- 
toma is  seen  to  be  divided  by  connective-tissue  septa  into  many  small 
compartments.  These  compartments  coniaiti  mucoid,  colloid,  and 
othi-r  hyaline  matcri;il,  bone,  tueih,  hair,  pigment,  cartilage,  muscular 
Bbers,  etc.  These  elements  are  distributed  in  an  absolutely  lawless 
manner;  and  it  is  im|)Ossible  to  trace  them  with  reference  to  their  posi- 
tion and  their  mutual  relations  to  the  pnmarj-  enibryanic  layers.  The 
derivatives  of  these  three  layers  have  apparently  been  scattered  at  a  ver>' 
early  jieriod,  in  consequence  of  totally  atypical  processes  of  proliferation. 

In  addition  to  more  or  less  normal  tissues,  distinctly  pathological 
tissue-elements  arc  found,  such  as  myxosarcomatous  tissue,  irregularly 
proliferating  epithelial  masses,  epithelial  pearls,  etc.  Teratomata  may 
be  diflfercntiated  anatomically  from  ortiinary  dermoid  cy.sts  by  their 
aty[)ical  character. 

Teratomata  may  be  looked  upon  as  demioids  which,  early  in  their 
course,  have  become  niali^jnant.  and  which  display  all  the  features  of 
malignant  neoplasms,  such  as  the  formation  of  true  metastases,  ten- 
dency to  recurrence  after  removal,  cachexia,  etc. 


rfl. 
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Fig.  364.— Calcaxeous  (lc?en*niUoii  of  a  cy»t  of  ttit-  corpu*  Iut«uin;  tniniverit  McQon  of 
ejrxl-w.ill ,  dccalcilicd.  'lliv  »i(«  <A  the  most  denftv  intiliiatlon  will)  time  ults  »  indknled  hj 
dou  (»lighily  mognifivdi. 

Of  the  histogcnesi.s  of  dermnid  cysts  of  the  ovar>*.  verj'  little  \%  as 
yet  positively  known.  Two  views  are  generally  held  regarding  their 
origin.  According  to  the  first,  they  originate  from  embryonic  intrusion 
into  the  ovarj'.  The  adherents  of  the  second  hj-jiolhe-sis  claim  that 
these  neoplasms  arisr  exchisively  from  the  ovum,  which,  tiniler  s*jme 
unknown  sliniuhis,  Iiegiiis  to  develop  in  a  necessarily  unsuccessful 
attempt  at  parthenogenesis. 

Corpus-Iuteum  Cysts  or  Tumors. — The  coq)Us  luteum  of  the  ovary 
not  infrcquenily  gives  rise  to  tlic  formation  of  cysts.  In  the  large  cysts. 
the  wail  contains  such  an  extensive  laj-er  of  luietn-cells  that  it  cannot 
but  be  looked  upon  as  a  neoplasm.  Small  cor|)us-lutei!ni  cysts  are  not 
at  all  rare.  They  are  frequently  found  in  women  of  advanced  years 
who  suffer  from  dysmenorrhea  dependent  upon  an  enlarged  hard  uterus 
the  scat  of  a  hyperplastic  metritis.  Cysts  up  to  the  size  of  the  fist  are 
not  very  common,  but  the  writer  ha-s  seen  at  least  2  cases  of  this  kind. 
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The  formation  of  corpus-luteum  cysls  appears  to  be  dependent  upon 
an  oophoritis  or  conditions  which  lead  to  moif  or  less  chronic  passive 
congestion  of  the  ovary.  Under  such  conditions,  hemorrhage  into  the 
ruptured  follicle  is  probably  not  infrequently  niucfi  more  extensive  tliaii 
ordina.r\-,  and  the  lutein-cclU  arc  not  equal  to  the  task  of  forminj;  a 
normal  corpus  albicans. 

Corpus-luteum  cysts  contain  a  more  or  Ics.^  thick,  dark  fluid, 
A  few  cases  of  calcification  of  corpus-luteum  cysts  are  on  record. 
The  writer  recently  opt^rated  upon  a  vcr\'  characteristic  case-  of  this 
kind.  It  will  be  seen  from  the  illustration  that  the  roundish  mass  pre- 
sents a  very  uneven  surface,  resembling  in  configuration  the  convolu- 
tions of  a  .small  brain.  This  mass,  when  transversely  cut,  was  seen  to 
enclose  a  cavity  (Fig.  364).  Microscopical  examination  of  the  partially 
decalcified  wall  showed  thai  its  matrix  consisted  of  hyaline  tibrous  tissue 
exceedinf^ly  poor  in  nuclei.  The  zone  of  denser  calcareous  infiltralion 
appearL-d  to  Ii«-  that  formerly  occupit-d  by  Ititein-cells ;  but  recognizable 
remnants  of  these  could  not  be  found,      i'hc  soft  tissue  removed  with 
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Fir,.  3A1;. —Small  pArornriitn  enl  and  crit  of  ihe  corpus  luiBiini. 


the  calcareous  mass  contained  remnants  of  ovarian  tissue,  evidently  in 
a  stale  of  ver>'  advanced  chronic  InHamniation. 

Parovarian  Tumors. — Between  the  folds  of  the  mesosalpinx  lies  the 
epoophoron.  wliich  consists  of  a  longitudinal  main  canal  (Gartner's 
duct)  and  twelve  or  more  tran.fverse  perpendicular  smaller  ducts 
emptying  into  the  main  canal,  some  of  which  occa-sionallj'  penetrate 
the  substance  nf  the  ovar>'.  On  the  inner,  or  uterine,  si<lc  o{  this 
structure  small  yellowish  conglomerations  arc  found,  which  consist  of 
remnants  of  tortuous  canalicult  and  sometimes  glomeruli.     This  latter 
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Structure  is  called  the  paroophoron.  Both  the  epoophoron  and  par> 
oophoron  arc  rcmnant>;  of  the  Wolffian  body,  and  frequently  develop 
into  cj-stic  tumors.  Whether  tlicsc  tumors  arc  true  neoplasms  or 
merely  retention-cysts  is  not  yet  decided. 

The  tumors  arising  from  these  structures  have  been  divided  into 
cpoophoronic  and  paroophoronic  tumors.  This  classification  is  incor- 
rect, because  of  the  impossibility  of  invariably  tracing  the  exact  origin 
of  the  cyst,  and  because  the  dinercntiation  possesses  little  or  no  clinical 
or  patholo];^cal  importance.  For  tins  reason,  all  tJiese  tumors  arc 
clas-scd  as  parovarian. 

Tumors  of  the  parovarian  structures  are  almost  exclusively  c>"slic. 
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Pio.  3i6A. — Wall  of  parorttritin  cysi  ix  89):  o.  cDiiiled  epIlhcIiuRi  llfitnn  cvM-wxIl  inic- 
ni>rU  ;  *.  coiineciive  tiMU<  I5  vein*  l.  ■,);  i.  involuBUry  muKtc-filjcre.  d.  fibroM  eonncciive 
tivtue. 

Small  parovarian  cysts  are  vcr>-  frequently  seen  in  the  course  of  opera- 
tions for  other  conditions,  while  very  large  cy.sts  are  quite  rnrc. 

Cystic  tumors  of  this  class  are  absolutely  bcnijrn  ;  thcj-  do  not  recur 
after  rcnioval.  nor  do  they  form  metastases.  They  arc  surrounded 
evcr\-wlierc  by  peritoneum  derived  fnmi  the  broad  ligament.  They 
thcrekire  havL-,  as  it  were,  a  double  vvall.  The  outer  or  peritoneal  wall 
is  usually  freely  niuv.ihle  over  the  cyst-wall  pro[KT  (Fig.  566).  The 
latter  is  composed  of  structures  derived  from  the  tubules  from  which 
the  neoplasm  takes  its  origin.     The  freely  movable  peritoneum  forms  a 

valuable  feature  in  the  differential  diagnosis 
between  ovarian  and  parovarian  cysts.  Other 
distinguishing  features  are  that  the  wall  of  a 
parnvariar  c)'sl  is.  as  a  rule,  thin  and  trans- 
parent;  the  cyst-fluid  thin,  water>',  colorles.s, 
of  vcrj'  light  specific  gravity,  and  free  from 
Fic,  j(i7.— F^irwiiiim  in     mucin  and  pseudomucin.    The  latter  is  almost 

Ffff.  166,  more  hiehlv  m^snmcd      ..,,!,.  _ ., 

(X  375).  mvanably  found  m  true  ovanan  cysts.     The 

presence  of  involuntary  muscle-fibers  in  the 
walls  of  parovarian  cysts  is  an  important  microscopical  feature  in  the 
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ditTcrentiation  between  cysts  of  this  variety  and  ovarian  cysts.  In  a 
number  of  the  writer's  cases  which  showL-d  macroscoptcally  all  the 
characteristic  ft-atures  of  parovarian  cysts,  nnisclc- fibers  were  always 
found.  The  epithelium  lining  the  interior  of  a  parovarian  c>*st  is  almost 
always  ciliated. 

Kossman  believes  that  parovarian  cysts  arise,  as  a  rule,  from  small 
accessory  fimbriated  extremities  or  from  small  accessory  tubes  spring- 
ing from  the  fimbriated  extremity.  White  this  \-iew  has  not  received 
extensive  support  from  authorities  on  the  subject,  the  writer  has  oper- 
ated upon  at  least  one  cast  of  parovarian  cyst  in  which  it  appeared  that 
the  origin  of  the  cyst  was  an  accessory  Fallopian  tube  arising  from  the 
anterior  wall  of  the  fimbriated  extremity.  These  small  accessory  tubes, 
which  arc  generally  clo.'ied  .tt  their  sessile  end,  may  also  be  occluded  at 
their  free  extremity,  become  cystic,  and  form  cysts  which  resemble  and 
would  be  classified  as  parovarian  cysts. 

Parovarian  cysts  arc  usually  unilocular;  they  may  rarely  be  multi- 
locular,  but  in  such  cases  the  number  of  sister-  or  daughter-cysts  is 
limited.  As  a  rule,  parovarian  cysts  are  small,  although  cysts  weigh- 
ing 40  pounds  or  more  have  been  reported. 

Whenever  parovarian  tumors  attain  a  targe  size,  they  displace  and 
change  the  shape  and  configuration  of  the  tiibes  and  ovaries.  The 
tube  is  usually  lengthened  and  curves  around  the  cyst,  and  the  fim- 
briated extremity  is  putted  away  from  the  ovary.  The  ovary  is  also 
displaced  and  more  or  less  flattened. 

As  the  small  perpendicular  duct  of  the  epoophoron  sometimes  pene- 
trates through  the  hilum  into  the  substance  of  the  ovary,  we  may 
meet  parovarian  cysts  in  a  locality  in  which  even  microscopical  exami- 
nation might  leave  some  doubt  as  to  their  real  character.  In  such 
cases  the  cyst-wall  might  contain  ovarian  tissue;  and  this  would  be 
misleadi[ig,  unless  the  wall  were  examined  carefully  in  a  number  of 
places. 

Neoplasms  other  than  cy.sts,  such  as  carcinomata.  adcnosarcomala, 
fibro-adenomata,  and  fibrosa r com ata,  have  been  reported  as  arising  from 
the  parovarian  structures.  These  are  so  rare,  however,  that  they  deserve 
only  a  jiassing  notice.  ■ 

Symptomatology. — The  symptom^  of  ovarian  lumor  may  be  con- 
sidered under  three  heads;  Those  due  to  disturbances  of  function; 
those  due  to  infiaminatorj*  changes;  and  those  due  to  mechanical  dis- 
turbances. 

Functional  disturbances,  such  as  monorrhagia,  dysmenorrhea,  and 
other  irregularities  of  menstruation,  are  common. 

Inflammatory  changes  bring  about  adhesions  to  the  adjoining 
organs.  During  the  formation  of  these  adhesions,  the  usual  signs  of 
circumscribed  ]>critonitis  ;  namely,  pain,  fever,  etc.,  are  present. 

Mechanical  tlisturbanccs  arc  due  to  traction  from  adhesions  or 
pressure  from  the  size  or  location  of  the  growth. 

Adhesions  to  the  intestines  may  produce  colic  or  any  dej^ree  of 
obstniction.  .-Xdhcsions  (o  the  uterus  nr  tubes  may  result  in  distor- 
tion and  malposition  of  these  organs.  When  the  bladder  is  involved, 
urinary  disturbance  usually  follows.  When  a  tumor  attains  a  suffi- 
cient size,  pressure  upon  neighboring  organs  may  produce  a  variety  of 
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symptoms.  Pressure  on  the  intestines  will  produce  varying  degrees 
of  painfu]  obstruction  ;  pressure  on  the  uterus,  hydronephrosis  :  press- 
ure on  tin:  bladder,  vesical  irrit.ition ;  pressure  on  the  nerve-trunks, 
|Kiin ;  ami  jiressure  on  the  vessels,  edema  and  variense  conditions. 
Kxtreniely  larj^t  tumors  may  produce  so  threat  distention  of  the  abdo- 
men as  seriously  to  interfere  with  res])iration  and  general  circulation. 
A  tumor  of  the  ovary  may  become  impacted  in  the  pcKi*,  and  under 
Ihcsc  circumstances  lite  symptoms  of  pressure  and  obstruction  arc 
intensified. 

Sooner  nr  later  the  general  health  Ijccomcs  aflectcd.  and,  in  case 
of  lar^e  cysts,  emaciation,  especially  in  the  up|x:r  half  of  the  body,  w 
almost  con.stant. 

-The  nature  of  the  growth  has  much  to  do  with  the  intensity 
and  the  type  of  symptoms;  malignant  neoplasms  affect  the  general 
health  earlier  tlian  benign  growths,  and  arc  usually  accompanied  by 
ascites. 

In  benign  neoplasms,  such  as  small  fibromata,  small  follicular  or 
coqius-luteum  cysts,  which  do  not  attain  largt-  dimensions  and  do  not 
form  adhesions,  the  disease  may  cxi.st  for  an  indefinite  period  without 
givuig  rise  to  active  symptoms. 

The  diagnosis  is  based  upon  the  results  of  the  physical  examina- 
tion. Smaller  growths  are  palpable  by  bimanual  examination  only. 
They  are  fi.lt  as  nuiie  or  le.s.s  jjlohular  masses  in  the  region  of  the 
ovarj',  and  are  movable  unless  fi.\t-d  by  ailhesions.  This  mobilitj'  is 
dlstiivcl  from  that  uf  the  uterus.  It  is  fre<jui:ntl)-  tlifficull  to  distinguish 
ovarian  tumors  from  tubal  enlargements  unless  ihc  tube  can  be  pal- 
pated sepanitely.  The  density  of  the  mass  may  assist  in  determining 
its  variety. 

Small,  pedunculatett,  subserous  fibroids  of  the  uterus  often  resem- 
ble small  ovarian  tumors;  but  the  former  can  usually  be  recognized 
by  their  firm,  iliick  pedicle.  The  diagnosis  is  much  more  difficult 
when  small  ovarian  tumors  are  adherent  or  impactetl.  Tumors  of 
medium  size  rising  above  the  pubes  produce  prominence  and  dulness 
over  the  hypogastric  region ;  they  are,  as  a  rule,  easily  palpable,  and 
their  density  easily  determined.  Bimatuial,  vaginal,  and  rectal  examina- 
tion'i  will  frequently  detertniutr  their  origin.  Usually  the  cyst-wall  can 
be  plainly  felt,  and  the  i)re-sence  or  absence  of  fluclualion  ascertained. 
When  the  t>rigiii  is  iletrrniined,  the  prominence  of  such  tumors,  and 
the  dull  pcrcu.s,sion.  surrounded  by  a  well-marked  zone  of  resonance, 
generally  make  the  condition  unmistakable. 

The  great  majority  ol  vcrj'  large  tumors  arc  cystic,  and  fluctuation 
in  the  whole  or  a  p;irt  of  tlic  mass  can  often  be  recognized  Tympan- 
ites is  generally  evident  at  the  epigastrium  or  about  the  lumbar  region. 
Distention  of  the  colon  with  air  may  assist  iti  the  diagnosis.  The 
diagno.sis  may  be  obscured  by  a.scites.  although  the  presence  of  this 
condition  docs  not  exclude  ovarian  tumor.  Advanced  ectopic  gesta- 
tion with  a  dead  fetus  may  closely  simulate  a  large  multilocular 
tumor. 

The  differential  diagnosis  of  the  varieties  of  ovarian  tumor  is  pos- 
sible Only  under  favorable  conditions.  Fluctuation  indicates  cystic 
tumors;  solid  coitsistency  points  to  fibroma,  sarcoma,  endothelioma. 
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carcinoma,  or  turatoma.  Fibroma,  myoma,  and  fibrosarcoma  are 
denser  than  pure  sarcoma  or  endothelioma.  Carcinoma  is  almost 
always  bilateral  and  unevenly  nodular.  Although  ascites  is  iisuaUy 
present  with  mahirnant  tumors,  this  sign  i.s  not  pathognomonic,  becau.se 
when  papilla:  pciforatc  the  wall  of  a  cystic  tumor,  ascites  usually 
ensues.  This  condition  is  known  as  papUhma  n/  the  tn'arr,  Ucr- 
mriids  can  frequt-ritly  be  recognized  by  llicir  doughy  consistency,  and 
by  hard,  sharp  borders  and  points  when  they  cuiilain  bones. 

Profrnosis  and  Treatment. — Simple  cysts  (hydrops  fnlliculi.  Fig. 
368),  fibromata,  myomata,  dermoids,  and  corpus-lulLLiin  c>'sts  of  smali 
size  and  uncomplicated  are  not  in 
themselves  dangerous.  C>stoniata 
papillifcra  and  parovarian  cysts,  be- 
cause of  their  progressive  growth 
and  the  eomplicilions  to  whicli 
they  give  rise,  usually  destroy  life 
unless  removed.  Successful  re- 
moval, together  with  the  extirpa- 
tion of  the  corresponding  ovary. 
means  jx-nnancnt  cure;  although, 
of  course,  similar  disease  may  arise 
in  the  other  ovar>'.  Sarcomata 
and  cndothcliomata  are  malignant 
growths ;  but  recent  statistics  ap- 
pear to  show  that  early  removal  is 
followed  by  a  reasonable  [KTcentagc 
(30  jier  cent,  to  35  per  cent.)  of  [xt- 
nianenl  cures.  Carcinomata  ami 
teratomata  are  extremely  malignant;  and  in  spite  of  complete  and 
early  removal,  which  is  our  only  resource,  the  prt^jnosis  is  very  unfa- 
vorable. 

Generally  speaking,  the  proper  treatment  for  all  tumors  of  the 
ovary  is  removal  as  soon  as  they  are  discovered,  even  if  they  have 
given  rise  to  no  symptoms.  Although  the  simple  forms  first  men- 
tinned  are  not  <larigerou-s,  the  uncertainty  of  diagnosis  makes  removal 
the  best  course  to  pursue,  as  the  risk  of  delay  is  greater  than  that  of 
modern  operation.  Small  benign  tumors  frequently  grow  rapidly,  and 
apparently  benign  tumors  may  in  reality  be  malignant. 

Ovarian  tumors  are  es]xxially  prnne  to  dangerous  accidents,  prob- 
ably because  of  their  mobility.  Tht-  most  common  accidents  are 
rupture,  sujipunition,  and  torsion  of  ilic  |)ediclc,  all  of  which  may 
give  rise  to  severe  and  even  fatal  [x-ritonitis.  There  are  few  ovarian 
tumors,  even  if  small  and  benign,  that  do  not  give  rise  to  menstrual 
disorders  which  cannot  be  cured  until  the  tumors  have  been  removed. 
Hydrops  follicuH  frequently  afTects  both  ovaries.  When  this  condition 
occurs  in  young  women,  resectiim  of  the  pmminenl  cysts,  leaving  a 
portion  of  the  healthy  ovary,  may  be  all  that  is  neccssarj'.  Small 
fibromata  and  myomata  am  al.so  be  cured  by  rtr.section  of  the  tumor 
without  removal  of  the  entire  ovary.  Cystomata  papillifera.  demioid.s. 
and  parovarian  cysts,  as  a  rule,  demand  complete  removal  of  the 
atTected  ovary.     Sarcomata  and  fndolheliomata  can  sometimes  be  pcr- 


YlM.  368. — Ovrr-Diaturc  GruaAnn  folltclt? 
ricrp  dnwn  in  the  ovary;  hjrdrops  follkitli 
(X  «5)- 
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manently  cured  by  complete  exsection  of  the  ovar>-  and  tube  well 
into  the  comu  of  the  uterus.  If  in  these  cases  there  is  the  least 
appearance  of  infiltration  in  close  proximity  to  the  uterus,  the  oppo- 
site appendages  and  the  uterus  wtmld  better  be  removed  also. 
In  carcinoniata  and  teralomata  radiciil  operation  is  imperatively  de- 
man  dfd. 

Infections  Diseases  of  the  Ovary  {Ovaritis  or  Oophoritis;  Peri- 
maritis ;  Ovarian  Abscess:  Sclerosis  or  Cirrhosis  of  the  Ovary). — 
Septic  diseases  of  the  ovary  are  not  well  understood.  The  text-books 
usually  describe  congestion  of  the  ovarj',  several  varieties  of  acute 
and  chronic  ovaritis,  and  peri-ovarilis.  Virulent  micro-orjjanisms! 
undoubtedly  penetrate  into  and  infect  the  ovary.  These  infective  proc- 
esses produce  great  clianjjcs  in  both  the  follicular  and  the  connective- 
tissue  elements.  Sometimes  coalescence  and  alteration  of  the  Graafian 
follicles  with  hcmorrhaRc  occur  ;  sometimes  proliferation  of  connccti^-e- 
tissuc  elements  with  hypertrophy  is  observed ;  at  other  times  the  outer 
portions  of  the  ovar>'  arc  most  affected,  and  necrotic  changes  occur, 
or  a  cirrhotic  condition  with  atrojjhy  or  suppuration  results,  which  is 
then  usually  due  to  strc|>tococcus-invasimi. 

One  of  the  difficulties  in  the  proiwr  roniprehen.sion  of  this  subject 
lies  in  the  fact  that  when  ovaritis  exists,  it  is  usually  only  part  of  a 
complex  condition  which  involves  the  tube  and  uterus,  and  is  ^jenerally 
secondary.  When  the  lymphatics  are  the  channels  of  invasion,  ovarian 
abscess  frequently  ensues;  and  this  may  remain  for  a  considerable 
time  the  only  recognizable  evidence  of  extra-uterine  disease.  This 
fact  has  been  fully  established  by  recent  operative  obscr\'ation.  Some 
authors  go  so  far  as  to  claim  that  the  nvarie-s  have  distinct  l>^mpli- 
channcls  commimicaling  directly  with  the  cervix  and  corneal  canal, 
lie  this  as  it  may,  the  fact  has  certainly  been  established  by  observation 
that  ovarian  abscess  frequently  follows  miscarriage,  and  Is  then  due 
to  unclean  manipulation  of  the  ccrxical  canal.  In  such  cases  c\'ac- 
uation  of  the  contents  of  the  uterus,  with  removal  of  the  ovar\*  or 
ovaries,  is  followed  by  complete  cure,  tlie  Fallopian  tubes  having 
apparently  never  been  affected.  Streptococci  arc  almost  always  found 
in  such  ovarian  abscesses  when  opeiation  is  made  during  the  acute 
stage. 

Ovarian  abscess  as.sociated  with  pyosaJpinx  probably  always  owes 
its  origin  to  contiguity.  Ovarian  abscess  of  the  lymphatic  variety* 
affects  the  adjoining  peritoneum  at  its  very  outset,  and  after  a  few  weeks 
a  general  pelvic  peritoneal  involvement  may  ensue,  which  in  time 
extends  to  the  opposite  side  of  the  pelvis.  Ovarian  abscess  may  exi.st 
for  years,  however,  without  producing  suppuration  at  any  point  be- 
yond ;  although  the  complicating  pelvic  peritonitis,  by  rca.son  of  its 
multiple  adhesions,  produces  the  most  complex  forms  of  pelvic  dis- 
ease. The  original  abscess  may  attain  large  dimensions ;  if  not  well 
protected  by  peritoneal  adhesions,  it  may  rupture  and  produce  gen- 
eral septic  peritonitis  or  a  most  aggravated  form  of  general  pelvic 
disease.  The  lymphatic  ovarian  abscess,  like  all  streptococcus-infec- 
tions, is  almost  always  an  acute  disease,  with  sudden  onset  and  febrile 
symptoms. 

It  is  doubtful  whether  any  form  of  septic  ovaritis  ever  results  in 
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Spontaneous  cure  by  absorption,  :ilthouii;h  \\\  a  reasonable  proportion 
of  ca.scs  the  abscesses  arc  emptied  span  can  eou.sly  by  a  safe  route  and 
the  patient  recovers.  In  olher  varieties  of  ovaritis  no  acute  sj'mptoins 
may  occur,  and  eventually  tlie  ovaries  may  ihare  in  the  jjcneral  atrophy 
incident  to  the  menopause,  giving;  no  trouble  thereafter. 

Treatment. —  The  cure  of  non-suppurative  ovaritis  which  gives 
rise  to  sufficiently  acute  symptoms  to  denKitui  optTitive  interference 
consists  in  remov.il  of  the  allected  organ.  This  is  mi>st  properly  and 
conveniently  done  through  an  abdominal  inci.sion.  When  portions  of 
the  ovary  appear  to  be  healthy,  it  may  be  advisable  to  resect  only  the 
diseased  portion  of  the  organ.  This  conservative  operation  requires 
an  experienced  operator,  as  otherwise  the  remaining,'  portion  of  the 
ovary  may  give  ri.se  to  much  trouble  after  a  few  months. 

The  suppurating  ovary  which  accompanies  pyosalpinx  should  be 
removed  by  abdominal  section  with  the  affected  tube.  Occasionally 
both  tube  and  ovary  are  merged  into  a  large  abscess.  This  can  fre- 
quently be  reachcJ  and  drained  through  a  vaginal  incision  with  practi- 
cally no  danger.  Permanent  cure  may  result;  although  in  some  cases 
a  radical  operation  may  be  demanded  later  on.  The  operation  is  then 
relatively  .safe  because  of  the  diminished  bulk  of  the  absces.s-mass  and 
the  lessened  amount  of  pus. 

Incision  with  drainage  through  the  posterior  vaginal  fornix  is  the 
treatment  for  acute  recent  abscess  of  the  ovary  when  there  is  no  appar- 
ent involvement  beyontl  the  adjoining  pelvic  peritoneum.  This  opera- 
tion is  practicable  in  90  jx-r  cent,  of  the  c;ises.  The  ovar>'  need  not 
be  removed.  It  is  incised  after  tlie  cavit>'  is  opened,  and  drained  by 
gauze.  This  is  the  ideal  treatment,  and  w*ill  permanently  cure  14  out 
of  15  cases,  with  practically  no  risk. 

Bilateral  Septic  Affections. — When  severe  septic  pelvic  disease 
afTects  the  adnex.i:  on  both  sides,  the  treatment  demands  s)K-"cial  con- 
sideration. The  question  of  removal  of  the  uterus,  when  it  shows  no 
special  signs  of  disease,  has  been  \'igorously  disciis.scd.  In  young 
women,  when  there  is  the  least  ho|K:  of  saving  even  a  part  of  one 
ovary,  the  abdomen  should  be  o[3encd  and  the  dt.sea:ied  portions 
removed.  Infiltrated  and  thickened  Fallopian  tubes  with  closed 
abdominal  ostia  should  be  entirely  resected  well  into  the  cornua  of 
the  uterus.  When,  in  the  course  of  these  operations,  both  ovaries 
are  found  to  be  entirely  diseased,  they  should  be  renio\'ed,  together 
with  the  uterus  and  Fallopian  tubes.  The  cerx^^ix  shouki  be  left  if  it 
is  apparently  healthy.  In  women  approaching  or  past  the  menopause, 
it  is  frequently  advisable  to  remove  the  uterus  and  appendages  by  the 
vaginal  route,  as  this  operation  produces  less  shock,  does  away  with 
the  abdominal  scar  and  the  dangers  of  subsequent  hernia,  and  is  less 
dangerous   than  the  abdominal   operation. 

Ovariotomy;  Salpingectomy;  Ttibal  and  Ovarian  Resec- 
tion.— The  majority  of  tumors  nf  the  ov.iry  and  I'allojiian  tube  are 
more  perfectly  and  safely  removed  through  an  abdominal  indsion.  In 
rare  cases,  their  removal  by  the  vagina  may  be  indicated.  A  small 
ovarian  tumor  which  is  movable  and  lodged  in  the  cul-de-sac  of  Doug- 
liLs  may  be  cnaxtvl  thrnugh  a  small,  posterior  vaginal  incision,  removed 
with  tiie  greatest  ease,  and  its  pedicle  ligatcd.    The  results  of  ihif 
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operation  will  prove  ideal.  Its  value  is  especially  apparent  when  the 
iwtieiit  is  over  sixty  years  of  age  and  has  a  very  thick  abdominal  wall. 
This  operation  can  occasionally  be  performed  with  advantage  through 
an  anterior  vaginal  incision  after  separating  the  bladder  from  thc 
utcrus. 

The  technic  of  abdominal  section,  as  described  in  Chapter  VIII.,  is 
to  be  followed.  After  tiie  abdomen  has  been  opened,  the  cour.sc  to 
be  pursued  depends  upon  the  conditions  then  found  to  exist. 

Septic  Cases.— ~In  septic  cases  the  first  and  most  important  step  is 
to  wall  nil"  the  infected  jx-lvic  area  from  the  una(Tecle<3  portion  of  ihe 
abdominal  cavity  by  numerous  well-wruny  gauze  [jads.  Sejwration 
of  omental  adhesions  must  always  bt-gin  from  the  most  inferior  jH>int. 
In  dealing  with  a  large  suppurating  focus,  in  which  the  surface  of  the 
mass  is  exposed,  it  may  be  better  to  empty  the  cavity  as  far  as  [>os-iible 
b)- a  large  aspirator,  or  to  evacuate  the  purulent  contents  through  a 
small  incision,  receiving  it  on  sponges,  before  complete  isolation  of  the 
nia-ss  is  attempted.  If  intestinal  adhesions  are  pre'^enl,  th(.y  can  now 
be  gradually  separated,  after  which,  if  the  ma-ss  is  adherent  to  the 
pelvic  wall,  the  .se(>aratior)   of  these  adhesions  may  he  completed. 

The  peritoneal  covering  of  ahi*ccss-cavities  is  frtrquently  much 
thickened,  and  in  such  cases  an  incision  through  this  structure  down 
to  the  abscess-wall  proper  ma)'  greatly  faciliLite  enucleation.  In  this 
part  of  the  work  the  success  of  the  opi:rator  depends  greatly  upon  his 
tactile  ability  to  follow  natural  lines  of  cleavage.  When  one  side  has 
been  liberated,  it  is  better  immediately  to  investigate  the  ct)ndition  of 
the  opposite  tube  and  ovary,  in  order  to  determine  ujwin  the  general 
plan  of  operation  and  to  f1^  in  mind  cxactl)-  what  is  necessar>'  to  lie 
done.  If  only  one  appendage  needs  removal,  it  can  then  be  done. 
Complete  removal  of  the  tube  well  into  the  cornu  of  the  uterus  is 
advi5ablc  when  any  portion  of  that  tube  is  affected. 

Hven  in  septic  cases,  healthy  ptirtions  of  ovaries  may  be  saved,  par- 
ticularly in  women  of  childbearing  age. 

If  both  ovarius  arc  ctmiplelcly  destroyed,  it  is  lietter  to  remove  the 
uterus,  also.  Perfitralion  of  tlic  brmul  ligament  and  ligation  en  viassc 
are  ofti:n  ini[>racticablc,  am!  are   not    safe. 

Catgut  is  the  preferable  material  for  the  control  of  hemorrhage  and 
for  covering  raw  surfaces.  The  first  ligature  would  better  be  applied  at 
the  outer  extremit)',  encircUng  the  upper  border  of  ihc  infundibulo- 
pelvic  ligament,  luen  though  a  little  mnre  blood  is  lost,  it  is  better 
to  proceed  from  the  outside  toward  the  uterus  ami  remove  the  whole 
tube  and  ab.scess-.sac.  putting  on  forceps  for  lenijwrary  hcmosta.sis. 
The  exsection,  which  is  best  done  with  scissors,  is  completed  by  remov- 
ing a  wedge-shaped  piece  from  the  cornu  of  the  uterus.  A  continuous 
catgut  suture  may  now  be  appHcd  to  bring  together  the  cut  edges  of 
the  broad  ligament  along  the  line  of  incision.  When  the  edge  of  the 
uterus  is  reached,  this  continuous  suture  is  tied,  and  two  or  more  inler- 
ntptcd  sutures  applied  to  coapt  the  edges  of  the  uterine  wound.  All 
hemorrhages  must  he  controlled  by  ligatures.  It  is  never  necessary. 
but  is.  on  the  contrarv*.  dangerous  lo  employ  catgut  of  large  size. 
Finally,  all  the  raw  surfaces  must  be  covered  hy  the  neighboring  peri- 
toneum, and  in  this  work  only  the  finest  of  cat^t  should  be  used. 
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Pelvic  Cellolitis. — This  term  is  applied  to  that  form  of  disease  in 
which  the  cellular  tissue  around  the  uterus  has  become  infected  by  way 
of  the  lymphatics. 

Septic  |H:lvic  disease  may  be  limited  to  the  cellular  tissue  which  sur- 
rounds the  uterus.  Infection  occurs  through  the  lymphatics,  and  is 
usually  of  pueri>cral  oriyin.  It  may  produce  a  phlegmon  behind  tlic 
uterus,  between  the  folds  of  the  so-called  sacro-iiterinc  liyanients.  or 
bct-iveen  the  folds  of  the  broad  hj^'aincnt  on  either  side.  Mnre  rarely  it 
affects  the  vesico-ulerine  space  or  the  cellular  tissue  surrountliti^'  the 
round  ligaments.  It  is  seen  also  as  a  complication  of  tjie  other  forms 
of  septic  pelvic  disease  heretofore  described,  either  preceding  or  occur- 
ring simuluncously  with  them. 

Like  other  septic  conditions  of  lymphatic  origin,  its  onset  is  usually 
sudden  and  acute,  and  is  frequently  accompanied  by  very  high  fever.  It 
is  recognized  by  the  early  appearance  of  thickening'  and  enlargement 
both  at  the  sides  and  back  of  the  uterus.  Suppuration  occurs  in  only 
a  small  proportion  of  the  cases;  a  large  number  of  patients  recover  by 
absorption,  with  little  or  no  damage,  and  may  bear  children  later.  In 
some  cases  the  adjoining  [xjritoncum  becomes  involved  and  adhesions 
follow,  which  produce  various  distortions  of  the  affected  parts.  When 
suppuration  occurs,  the  abscess  may  rupture  through  the  vagina  or 
rectum,  or  externally  just  above  Poupart's  ligament;  or  it  may  push 
back  the  peritoneum  and  involve  the  whole  iliac  fossa  on  the  aflected 
side. 

Treatment. — When  the  diagnosis  is  clear  and  there  is  no  suppura- 
tion, operative  treatment  is  not  required.  It  is  rather  difficult,  however, 
to  differentiate  pelvic  cellulitis  from  the  various  forms  of  peritonitis. 
Obliteration  of  one  or  more  of  the  vaginal  fornices,  with  apparent 
shortening  of  the  cervix  and  absence  of  a  diseased  ovary  or  tube  in  a 
puer[»eral  patient,  usually  makes  the  diagnosis  possible.  When  pus  is 
suspecte(i,  early  evacuation  is  advisable.  This  can  almost  always  be 
most  safely  accomplished  by  vaginal  or  inguinal  incision. 

Pelvic  Peritonitis. — This  term  is  commonly  applied  to  \*arious 
forms  of  ]ocali/.ed  jkIvIc  inrtanimation  which  cannot  be  dilTcrentially 
diagnosed.  Primary  uncomplicated  jjelvic  peritonitis  probably  does 
not  occur.  Occasionally,  however,  the  primary  disease  escapes  detec- 
tion, and  serous  or  seropurulent  fluid  accumulates  in  the  cul-de-sac  of 
Douglas;  ;md  in  this  aisc  a  vaginal  incision  behind  the  cervix,  with 
dniinage,  i-^  followed  by  disappearance  of  the  frequently  serious  symp- 
toms, and  complete  cure  of  the  jwtient.  On  the  other  liand.  the 
primary  disease  may  gradually  disappear,  and  after  long  illness  the 
peritoneal  adhesions  remain  as  the  only  well-marked  evidences  of  di.s- 
ease.  This  form  of  chronic  jielvic  peritonitis  frequently  causes  disturb- 
ance of  physiological  function  by  compression  and  distortion  of  the 
tube;:,  ovaries,  uterus,  bladder,  or  ureters,  and  may  require  surgical 
interference.  In  such  cases  occurring  in  young  women  the  abdominal 
incision  is  preferable,  because  conservative  operation  is  frequently  pos- 
sible, and  is  belter  acconijjjished  by  this  route.  In  women  near  or 
past  the  menopause,  vaginal  hysterectomy  may  be  more  easily  and 
safely  performed. 


CHAPTER   XXII. 

GYNECX)LOGY   (Continued). 

DISORDERS  OF  MENSTRUATICHM. 

Although  all  forms  of  pelvic  disease  may  give  rise  to  disorders  of 
menstruation,  it  frequently  happens  that  women  become  great  sufferers 
without  any  apparent  structural  change  in  the  genitalia.  Amenorrhea, 
or  absence  of  menstruation,  menorrhagia,  or  excessive  menstruation, 
and  dysmenorrhea,  or  painful  menstruation,  may  all  exist  without 
apparent  cause,  or  may  be  associated  with  malpositions  of  the  uterus 
without  appreciable  lesion. 

Amenorrhea  may  be  dependent  upon  defective — so-called  infantile 
— development,  or  may  follow  exposure  during  menstruation  or  change 
of  climate.  Massage,  stimulation  of  the  general  development  of  the 
patient,  and,  finally,  the  local  use  of  electricity  are  the  only  means 
that  can  be  recommended  for  this  condition  ;  and  the  results  arc  very 
uncertain. 

Menorrhagia  without  apparent  cause  may  often  be  treated  empiri- 
cally by  dilatation,  curettage,  and  packing  the  vagina  and  even  the 
uterus. 

Dysmenorrhea  may  be  treated  by  dilatation  and  curettage ;  and 
the  uterine  canal  may  be  kept  patent  by  the  insertion  of  a  glass,  light 
metal,  or  gutta-percha  intra-uterine  stem.  This  latter  expedient,  how- 
ever, is  attended  by  considerable  risk,  and  the  patient  so  treated  should 
be  kept  under  constant  observation. 

Both  menorrhagia  and  dysmenorrhea  are  frequently  associated  with 
malpositions  of  the  uterus,  the  cure  of  which  is  followed  by  disappear- 
ance of  the  symptoms.  Dysmenorrhea,  however,  is  so  frequently  a 
local  manifestation  of  neuroses  or  unapprcciable  congenital  abnormali- 
ties that  the  prognosis  should  always  be  guarded. 

In  the  majority  of  cases,  disorders  of  menstruation  exist  only  as 
symptoms  of  special  forms  of  surgical  disorders,  which  are  considered 
under  their  respective  headings,  or  as  expressions  of  constitutional 
pathological  conditions  which  call  for  general  medical  treatment. 

UTERINE   DISPLACEMENTS. 

The  uterus  is  held  in  position  by  an  intricate  network  of  structures, 
of  which  the  various  uterine  ligaments  form  a  component  part,  and 
which  is  known  as  the  pelvic  floor.  As  the  result  of  congenital  anom- 
alies, or  by  reason  of  the  presence  of  neoplasms,  inflammatory  swell- 
ing, or  cicatricial  contraction,  the  uterus  may  be  distorted  and  pulled 
or  pushed  out  of  position  to  any  part  of,  or  even  beyond,  the  pelvic 
cavity.     The  elementary*  malpositions,  however,  which  result  from  a 
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disturbance  of  the  relation  between  intra-abdominal  pressure  and  the 
resistance  ofTcrcd  by  the  natural  supports  of  tlie  uterus  are  the  only 
ones  which  should  be  considered  under  the  head  of  displacements. 

Intra-abdominal  pressure  may  be  increased  and  the  natural  uterine 
supports  weakened  by  many  causes,  chief  among  which  are  lacerations 
and  relaxations  due  to  parturition,  which  result  in  alterations  m  the 
position  of  the  uterus. 

The  peculiar  anatomical  attachments  of  the  uteru.s,  and  its  normal 
rantje  of  mobility,  influenced  by  intra-abdominal  pressure  unil  the  vari- 
able conditions  of  the  bladder  and  rectum,  easily  explain  how  a  .simple 
temporary  displacement  may  by  frequent  recurrence  become  an  habit- 
ual malposition  tjiving  rise  to  appreciable  symptoms. 

Innumerable  autopsies  have  proved  that,  consistent  with  perfect 
health  and  without  ;tppreciablt_-  abdominal  sepsis,  peritonea]  surfaces 
become  adherent  in  thu  cecal,  hejaatic,  and  sij^moid  regions — Ineatiuns 
which  are  particularly  subject  to  friction  and  irritation.  In  the  .same 
manner  the  uterine  peritoneum  probably  becomes  adherent,  and  Irre- 
ducible displacements  occur  without  apparent  septic  complications. 

Uterine  displacement  is  frequently  associated  with  various  forms  of 
septic  disease.  Sometimes  .sepsis  causes  malposition  by  the  formation 
of  adhesions;  at  otiier  times  the  displacement,  by  interfering  with  the 
circulation  and  proper  drainage  of  the  uterus,  induces  .sepsis.  Irrita- 
tive conditions  of  the  bladder  and  rectum,  dysmenorrhea,  menorrha- 
gia,  sterility,  and  habitual  miscarriage  arc  the  most  common  results  of 
displacement;  while  pelvic  pain  or  distress,  or  neuralgia,  is  seldom 
absent. 

Treatment. — When  a  displacement  Is  habitual,  but  not  made  per- 
manent by  adhesions,  it  may  be  cured  by  measures  athlressed  to  the 
correction  of  the  causes  which  effect  tieviation  in  the  axis  of  the  force 
of  intra-abdominal  pressure.  This  is  best  accomplished  by  training 
and  restraining  abdominal  pressure  above,  in  order  to  approximate  the 
normal  direction,  and  by  upholding  the  uterus  below,  in  order  that 
its  most  favorable  surface  may  be  presented.  The  corst-t  slunild  be 
loosened,  abdominal  massage  should  be  practised,  together  with  such 
physical  culture  as  is  calculated  to  increase  abdominal  support,  and, 
in  addition,  a  well-fitted  abdominal  belt  may  be  worn.  Pelvic  massage 
also  is  often  .successful  in  restoring  the  tone  of  relaxed  supports. 
Operative  measures  may  repair  pelvic  injuries,  and  artificial  supports, 
such  as  tampons  and  pessaries,  may  be  used  to  place  and  retain  the 
uterus  in  its  most  advantageous  position.  The  bowels  and  bladder 
must,  of  course,  be  regulated.  These  means  frequently  fail  because 
the  supports  of  the  uterus  have  become  altered  by  inflammatory  or 
atrophic  changes. 

When  a  displacement  is  made  permanent  by  adhesions,  operative 
measures  become  imperative  unless  the  adhesions  are  of  slight  degree. 
They  must  be  uncovered  and  separated,  and  the  accompanying  septic 
conditions,  which  would  otherwise  renew  them,  must  be  removed.  It 
then  becomes  necessar>'  to  Imitate  nature  and  hold  the  uterus  perma- 
nently in  normal  position  by  specially  devised  operations,  which  will 
be  described  later. 

The  ordinary  forms  of  displacement  are  prolapse,  antevcrsion,  retro- 
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version,  and  latcroversion.     The  corresponding  flexions  occur  when 
the  uterine  body  is  bent  upon  itself  in  excess  of  the  normal  degree. 

Prolapse  of  the  uterus  is  a  descent  of  that  organ  below  its  normal 
level.  It  is,  in  reality,  a  hernia  or  protrusion  of  the  uterus  and  more  or 
less  of  the  attached  pelvic  structures  into  the  pelvic  outlet,  caused  by 
pressure  from  above,  combined  with  lack  of  resistance  of  the  pelvic 
floor,  the  latter  having  in  most  instances  been  weakened  by  lacerations 
and  relaxation  due  to  childbirth.  Sometimes  the  whole  pelvic  floor 
becomes  prolapsed. 

Prolapse  is  clinically  described  as  of  three  degrees,  according  to 
the  extent  of  the  descent  of  the  uterus.  It  is  a  process  that  involves 
the  various  organs  which  surround  and  are  attached  to  the  uterus. 
Clinical  experience  demonstrates  that  in  prolapsus  the  anterior  vaginal 
wall  first  protrudes,  and  is  gradually  extruded  from  below  upward. 
This  protrusion  of  the  anterior  vaginal  wall,  which,  in  the  ordinary 
forms  of  prolapse,  precedes,  at  least  in  part,  the  appearance  of  the 
cervix,  is  called  lystoccic,  because  the  bladder,  which  is  attached  to 
the  anterior  wall  of  the  vagina,  forms  part  of  the  protrusion.  As  the 
anterior  protrusion  progresses,  the  uterus  descends  and  the  cervix 
appears  at  the  vulva ;  while  the  posterior  vaginal  wall  doubles  upon 
itself  and  descends  toward  the  vulvar  opening  from  above  downward. 
Finally,  the  entire  vaginal  canal  is  turned  inside  out,  and  the  posterior 
vaginal  wall  is  peeled  off"  from  the  rectum,  with  the  exception  of  the 
very  lowest  portion,  which  becomes  elongated,  the  rectum  remaining 
in  place. 

In  a  reasonable  proportion  of  cases  another  mechanism  prevails. 
When  a  large  tear  in  the  perineum  has  occurred,  with  retraction  of  the 
torn  ends  of  the  levator  ani  muscle,  straining  (particularly  at  stool 
when  the  patient  is  constipated)  results  in  the  development  of  a  recto- 
cel€, -which  is  soon  followed  by  a  cystoceie ;  and  the  continuation  of 
these  conditions  brings  about  a  hernial  protrusion  which  drags  the 
uterus  down.  When  the  vaginal  and  uterine  extrusion  is  complete, 
the  condition  is  known  as  procidentia. 

Non-operative  Treatment  of  Prolapsus. — Massage  has  been  used 
and  lauded  by  its  various  exponents.  While  this  treatment  may  be 
useful,  occasionally  it  possesses  certain  disadvantages  which  will  prob- 
ably result  in  its  disuse.  Although  massage  is  especially  applicable  to 
recent  cases,  yet  the  cure  will  probably  not  be  permanent,  because  of 
the  difficulty  in  removing  the  cause.  Besides  this,  vaginal  massage  is 
distasteful  to  the  majority  of  women,  and  is  not  without  danger. 

Vaginal  supports  never  succeed  well  in  severe  and  in  old  cases.  In 
recent  ca.ses,  operations  which  involve  no  risk  are  very  successful,  and 
delay  is  therefore  not  advisable. 

Non-operative  measures  should  probably  be  restricted  to  those  cases 
in  which  operative  treatment  is  contra-indicated  by  reason  of  extreme  age 
or  bad  general  health,  or  in  which  operation  is  refused  or  has  failed. 

Anteversion  and  Anteflexion. — Plate  8  shows  that  in  its  nor- 
mal position  the  uterus  is  both  anteverted  and  anteflexed.  The  terms 
anteversion  and  anteflexion  refer  simply  to  an  exaggeration  of  normal 
conditions.  It  is  often  difficult  to  decide  whether  an  anterior  position 
of  the  uterus  is  physiological  or  pathological. 
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version,  and  latcrovcrsion,  Tlie  corresponding  flexions  occur  when 
the  uterine  body  is  bent  upon  itself  in  excess  of  the  normal  degree. 

Prolapse  of  the  uterus  is  a  descent  of  that  organ  below  its  normal 
level.  It  is,  in  reality,  a  hernia  or  protrusion  of  the  uterus  and  more  or 
less  of  the  attached  pelvic  structures  into  the  pelvic  outlet,  caused  by 
pressure  from  above,  combined  with  lack  of  resistance  of  the  pelvic 
floor,  the  latter  having  in  most  instances  been  weakened  by  lacerations 
and  relaxation  due  to  childbirth.  Sometimes  the  whole  pelvic  floor 
becomes  prolapsed. 

Prolapse  is  clinically  described  as  of  three  degrees,  according  to 
the  extent  of  the  descent  of  the  uterus.  It  is  a  process  that  involves 
the  various  organs  which  surround  and  are  attached  to  the  uterus. 
Clinical  experience  demonstrates  that  in  prolapsus  the  anterior  vaginal 
wall  first  protrudes,  and  is  gradually  extruded  from  below  upward. 
This  protrusion  of  the  anterior  vaginal  wall,  which,  in  the  ordinary 
forms  of  prolapse,  precedes,  at  least  in  part,  the  appearance  of  the 
cervix,  is  called  cystocelc,  because  the  bladder,  which  is  attached  to 
the  anterior  wall  of  the  vagina,  forms  part  of  the  protrusion.  As  the 
anterior  protrusion  progresses,  the  uterus  descends  and  the  cervix 
appears  at  the  vulva ;  while  the  posterior  vaginal  wall  doubles  upon 
itself  and  descends  toward  the  vulvar  opening  from  above  downward. 
Finally,  the  entire  vaginal  canal  is  turned  inside  out,  and  the  posterior 
vaginal  wall  is  peeled  off  from  the  rectum,  with  the  exception  of  the 
very  lowest  portion,  which  becomes  elongated,  the  rectum  remaining 
in  place. 

In  a  reasonable  proportion  of  cases  another  mechanism  prevails. 
When  a  large  tear  in  the  perineum  has  occurred,  with  retraction  of  the 
torn  ends  of  the  levator  ani  muscle,  straining  (particularly  at  stool 
when  the  patient  is  constipated)  results  in  the  development  of  a  redo- 
celc,  which  is  soon  followed  by  a  cystoccle ;  and  the  continuation  of 
these  conditions  brings  about  a  hernial  protrusion  which  drags  the 
uterus  down.  When  the  vaginal  and  uterine  extrusion  is  complete, 
the  condition  is  known  as  prockkntia. 

Non-operative  Treatment  of  Prolapsus. — Massage  has  been  used 
and  lauded  by  its  various  exponents.  While  this  treatment  may  be 
useful,  occasionally  it  possesses  certain  disadvantages  which  will  prob- 
ably result  in  its  disuse.  Although  massage  is  especially  applicable  to 
recent  cases,  yet  the  cure  will  probably  not  be  permanent,  because  of 
the  difficulty  in  removing  the  cause.  Besides  this,  vaginal  massage  is 
distasteful  to  the  majority  of  women,  and  is  not  without  danger. 

Vaginal  supports  never  succeed  well  in  severe  and  in  old  cases.  In 
recent  cases,  operations  which  involve  no  risk  are  very  successful,  and 
delay  is  therefore  not  advisable. 

Non-operative  measures  should  probably  be  restricted  to  those  cases 
in  which  operative  treatment  is  contra-indicated  by  reason  of  extreme  age 
or  bad  general  health,  or  in  which  operation  is  refused  or  has  failed. 

Anteversion  and  Anteflexion. — Plate  8  shows  that  in  its  nor- 
mal position  the  uterus  is  both  antcvertcd  and  anteflexed.  The  terms 
anteversion  and  anteflexion  refer  simply  to  an  exaggeration  of  normal 
conditions.  It  is  often  difficult  to  decide  whether  an  anterior  position 
of  the  uterus  is  physiological  or  pathological. 
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version,  and  lateroversion.     The  corresponding  flexions  occur  when 
the  uterine  body  is  bent  upon  itself  in  excess  of  the  normal  degree. 

Prolapse  of  the  uterus  is  a  descent  of  that  organ  below  its  normal 
level.  It  is,  in  reality,  a  hernia  or  protrusion  of  the  uterus  and  more  or 
less  of  the  attached  pelvic  structures  into  the  pelvic  outlet,  caused  by 
pressure  from  above,  combined  with  lack  of  resistance  of  the  pelvic 
floor,  the  latter  having  in  most  instances  been  weakened  by  lacerations 
and  relaxation  due  to  childbirth.  Sometimes  the  whole  pelvic  floor 
becomes  prolapsed. 

Prolapse  is  clinically  described  as  of  tliree  degrees,  according  to 
the  extent  of  the  descent  of  the  uterus.  It  is  a  process  that  involves 
the  various  organs  which  surround  and  are  attached  to  the  uterus. 
Clinical  experience  demonstrates  that  in  prolapsus  the  anterior  vaginal 
wall  first  protrudes,  and  is  gradually  extruded  from  below  upward. 
This  protrusion  of  the  anterior  vaginal  wall,  which,  in  the  ordinary 
forms  of  prolapse,  precedes,  at  least  in  part,  the  appearance  of  the 
cervix,  is  called  cystocclc,  because  the  bladder,  which  is  attached  to 
the  anterior  wall  of  the  vagina,  forms  part  of  the  protrusion.  As  the 
anterior  protrusion  progresses,  the  uterus  descends  and  the  cervix 
appears  at  the  vulva ;  while  the  posterior  vaginal  wall  doubles  upon 
itself  and  descends  toward  the  vulvar  opening  from  above  downward. 
Finally,  the  entire  vaginal  canal  is  turned  inside  out,  and  the  posterior 
vaginal  wall  ts  peeled  off  from  the  rectum,  with  the  exception  of  the 
very  lowest  portion,  which  becomes  elongated,  the  rectum  remaining 
in  place. 

In  a  reasonable  proportion  of  cases  another  mechanism  prevails. 
When  a  large  tear  in  the  perineum  has  occurred,  with  retraction  of  the 
torn  ends  of  the  levator  ani  muscle,  straining  (particularly  at  stool 
when  the  patient  is  constipated)  results  in  the  development  of  a  rccto- 
celc,  which  is  soon  followed  by  a  cystocele ;  and  the  continuation  of 
these  conditions  brings  about  a  hernial  protrusion  which  drags  the 
uterus  down.  When  the  vaginal  and  uterine  extrusion  is  complete, 
the  condition  is  known  as  procidentia. 

Non-operative  Treatment  of  Prolapsus. — Massage  has  been  used 
and  lauded  by  its  various  exponents.  While  this  treatment  may  be 
useful,  occasionally  it  possesses  certain  disadvantages  which  will  prob- 
ably result  in  its  disuse.  Although  massage  is  especially  applicable  to 
recent  cases,  yet  the  cure  will  probably  not  be  permanent,  because  of 
the  difficulty  in  removing  the  cause.  Besides  this,  vaginal  massage  is 
distasteful  to  the  majority  of  women,  and  is  not  without  danger. 

Vaginal  supports  never  succeed  well  in  severe  and  in  old  cases.  In 
recent  cases,  operations  which  involve  no  risk  are  very  successful,  and 
delay  is  therefore  not  advisable. 

Non-operative  measures  should  probably  be  restricted  to  those  cases 
in  which  operative  treatment  is  contra-indicated  by  reason  of  extreme  age 
or  bad  general  health,  or  in  which  operation  is  refused  or  has  failed. 

Anteverslon  and  Anteflexion. — Plate  8  shows  that  in  its  nor- 
mal position  the  uterus  is  both  anteverted  and  antefiexed.  The  terms 
anteversion  and  anteflexion  refer  simply  to  an  exaggeration  of  normal 
conditions.  It  is  often  diflficult  to  decide  whether  an  anterior  position 
of  the  uterus  is  physiological  or  pathological. 
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The  two  most  pronuneiit  symptoms  of  pathological  antcposition  are 
dysmenorrhea  and  vesical  irritation.  Thcst;  symptoms  often  form  the 
basis  of  an  opinion  ;  but,  as  tlicy  may  hn  due  to  other  causes,  care  must 
be  exercised  before  dccitiing  on  active  treatment. 

In  congenital  antcvcrsion  and  antellexinn.  the  uterus  is  usually 
small  and  undeveloped,  with  a  jjinhole  us.  In  acquired  anteflexion,  the 
most  common  cause  is  shorti:ning  and  ihickcning  of  the  uterosacral 
li^^aments,  the  result  of  innanimatJon  in  the  cellular  tissues  between  the 
folds  of  these  lijiament.-*,  which  produces  a  bend  at  the  junction  of  the 
body  and  cervix,  and  frequently  an  obstruction  of  tlie  cervical  canal. 
In  these  cases  thickening  behind  the  uterus  is  often  observed. 

Treatment. — Mechanical  supports  intended  to  correct  anterior  dis- 
placements are  of  little  \'alue,and  are  often  harmful.  Careful  dilatation 
and  ctirelting  may  relieve  the  symptoms.  An  incision  in  the  median 
line,  beginninjj  near  the  internal  os  and  splitting  tl»e  |)osterior  lip,  with 
inversion  of  the  edges  to  avoid  reunion,  lessens  the  angle  of  the  cervical 
canal  and  frc'<iuently  relieves  the  dysmenorrhea. 

Retroversion  and  retroflexion  are  the  most  common  malpo- 
sitions of  the  uterus.  Congenital  retrodisplacements  are  rare.  The 
first  degree  of  prolapse  leads,  as  a  rule,  to  retrodeviation ;  and  any 
agency  which  weakens  uterine  support  or  causes  enlai^cment  of  the 
uterus  tends  to  produce  this  condition.  The  most  common  etiological 
factors  are  lacerations  or  excessive  relaxation  of  pelvic  supports,  from 
parturition  or  other  cause.  The  uterus  sinks  in  the  pelvis,  normal 
anleversion  disappears,  intra-abdominal  jjressurc  is  exerted  upon  the 
fundus,  and  later  upon  the  anterior  surface  of  the  uterus,  and  retro- 
version or  retronexion  is  established.  When  the  round  ligaments  are 
relaxed  and  tJie  uterus  beconics  enlarged  from  any  cause,  it  frequently 
falls  into  retroposition,  although  the  supporting  power  below  may  be 
uniform  and  perfect.  In  a  considerable  proportion  of  cases  the  mal- 
position is  simply  a  complication  of  pre-existing  condidons,  as,  for 
instance,  when  the  uterus  is  pushed  back  by  a  tumor  located  anteriorly, 
or  pulled  back  by  posterior  adhesions  due  to  disease  of  the  tubes, 
ovaries,  or  cellular  tissues. 

When  retroversion  or  retroflexion  resulting  from  deviation  of  intra- 
abdominal pressure,  without  intra-abdominal  sepsis,  is  first  established, 
the  malposition  may  not  be  constant;  but  after  frequent  repetitions  it 
becomes  habitual,  and  in  many  cases  irreducible,  because,  as  stated 
above,  peritoneal  surfaces  may  become  adherent  by  constant  friction 
without  appreciable  abdominal  sepsis.  It  is  probably  a  fact  that  a 
uterus  may  be  displaced  posteriorly  by  gravity  alone ;  as,  for  instance, 
when  the  posterior  wall  becomes  heavier  by  reason  of  inflammatory 
thickening  or  a  fibroid  growth. 

Non-operative  Treatment  of  Retrodeviations. — A  retroverted  or 
retroflexcd  uterus  may  be  curable  by  simple  means.  It  must  be  borne 
in  mind,  however,  that  relapses  are  almost  certain  to  occur  unless  the 
originating  cause  is  removed.  The  treatment  by  massage,  tamponade, 
and  pessaries  is  more  successful  in  this  than  in  any  other  variety  of 
displacement,  and  is  more  successful  in  versions  than  in  flexions.  Slight 
force  applied  upward  and  backward  in  the  anterior  fornix  and  upon  the 
anterior  surface  of  the  cervix,  or  upward  and  forward  in  the  posterior 
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vaginal  forrix  and  u|>on  the  lower  posterior  surface  of  the  uterus,  will 
often  sufTice  to  restore  a  retrovertetl  or  rctmncxcd  organ  into  a  normal 
anterior  position.  Verj*  slight  supiiorl  amtiniurd  for  a  {^w  months, 
lotjcthcr  with  wcH-directud  treatment  of  the  predisposing  condition, 
will  retain  it  in  place.  Vaginal  tamponade  frequently  repeated  may 
in  itself  accomplish  very  satisfactory  results.  Massage  intelligently 
applied  also  gi\es  j^ood  results.  Non-mlherent  rctroverted  uteri  may 
often  he  kept  in  position  by  well-fitted  |K.-ssaries.  Probably  not  more 
than  15  i)er  cent,  of  the.se  cases,  however,  can  be  {lermancntly  cured 
without  operation. 

It  is  often  difficult  to  determine  whether  the  symptoms  which 
accompany  the  retrodeviation  arc  due  to  conditions  bringing  about  the 
deviation  or  whether  the  malposition  was  the  original  cause.  Endo- 
metritis anil  [jerimetriiis,  witli  discharges,  dysnifuorrhen,  and  mcnor- 
rliiigia,  are  almost  constantly  prcstMit.  Pelvic  jiain.  backache,  and 
innumerable  nervous  disorders  are  very  common.  These  displaccTncnls 
are  frequently  the  causes  of  miscarriages,  which  often  become  habitual. 
Constipation  and  painful  defecation,  with  hemorrhoids  or  anal  fisi^ure, 
are  also  frequently  observed. 

Operative  Treatment  of  Malpositions  of  the  Uterus  and 
Repair  of  Injuries  to  the  Pelvic  Floor.— Operations  for  Prolapse. 

— The  itpiralivt-  measures  for  the  cure  of  prolap-^L-  conlemplatt-  the 
penuaneiit  restoration  of  the  uterus  and  its  natural  supports  to  normal 
position,  cither  above  or  below,  or  both,  with  the  object  of  regaining 
normal  function.  It  is  evident,  therefore,  that  early  operation  is  much 
to  be  desired,  as  relapses  after  operation  are  frequent  in  old  and  severe 
cases. 

Plastic  operations  arc  performed  on  the  va^-inal  wall  and  on  the 
torn  or  relaxed  muscles  and  fasciie  extending  down  to  and  including 
tht:  vulva  and  perineum.  Some  o|>crators  Iiave  as  their  main  object 
the  narrowing  of  the  vaginal  lumen  ;  others  aim  to  pull  up  and  keep 
in  position  all  the  dL-^placed  pelvic  organs  by  shortening  the  round 
ligaments  or  anchoring  the  uterus  on  a  higher  plane  from  above. 
Several  of  these  methods  are  frequently  combined. 

When  the  uterus  is  large  and  its  weight  is  a  factor  in  the  production 
of  the  di.splacement.  it  is  removed  by  either  the  abdominal  or  the  vag- 
inal route;  and  various  methods  have  been  ilevised  to  uphold  the 
adjoining  organs  after  this  removal.  Jn  some  cases  the  enlarged 
cervix  alone  is  removed. 

A  slight  degree  of  prolapse  associated,  as  it  generally  is,  with  retro- 
version can  sometimes  be  cured  by  curetting  the  uterus  and  rep;iiring 
any  existing  lacerations  of  the  cervix  and  perineum,  the  piitietit  being 
treated  in  llie  manner  suggested  in  the  remarks  on  non-operative  treat- 
ment, as  soon  as  she  begins  to  .issume  the  erect  position.  When  cy.i^to- 
cele  and  rectocele  coexist,  the  operation.t  for  both  conditions  should 
be  made  at  the  same  time.  Hcgar's  colpoperineorrhaphy  with  Stoltz's 
operation  for  cystoceic  is  a  ver>-  good  conibination  in  moderate  degrees 
of  prolapse,  particularly  when  the  patient  is  still  of  child-bearing  age 
(Pigs.  381-383).  It  may  prove  more  advantageous  to  make  a  large 
and  long  oval  denudation  on  the  anterior  wall,  passing  the  stitches  from 
side  to  side,  to  prevent  shortening  of  the  anterior  vaginal  wall. 
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The  importance  of  a  properly  performed  posterior  colpoperineor- 
rhaphy  can  hardly  be  overestimated.  The  denudation  should  extend 
upward  to  an  extent  corresponding  with  the  degree  of  prolapse,  and 
should  usually  begin  at  the  cervico vaginal  junction.  The  stitches 
should  be  deeply  placed,  and  should  bring  the  severed  and  relaxed 
submucous  structures  at  the  side  to  the  center  of  the  denudation.  As 
in  these  cases  the  lower  end  of  the  vagina  is  displaced  backward,  the 
posterior  vaginal  wall  and  perineum  must  be  brought  forward  under 


Fig.  369. — E.  C.  Dudley's  operation 
for  prolapse  :  lateral  denudations  as  seen 
through  the  speculum ;  sutures  in  place, 
but  not  tied. 


Fig.  370, — Sutures  in  place,  before  tying, 
on  the  right  side;  after  lying,  on  the  left 
side. 


Fig.  37t.— Lateral  denudations  on  one  side  Flu.  37a. — Lateral  sutures  on  one  side  passed, 

in  sagittal  section.  but  not  tiud. 


the  pubes  to  support  the  anterior  wall.     The  mechanism  and  anatomi- 
cal relation  of  the  parts  will  be  detailed  later  on  in  this  chapter. 

A  logical  operation  for  the  treatment  of  procidentia,  and  one  which 
is  frequently  successful  in  younger  women,  i.s  the  combination  of  lateral 
elytrorrhaphy  and  perineorrhaphy  performed  by  E.  C.  Dudley.  As 
stated  by  that  author,  this  operation  (Figs.  369-372)  is  designed  to 
hold  the  uterus  in  position  by  restoring  the  normal  angle  between  its 
long  axis  and  the  long  axis  of  the  vagina.  The  patient  being  in  Sims's 
position,  the  cervix  is  held  far  back  in  the  hollow  of  the  sacrum  with  a 
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Sims  speculum.  The  denudation:?  arc  made  as  shown  in  the  drawings, 
the  prunarj'  denudations  on  each  side  of  the  cervix  being  aJx»ut  \  inch 
in  width.  Tlic  tying  of  these  first  sutures  lifts  the  cervix  upward 
and  backward.  The  long  dtnudations  along  the  lateral  sulci  arc 
\  inch  wide,  ;ind  terminate  on  either  side  of  the  uielhra.  The  opera- 
tion is  always  completed  by  restoration  of  the  perineum  and  vaginal 
outlet 

Any  of  the  operations  mentioned  may  be  advantageously  combined 
with  others  designed  to  fix  or  alter  the  position  of  the  uterus  from 
above. 

In  elderly  women  liystereclomy  is  fretjuenUy  the  0|M;nition  of  choice 
for  the  cure  of  jirocidenlia  ;  and  it  has  repeatedly  jiroved  successful 
after  the  failure  of  properly  performed  plastic  operations.  Kven  aflc-r 
hy.stcrcctomy,  however,  it  .sometimes  becomes  ncccssar)*  to  [lerform 
supplementary  plastic  operations,  particularly  in  case  of  persistent 
cysiocele.  Hysterectomy  may  be  perfonned  through  either  tlic  abdo- 
men or  the  vagina.  When  made  tlinmgh  a  supr;ipubic  incision,  the 
cervix,  if  it  is  not  removed,  <ir  the  upper  i-rid  of  the  vagina,  should  bt 
carefully  anthortHl  by  a  silk  li^altne  on  each  side,  the  remaining  |K>rtion 
of  the  broad  lij;ament  being  use<l  for  a  suppiort  (Haldy). 

In  vaginal  hystcrertomy  for  prolapse,  silk  ligatures  should  always 
be  used;  the  broad  ligament  should  be  tied  off  in  sections,  and  each 
ligature  of  one  side  tied  to  the  corresponding  ligature  of  the  opposite 
side. 

Operations  for  RetrodeviatiottA. — A  slightly  rtlrovertcd  uterus 
will  someUnufs  resume  its  lutiinal  posiliuti  and  ftn;elt«»n  after  curettage 
combined  with  repair  of  a  laceratetl  cervix  and  perineum  ;  but  the 
majority  of  cases  will  I'equirc  more  thorough  measures,  adapted  par- 
ticuhirly  to  the  direct  correction  of  the  difficulty.  Those  most  com- 
monly employed  arc:  Shortening  of  the  round  ligaments  (Alexander's 
operation);  hysteij:>rrhapliy  ;  intra-abiioitiinal  shorleiiing  of  the  round 
ligaments,  and  vaginal  fixation. 

AScxumifrs  opcrahon  is  applicable  to  a  limited  number  of  cases  in 
which  there  arc  absolutely  no  complications.  As  uncomplicated  cases 
arc  exceptional,  and  may  not  need  operation,  because  they  present  no 
symptoms,  and  as  many  lesions  of  the  ovaries  and  tubes  give  but 
slight  palpii!>le  evidence  of  iheir  existence,  it  is  evident  that,  despite  its 
frec|uent  performance,  the  proper  sphere  of  this  operation  is  extremely 
limited. 

iiysterorrhtiphxuimi  intra-ahdomimil  shorU'idrtg  of  the  round  iigamt-nts 
arc  the  operations  of  choice  for  the  great  majority  of  retrodc\'iations ; 
the  first,  for  women  not  liable  to  future  pregnancy  ;  and  the  second,  for 
all  others.  These  0[Hrations  can  be  i)erformed  through  a  very  small 
incision  close  to  the  jjubes,  are  virtually  without  danger,  and  jjossc-ss 
the  great  ailvanlages  of  permitting  thorough  |)elvic  iiiS]x:ction.  and  of 
making  possible  other  o|ierationK  on  the  |ielvic  organs,  if  ret|uired, 
through  the  same  incision. 

Vaginal  I'ixation. — Vaginal  incision  with  fixation  of  the  uterus,  cither 
by  shortening  the  round  ligaments  or  by  stitching  the  uterus  to  the 
vaginal  wall,  is  uncertain  in  its  results.  If  successful,  it  may  give  rise 
to  dystocia  in   future  pregnancy.     It  is  unsurgical   to  a  degree,  as  it 


means  operating  on  possible  complicating  conditions  through  a  limited 
and  hamijcred  field,  distatit  parts  of  the  pelvis  being  reached  with  dilTi- 
culiy.  There  is,  moreover,  a  liability  to  bladder  irritation  after  this 
operation,  which  is  the  most  dangerous  of  these  complications. 

['ti_!^inal iiuisioM  through  the  posterior  fornix,  followed  by  ilraiiiage, 
with  tampons  placed  in  the  cul-de-sac  of  Douglas,  as  practised  by  Wil- 
liam R.  i'rj'or  of  New  York,  is  a  valuable  procedure  in  selected  cases 
in  which  septic  pelvic  disease  limited  to  the  region  immediately  behind 
the  uterus  is  recognized.  In  these  cases,  after  incising  and  cleansing 
the  diseased  area,  the  adhesions  are  thoroughly  luosened.  and  the  uterus 
replaced  and  kept  in  position  by  long  tampons  introiluced  through  the 
incision  in  Douglas's  cul-de-sac,  the  tampons  also  favoiing  drainage. 

Aicxau<it-r's  Operation. — An  incision  about  6  cm.  [2\  inches)  in 
length  is  made  parallel  with  and  1.5  to  2  cm.  '0.6  to  0.8  inch)  above 
l*oupart's  hgament,  extending  from  a  point  opposite  the  intcmal  nng 
toward  the  spine  of  the  pubes.  'I'lic  incision  should  invalvc  all  the  tis- 
sues tlown  to  the  roitnil  ligament,  including  the  aponeurn.sis  of  the 
external  obhtjue  and  the  creniiisii-ric  muscle,  avividing  the  ilio-inguinal 
anti  genitocrural  ner\'es.  The  ligament  is  st-en  ;ls  a  small  round  corti 
lying  along  the  lower  part  of  the  inguinal  cannl.  It  should  be  picked 
up  and  freed  from  all  its  attachments  through  the  internal  ring  well  into 
the  abdomen  ;  but  the  peritoneal  cavity  should  not  be  opened.  After 
the  same  process  has  been  repeated  on  the  opposite  side,  the  ligaments 
may  be  freely  drawn  <iut  for  8  t«>  10  cm.  (3  to  4  inches),  thus  carrjing 
the  fundus  of  the  uterus  well  upward  and  forward. 

The  ligamt-nts  are  now  lai<l  along  the  entire  length  nf  the  inguinal 
canal,  the  redundant  part  excised,  and  the  remaining  portions  fixed  by 
a  row  of  buried  catgut  sutures,  which  should  include  the  conjoined 
tendon,  the  round  ligament,  and  the  Inner  edge  of  l^oupart's  ligament 
from  the  intcmal  to  the  external  ring.  The  aponeurosis  of  the  external 
oblique  is  closed  over  the  ligament  by  a  separate  row  of  buried  catgut 
sutures,  and  the  skin  united  over  all, 

The  danger  of  hernia  following  this  method  of  closure  df  the  wound 
is  very  slight. 

The  idvantagirs  of  o])ening  the  entire  inguinal  canal  over  the  short 
incision  at  the  intcmal  ring  are  :  (<?)  The  ligament  can  always  be  found ; 
(^)  ic  can  be  freed  from  its  attachments  at  the  internal  ring  and  alonjr 
the  canal ;  (r)  the  traction  on  the  uterus  is  more  direct,  thus  assuring 
(o  it  a  better  position. 

Abiiominal  Ihshrarrhaphy. — .\fter  a  short  incision  has  lieen  made 
in  the  median  line  just  above  the  pu(>cs,  the  pelvis  is  carefully  explored 
for  disease  of  the  uterine  appendages  or  other  pathological  conditions. 
An  incision  5  cm.  (2  inches)  in  length  i.s  usually  sufficient ;  and  this 
may  be  prolonged  if  necessary.  A  silkworm-gut  suture  is  then  intro- 
duced on  the  right  side,  not  more  than  i  cm.  (04.  inch)  above  the  pubic 
bone,  passed  through  the  fascia  of  the  rectus  muscle  into  the  general 
abdominal  cavity,  through  at  least  1.5  cm,  (0.6  inch)  nf  the  posterior 
uterine  wall,  i  cm.  (0.4  inch)  posterior  to  the  median  line  of  the  fundus, 
and  thence  to  the  corresponding  point  on  the  opposite  side  of  the  inci- 
sion, beginning  from  the  peritoneal  side  and  including  the  same  struct- 
ures in  inverse  order,  emerging  6  mm.  ( \  inch)  external  to  the  cut  edge 
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of  the  rectus  fascia.  The  suture  is  then  pulled  taut,  to  be  sure  that  the 
uterus  is  broufjht  into  proper  position,  and  Its  ends  arc  grasped  by  for- 
ceps. The  jjcritoncuTn  and  fascia  in  the  vicinity  of  the  suspension -stitch 
are  now  brought  togcllicr  by  cntgut  sutures,  and  the  silkwi.'rni-gut 
suture  is  carefully  aiul  firmly  tied.  This  would  better  be  done  before 
the  abdoniiiia!  opening  is  closed,  lest  the  silkworm-gut  break  while 
being  tied,  and  in  order  that  the  finger  may  be  swept  around  or  the 
part  inspected  before  closing.  The  remainder  of  the  abdominal  wound 
is  then  closed  in  the  usual  way.  Tlic  suspension-stitch  is  applied 
beliind  the  fundus,  because  in  that  way  only  can  the  uterus  be  prop- 
erly replaced  and  held. 

The  writer  h;is  never  used  more  than  one  stitch.  Four  of  his  cases 
have  pa.<iscd  through  subsequent  deliveries;  dystocia  was  present  in  i 
case,  but  in  all  4  the  uterus  retained  its  anterior  position.  The  liability 
to  dystocia  in  subsequent  pregnancies  makes  this  operation  objection- 
able in  women  of  cliild-bearing  age.  Out  of  60  cases,  in  a  few  of  which 
suppuration  of  the  abdominal  wound  occurred  after  this  operation,  tlie 
writer  has  been  obhgcd  to  remove  the  suspension-stitch  in  2  instances 
only. 

Intra-abdomittat  shortening  of  the  round  Hganunts  for  pathological 
rctrodcvtation,  first  introduced  by  Gill  Wylic,  of  New  York,  and  later 
employed  by  Ruggi,  of  Rologna,  has  attained  dcser\xd  popularity  as 
an  operation  for  the  restoration  of  tlie  uterus  to  the  position  of  normal 
anteversion. 

Wylie's  operation  is  as  follows  :  After  the  abdomen  has  been  opened 
by  median  incision,  the  uterus  is  replaced.  A  tenaculum  is  now 
inserted  in  the  round  ligament,  midway  between  the  uterine  cornu  and 
the  internal  opening  of  the  inguinal  canal,  the  ligament  drawn  out  of 
the  parietal  wounil,  and,  after  freshening  of  its  opposing  surfaces,  three 
silk  ligatures  are  passed  around  and  throujjh  it.  The  opposite  side  is 
treated  in  a  similar  manner.  The  three  ligatures  arc  applied  at  suf- 
ficient distances  to  take  up  all  the  slack  of  the  ligament,  and,  by  doub- 
ling the  ligament  upon  itself,  to  make  it  reasonably  taut.  An  Albert 
Smith  pessary  is  then  inserted  in  the  vagina  to  maintain  the  uterus  in 
correct  position  during  healing  of  the  wound. 

In  the  various  operations  the  same  principle  is  involved;  namely, 
shortening  tlie  round  ligaments  tea  sufficient  degree  to  restore  physio- 
logical  anteversion.  the  amount  of  shortening  of  the  round  ligament 
varying  with  the  degree  of  retroversion.  For  this,  no  arbitrar>'  rule 
can  be  laid   down. 

Vaginal  i-'ixnttim. — The  uterus  being  drawn  downward  and  back- 
ward by  volsella  fixed  on  the  anterior  lip,  a  slightly  curved  incision  is 
made  anterior  to  the  cervix  at  the  vaginal  junction.  This  is  joined  at 
its  mid-point  by  a  second  incision,  2  cm.  (0,8  inch)  in  length,  parallel 
to  the  vagina  and  directed  toward  the  meatus,  care  being  taken  not  to 
penetrate  too  deeply,  lest  the  blattiler  be  wounded.  The  loose  cellular 
tissue  between  the  uterus  and  bladtk-r  is  carefully  .separated  from  the 
uterus,  and  pushed  upward  and  forward  unril  the  peritoneal  fold  is 
reached.  This  is  now  incised  and  the  uterus  exposed.  Two  fingers 
arc  introduced,  the  opening  stretched,  and  the  uterus  freed  from  adhe- 
sions.    Now,  by  gently  grasping  the  body  of  the  uterus  with  a  volsel- 


F|a  373-— lixnt-abdomlral  &harlr?ntng  of  the  round  tlgsment:  A  nod  If,  I'Almoi  Dudley's 
dupoutitm  of  tlic  duplicated  ll|[aiin«nt. 

operator  can  (gradually  antevcrt  and  antcflcx  the  organ  until  it  is  jjcntly 
extruded  through  the  opening  into  the  vagina.  Any  operation  required 
upon  the  uterus  or  appendages  can  now  be  done,  care  being  taken  to 
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recognize  septic  conditions,  :in(]  tn  control  all  hemorrhage  iKforc  the 
anchoring  stitches  arc  applied,  since,  by  neglecting  these  precautions, 
many  operators,  after  beginning  this  operation,  have  been  obliged  to 
finish  by  performing  a  liysic  recto  my.  A  suture,  preferably  of  silk- 
worni-giit.,  is  now  p;isscd  through  the  vaginal  flap  just  below  the  upper 
point  of  the  vertiail  incision,  6  mm.  {\  inch)  from  its  margin,  through 
at  least  12  mm.  (i  inch)  of  uterine  tissue,  exactly  at  the  middle  of  and 
close  to  the  fundus,  and  then  through  the  vaginal  wall  at  a  corres[>ond- 
ing  point  on  the  opposite  side  of  the  incision,  A  second  suture  is 
passed  5  mm.  (o.^  inch)  below  the  first,  and  in  the  same  manner.  The 
sutures  are  now  held  taut  by  an  assistant,  and  the  vaginal  wound 
closed  with  calgut.  after  whicli  the  two  anchoring  sutures  are  lied. 
These  sutures  are  removeil  after  three  or  four  weeks. 

Some  operators,  notiibly  Hyford.gra.sp  the  roimd  ligaments,  shorten 
them  by  suturing,  and  include  them  in  the  .sutures  which  close  the 
vaginal  opening. 

If  pus  or  septic  conditions  are  encountered,  it  is  safer  to  make  a 
cur\xd  incision  through  the  posterior  vaginal  cul-de-sac  and  introduce 
a  g;iu:tc  drain. 

LACERATION  OF  THE  CERVIX  UTERL 

As  the  uterine  cavity  becomes  enlarged  during  the  later  months  of 
pregnancy,  the  cervical  canal  is  gradually  effaced,  until  at  term  there 
remains  only  a  large  ovoid  uterine  sac,  with  a  small,  flat  opening  cor- 


FlG.  374- — Denudation  nnd  position  nr  the  kutum  in  cimple  bilaicnl  tracbclorrhapby.    The 

tulum  may  br  eillier  uf  vat|;ut  ar  uf  iilkwurm-gut. 

responding  to  the  external  os.  As  labor  progresses  the  lip-s  of  this 
opening  become  gradually  attenuated,  until  it  feels  like  a  tense  sheet 
of  rubber  of  the  thickness  of  paper.  As  tlie  head  emerges  from  the 
uterus,  laceration  of  the  cervix  occurs  in  almost  all  cases.     When  the 
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Uterus  contracts  and  the  cervix  is  restored,  the  external  os  is  seen  to 
be  luccraiccl  in  various  directions.  SomctiiiiLS  ihc  tciir  extends  from 
the  canal  outward  on  one — generally  tlie  left — side  to  the  vaginal  junc- 
tion, or  even  out  on  the  vaginal  wall.  Sometimes  this  injury  occurs 
on  both  sides,  forming  what  is  known  as  a  bilateral  laceration.  More 
rarely,  the  laceration  extends  through  the  anterior  or  posterior  lip.  or 
radiates  in  several  directions,  producing  what  is  known  as  a  stellate 
laceration.  The  lips  produced  by  these  lacerations  are  often  everted, 
forming  a  pouting  orifice,  covered  by  wliat  was  originally  the  ccmcal 
mucosa. 

Friction  of  the  everted  ccrw'x  upon  the  vaginal  wall  is  followed  by- 
infection,  resulting  in  erosion,  with  leukorrhea.  and  eventually  in  cervi- 
cal hyperplasia.  Neglected  cervical  tears  apparently  act  as  foci  of  irri- 
tation in  the  aggravation  of  neuroses  ;  and  llie  fretjtient  coexistence  of 
cancer  and  laceration  of  the  cervix  makes  it  impossible  to  ignore  the 
possible  connection  between  these  two  conditions. 

These  injuries  to  the  cervix  are  frequently  the  starting  point  of 
metritis  and  other  septtc  conditions    of  the  genital  tract. 

When  the  lips  of  a  laceration  are  only  slightly  everted,  the  lesion 
is  easily  recognizable;  but  when  the  eversion  is  considerable  and  the 
surface  eroded,  the  original  injury  may  be  overlooked.  By  placing  the 
patient  in  Sinis's  position,  gras]>ing  each  lip  uith  a  tenaculum  and  draw- 
ing them  toward  the  outlet,  the  laceration  becomes  at  once  apparent 

Operation. — To  T.  Addis  Emmet  is  due  the  sole  credit  for  recog- 
nizinjj  and  ad\ising  a  remedy  for  this  condition. 

The  steps  of  the  operation,  which  is  termed  tnuhclorrhaphy  W'\%.  374), 
are  made  plain  by  the  accompanying  illustrations.  The  following 
points  should  be  kept  in  mind,  in  order  to  secure  the  most  satisfactory 
results : 

The  cicatricial  plug  in  each  angle  must  be  completely  removed. 

The  strip  of  mucous  membrane  left  in  the  median  line,  which  is  to 
serve  as  the  mucous  lining  of  the  restored  cervical  canal,  must  be  of 
^sufficient  width  to  prevent  stenosis. 

Sufficient  tissue  should  Ix-  removed  on  each  side  of  both  lips  to 
allow  them  to  come  into  apposition  without  tension. 

All  the  sclero.sed  tissue  must  be  removed.  When  this  is  too  exten- 
sive for  removal  by  denudation,  it  may  be  neces.sar>'  to  resort  to  ampu- 
tation of  the  cervix,  as  illustrated  in  Fig.  375. 


LACERATION  OF  THE  PERINEUM. 

This  injury  usually  occurs  during  the  ])a.ssage  of  the  child  through 
the  Introitiis  vagina-  or  during  forcible  manual  or  Instrumental  delivery. 
It  is  esiwcially  fretjuent  in  primipara?  with  flat  pelves  or  narrow  or 
rigid  vatjinal  outlets. 

I-acerations  of  the  perineum  vary  in  extent  from  a  alight  tear  at  the 
fourchette  to  a  rent  involving  all  the  perineal  structures,  and  even 
extending  into  the  rectum.  Lacenitions  which  do  not  involve  the 
sphincter  ani  muscle  are  known  as  incotupleU ;  when  the  sphincter 
ani  is  torn,  the  laceration  is  termed  ramplftc.  Most  extensive  rupture 
of  the  submucous  muscular  and  fibrous  structures  of  the  pelvis,  with 
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resultant  relaxation  of  the  vaginal  walls  and  outlet,  may  occur  in 
teiliotis  labors,  with  only  sliglit,  or  even  without  any,  injury  to  the  cov- 
ering mucous  membrane:. 

The  correct  position  of  a  normal  uterus,  vagina,  rectum,  bladder,  and 
urethra  depends  jjreatly  upon  the  intef;rity  of  the  pelvic  floor.  It  may 
be  stated  that  in  the  great  majoritj*  of  perineal  lacerations,  the  prominent 
physiological  defect  is  produced  by  faulty  or  insufficient  action  of  the 
levator  an!  muscle.  Thi.s  muscle,  with  its  fasciii.',  lifts  the  rcctnm  and 
vaginal  outlet  forward  under  the  pubic  arch,  produces  the  normal  lower 
curve  in  both  these  oi^ans  so  necessar>'  to  pelvic  support,  and  maintains 
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PlO,  376.— Emmcl'iopentit^n  forcumplcte  FlU.  377. — Em  met  *  ofWMtion  ■  lutitrvs  In 

Uceration  of  lb«  perineum,  >}»uwing  area  of  piMlliun,  tint  nni  (led.  Sutures  ai  und  liclow 
deauiUlioa,  A  and  Cmk  uI  silkworm -gui :  nliove,  ol  cat- 

gul-  Rrct*l  >iituTi->  jrc  applied  from  abuvc 
(luwnwnrO,  each  t>clng  tied  And  cut  ai  ition 
a*  powiblc  for  a  lafe  knot  tmmediaiHy  after 
appItcjitMiti. 

the  so-called  perineal  body  in  its  proper  position.  Rupture  orcxccsslvc 
laceration  of  the  levator  ani  and  its  fascisr  allows  the  rectum  and  anus, 
with  the  perineum,  to  fall  back  toward  the  coccyx ;  produces  a  gaping 
vaginal  outlet  and  rcctoceie.  with  descxiit  of  the  posterior  vaginal  wall ; 
obliterates  the  normal  acute  angle  with  the  uterus  above,  which  is  so 
necessary  to  prevent  prolapse;  and.  in  addition,  greatly  iveakens  the 
support  of  the  anterior  vaginal  wail  and  favors  cj'istocele. 

In  operating  to  repair  perineal  injuries,  it  is  not  sufficient  simply  to 
les*ien  the  size  oi  the  introitus  vagina-,  but  the  operation  must  alu-ays 
have  as  its  object  the  restoration  of  the  noniial  relation  of  fascia;  and 
muscular  structures.     No  operation  is  applicable  to  all  ca-ses. 
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Most  kiccration-s  begin  in  the  vagina,  paralkl  to  the  outtci  and 
opposite,  but  posterior  to,  the  fourchcttc  ;  thence  they  extend  upward 
in  the  sulci  between  tlie  posterior  ;»ul  lateral  walls  of  the  vagina.  The 
external  part  of  the  outlet  is  pushed  forward  before  the  advancing;  head, 
and  soon  ruptures.  In  rare  cases  a  central  dee]3  furrow  is  plowed  through 
in  the  median  line.  This  probably  occurs  only  after  very  long  and  tedi- 
ous labors,  in  which  considerable  edema  exists  before  labor  is  accom- 
pli-shcd.  Thi.<  condition  is  therefore  relatively  less  common  in  modem 
times  and  with  modern  methods. 

The  space  at  our  disposal  is  not  sufficient  for  the  description  of 
even  a  small  portion  of  the  many  operations  devised  by  different  sur- 


Ffti.  378.— l-jnmpl>  operation  :  catgtit  iiil- 
tin^  w  ■ivXvX  iMnl  -lihI  tut  iliorl.  R«i:IaI  sut- 
■irr».  with  the  cxct^tion  of  kiwrjit  om-.  tied 
and  cut.  Fiulenor  vuEinnl  wiill  ilruvii)  duwn 
and  Bvuled  to  show  Hitura»  id  position. 


Fig.  379.— Cinnict's  operation:  |>cnncal  »ut- 


gcons  far  this  condition.  Therefore  the  only  operations  which  will  be 
here  descriljed  ami  ilc[>icted  are  those  which  have,  in  the  opinion  of 
the  writer,  been  most  generally  satisfactory  and  successful. 

The  perineal  body  upholds  the  lower  ends  of  the  anterior  rectal 
and  ix^sterior  vaginal  walls,  directing  the  former  backward  and  the 
latter  forward.  It  is  the  point  of  union  of  the  levator  ani  and  trans- 
versus  perinei  muscles  and  their  ligamentous  fascix,  and  is  traversed 
by  the  anterior  half  of  the  sphincter  ani  muscle. 

Any  ununited  laceration  of  this  body  is  followed  by  retraction  and 
separation  of  these  muscles ;  and  any  opcrativ'>n,  to  be  successful,  must 
bring  these  muscles  and  fascia:  back  to  the  median  line.  The  gap 
between  the  torn  and  sqiarated  muscle-ends  soon  becomes  filled  in  by 


Fic.  38a.-^toltR'i  openlinn  for  cyilocelc 


Fir.  381.— Hegar'i  (irianutc)  opCTarion  fcr 
rcctocele  Yollowinc  Stollz's  compleied  Ofkcim- 
lioa  for  cystocdc. 
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the  relaxeil  vaginal  inucos.T  and  scar-Ussue.  If  the  laceration  has 
existed  for  a  considerable  time,  c>'stocele  and  rcctocele  in  many 
in.stanccs  supervene. 

The  operation  best  calculated  to  meet  the  conditions  produced  by 
laceration  of  the  perineum  ;iiul  relaxation  of  the  vaginal  outlet  is  that 
devised  by  T.  Addis  Kriiniet.  the  steps  of  which  are  so  clearly  shown 
in  the  accompanying  illuslratinns  (Figs.  376-383)  that  lillle  further 
description  is  necessary. 

The  so-called  "flap-splitting"  method.*!  promulgated  by  T^iwson 
Tait  have  been  much  in  vogue.  The  operation  a.s  originally  per- 
formed by  Tnit  does  not  appear  to  the  writer  to  fulfil  the  indications 
required.  Modem  jx-rineorrliaphy  means  much  more  than  mere  vul- 
var rest«inilion,  which  is  praclicnlly  all  that  is  attained  by  this  proced- 
ure. In  ca.se  of  a  complete  laceration,  it  funiishcs  a  rapid  method  of 
reuniting  the  torn  sphincter  ani,  but  does  not  properly  restore  the  func- 
tion of  the  pelvic  floor.  It  temporarily  relieves  and  retards  the  devel- 
opment of  rectoccle,  but  it  docs  not  effect  a  cure. 

Every  operation  for  laceration  of  the  perineum  should  have  for  its 
object  the  repr<.>ductioti  of  the  original  laceration  as  fur  as  |)ossible. 
correct  apposiltim  of  the  parts,  and  reunion. 

The  modifications  of  Taits  n]K;ratLon  by  Byron  Robin.wn  and  others 
more  nearly  fulfil  the  indications ;  but  even  these  are  deficient  in 
important  particulars.  The  claim  made  for  the  flap-splitting  operation, 
that  no  tissue  is  lost,  is  not  valid.  The  only  tissue  removed  by  denu- 
dation is  mucous  membrane,  which  is  always  superfluous,  and  scar- 
tissue,  which  is  invariably  harmful. 


INVERSION  OF  THE  UTERUS. 

This  term  refers  to  that  rare  coiuliLion  in  wluch  the  uterus  is  turned 
hiside  out.  It  Is  caused  by  a  relaxation  or  paralysis  of  the  circular 
fibers  of  the  lower  segment  of  the  uterus,  which  permits  inversion  of 
the  upjKrr  portion  into  the  ccr\'i.x.  When  once  engaged  beyond  a  cer- 
tain point,  there  is  a  tendency  on  the  part  of  the  inversion  to  become 
complete.  About  S5  per  cent,  of  all  cases  are  incident  to  recent 
delivery ;  and  a  large  proportion  of  the  remainder  result  from  the  pres- 
ence of  a  tumor  attached  near  the  fiuidus.  which  in  attempts  at  extru- 
sion becomes  engaged  in  the  cei-\'ix  without  losing  its  attachment 
above.  If  the  attachment  persists  and  the  tumor  docs  not  become 
sufficiently  pedunculated.  It  naturally  drags  the  fundus  uteri  with  it, 
and  a  complete  or  partial  inversion  results.  When  the  accident  is 
sudden, considerable  shock  and  collapse  occur;  hemorrhage, alternated 
and  combined  with  foul  vaginal  discharges,  dragging  pelvic  pains,  and 
usually  signs  of  sepsis  supervene,  the  general  health  suffering  mate- 
rially. 

Examination  reveals  that  the  vagina  is  filled  with  an  ovoid  bleeding 
mass,  while  on  careful  palpation  above  the  pubes  the  uterine  body  can- 
not be  found.  When  a  tumor  is  attached  to  the  fundus,  the  inversion 
may  be  incomplete  and  the  difficulties  of  diagnosis  increased.  Exces- 
sive care  in  diagnosis  is  necessary,  and  the  possibility  of  partial  in\'cr- 
sion  should  be  constantly  kept  in  mind  during  vaginal  operations  on 
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submucous  growths.  Himanual  examination  of  the  completely  inverted 
uterus  under  anesthesia  rarely  fails  to  demon.siratc  a  shallow  depression 
above  the  point  wliere  the  uterus  should  normally  be  situated.  The 
uterine  ends  of  the  Fallopian  tubes  are,  of  course,  dragged  down  into 
the  cavity  formed  by  the  inversion ;  but  the  abdominal  portion  of  the 
tubes  and  the  ovaries  can  generally  be  felt  just  at  its  brim. 

Treatment. — Recent  inversions  can  often  be  reduced  by  manipula- 
tion, sometimes  even  with  great  ease ;  but  in  such  cases  there  is  always 
a  tendency  to  recurrence.  This  tendency  may  be  obviated  by  tlie 
introduction  of  a  pnlr  of  sutures,  which  hold  the  lips  of  the  cervix 
together,  and  are  removed  after  a  few  days. 

When  an  inversion  has  became  chronic,  howeve^,  it  resists  all  efforLs 
at  reduction  by  manipulation.  Great  surgical  acumen  is  needed  to 
determine  whether  such  efforts  should  be  persisted  in,  or  even  tried. 
The  chronicity  of  the  case  and  the  dcnsitj.'  and  compactness  of  the 
strangulating  and  constricting  areas  act  as  guides  to  the  o[Krator,  who 
must  renieniher  that  death  may  result  from  injury  due  to  long-contin- 
ued, forcible  attempts  at  reduction. 

A  number  of  oi^erations  have  proved  successful  in  reducing  inver- 
sions. The  abdomen  ma}'  be  opened  and  the  ring  dilated  while  an 
assistant  exerts  pressure  upon  the  fundus  from  below.  If  the  ring  is 
not  dilatable,  it  may  be  incised,  preferably  posteriorly  in  the  median 
line.  Ku.stner  states  that  with  a  roomy  vagina,  the  posterior  cul-de- 
.sac  may  l>e  openetl  and  the  constricting  ring  incised  by  this  route,  the 
wound  being  repaired  by  sutures  after  reposition  of  the  uterus. 

Finally,  the  uterus  may  be  amputated  thrnugh  the  vagina,  just 
below  the  constricting  ring  of  the  external  os,  and  an  anterior  and  a 
posterior  flap  made  and  united  by  sutures.  In  this  procedure  care 
must  be  taken  to  place  ihc  sutures  before  allowing  the  stutnp  to 
retract.  If  this  precaution  is  not  taken,  serious  hemorrhage  may 
follow. 

Wlien  a  tumor  attiched  to  or  near  the  fundus  has  dragged  tlie 
uterus  itito  inversion,  removal  of  the  tumor  will  usually  be  followed 
by  spontaneous  reduction  of  the  inversion  without  manipulation,  ThJ.-i 
may  occur  so  quickly  that,  unless  the  surface  to  which  the  tumor  was 
attached  has  previously  been  carefully  united,  liemoslasis  may  be  pre- 
vented by  tlisap(>earance  of  the  inversion.  Care  must  also  be  taken 
lest  the  general  peritoneal  cavity  be  unexpectedly  openetl.  The  walls 
of  the  uterus  may  be  greatly  attenuated  at  a  piiint  opposite  the  attach- 
ment of  the  tumor;  or  traction  upon  the  latter,  to  bring  it  well  into 
view,  may  produce  a  depression  on  the  peritoneal  side,  which  may 
easily  be  opened. 


SYMPHYSEOTOMY. 

By  symphyseotomy  is  meant  division  of  the  symphysis  pubis.  The 
intention  of  this  operation  is  usually  to  increase  tlie  pelvic  diameters  by 
separating  the  innominate  bones,  thtis  permitting  delivery*  of  a  living 
child.  It  is  also  occasionally  performed  to  facilitate  certain  operations 
on  the  bladder. 

The  increase  in  the  conjugata  vera  obtained  by  symphyseotomy  is 
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from  I  to  2  cm.  (0.4  to  0.8  inch) ;  and  this  gain  marks  the  limits  of 
the  ofxiration  from  tlie  aicchanical  side.  Whenever  llic  disproportion 
between  the  child's  head  and  the  conjuRata  vera  is  such  that  an  increase 
of  I  to  2  cm.  in  the  lu,ttcr  will  permit  the  passaj^c  of  the  head,  sym- 
physeotomy is  indicated,  providing  the  other  requisites  arc  present 
These  requisites  arc  a  cmijtigata  veni  of  not  less  than  /cm.  \l\  inches); 
a  liWng  child  ;  tlie  us  uteri  dilated  ;  no  other  obstruction,  bony  or  other- 
wise, to  the  ready  delivery  of  the  child  through  the  natural  passage; 
the  condition  of  the  mother  such  as  to  warrant  ojieration.  More 
specific  indications,  metliods  of  pelvimetrj'",  etc.  will  be  found  in  the 
standard  text-books  on  obstetrics. 

The  technic  of  the  iuperatitm  is  as  follows:  The  field  of  operation  is 
sliavcd  and  ihoroiiyhly  cleansed,  and  the  bladder  emptied  by  a  cathe- 
ter. The  incision  is  made  over  the  symphysis,  and  extends  from  2  to 
3  cm.  (0.8  to  1.2  inches)  above  the  bone  to  within  i  cm.  (^0.4  inch)  of 
the  clitoris.  The  space  between  the  recti  muscles  is  divided,  and  the 
bladder  and  prevesical  fat  seiKiratcd  from  the  bone,  by  the  finger  intro- 
duced posterior  to  the  symphysis,  well  down  tn  the  arch.  The  soft 
parts  arc  freely  sepanited  from  the  symphysis  in  fmnt,  at  the  sides,  and 
downward  to  the  arcli. 

The  symphysis  is  now  divided  with  a  sharp  scalpel  from  before  back- 
ward, the  bladder  being  guarded  by  a  finger  introduced  posteriorly. 
During  this  part  of  the  operation  each  thigh  should  be  supported  by 
an  assistant,  to  prevent  sudden  separation  of  the  symphysis,  with  lac- 
eration of  the  soft  parts.  The  liganicntimi  arcualum  should  not  be 
divided,  but  should  be  carefully  detached  from  the  arch,  keeping  close  to 
tlie  bone.  The  deep  perineal  fascia  which  extends  transversely  between 
the  rami  of  the  pubcs  should  now  be  tietachcd  from  the  bone  on  each 
side  with  a  blunt-pointed  bistoury,  upon  the  finger  as  a  guide.  As  the 
tense  fibers  of  this  fascia  are  detached  from  the  arch,  it  will  be  seen  that 
the  space  at  the  symphysis  gradually  widens.  When  these  fibers  arc 
felt  to  be  no  longer  tense,  it  uill  be  found  that  the  symphysis  has  sepa- 
rated as  widely  as  it  can  without  straining  the  sacro-iliac  joints.  The 
separation  will  usually  amount  to  from  4  to  6  cm.  (ij  to  2|  inches). 
When  the  ligament  and  fascia  have  been  thus  carefully  detached  later- 
ally from  the  bone,  all  danger  of  hemorrhage  from  laceration  of  the 
soft  parts  is  effectually  avoided. 

If  the  ligament  and  fascia  arc  not  detached  from  the  arch  in  the 
manner  described,  but  the  bones  are  forcibly  separated,  severe  hemor- 
rhage from  laceration  of  the  erectile  tissue  and  large  venous  ple.\uscs 
of  this  region  may  ensue.  This  hemorrhage  is  best  controlled  by  pack- 
ing the  wound  with  gauze,  making  at  the  same  time  counlcrpressure 
in  the  vagina.  The  symphysis  should  be  completely  divided  and  sepa- 
rated to  its  fullest  extent  in  all  cases  before  attempting  deliver)-  of 
the  child.  If  a  pain  occur  during  the  operation,  pressure  should 
be  made  by  the  assistants  against  the  sitkrs  of  the  pelvis,  to  prevent 
sudden  giving  away  of  the  undivided  tissues,  with  consequent  laceration 
of  the  soft  |jarts.  l.a,bor  may  be  terminated  by  the  forceps  or  left  to 
nature,  as  may  apfiear  advis;»ble.  The  anterior  wall  of  the  vagina 
should  be  well  protected,  and  kept  pushed  up  above  the  head  as  the 
latter  descends.     Temporary,  ox  rarely  persistent,  incontinence  of  urine 
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may  follow  inj ury  of  tlie  urethra,  and  a  urethral  fistula  may  follow  such 
an  injury. 

in  closinfj  the  operation  wound,  suture  of  the  bone  is  unnccessar>'. 
The  soft  parts  should  be  sutured  in  the  usual  way,  and  a  small  ^auze 
drain  left  in  the  tower  angle  of  the  wound  for  twenty-four  to  forty-eight 
hours.  The  bones  are  kept  in  apposition  by  means  of  a  broad  strip  of 
rubber  adhesive  plaster  encircling  the  pelvis.  A  trough-bed,  made  by 
placing  sand-bags  or  other  material  along  the  sides  of  the  patient,  is  of 
distinct  advantage  in  holding  the  bones  together. 

The  patient  should  be-  kept  in  bed  three  or  four  weeks.  The  sym- 
physis almost  always  unites  iirmly  by  Hbrous  union, and  subsequent  ill- 
eflects  of  the  operation  have  seldom  been  noted. 

CESAREAN   SECTION. 

Cesarean  section  fs  a  laparo-utcrdtumy  fur  the  delivery  of  a  child  at 
or  near  term.  When,  owing  to  ohstructioti,  the  child  caimot  be  deliv- 
ered by  the  natural  channel,  recourse  must  be  had  to  Cesarean  sec- 
tion, symphyseotomy,  or  craniotomy.  The  success  that  has  attended 
Cesarean  section  and  symphyseotomy  under  modern  technic  and  asep- 
sis has  made  cranintnniy  improper  wlieii  the  child  is  alive.  Sym- 
physeotomy is  limited  to  those  cases  in  which  a  conlmction  of  1  to  2 
cm.  (0.4  to  0,8  inch )  in  the  c^nijugata,  vera  is  the  only  obstacle  to  deliv- 
ery. The  time  of  election  for  Cesarean  section  is  when,  in  the  opinion 
of  the  operator,  the  woman  is  at  term,  irrespective  of  the  actual  advent 
of  labor ;  but  emergencies  frequently  arise  in  which  operation  becomes 
necessary  after  labor  has  commenced. 

O[>CrSti0n.— AflcE  Uiuiuu){li  piejKiraliun  \A  [he  iwliciil.  an  indsiuii  3  indies  in  lengtli  is 
maik-  in  ihe  mctlinii  line  (kiwnwani  Criira  nh«iol  an  inch  hclow  lh<r  uTnliilicus.  Two  fingers 
arc  nuw  ititruduccti  iti([>  Uie  jierituiieal  uatity  us  a  {fuidc,  anU  iLk  iticiMtin  cxIrtidcO  buUi 
(Inwnwun]  as  far  .is  pus<.ihlc  without  wounding  thr  blitdcltr,  whirh  may  rise  in  the  prc(;nanl 
woman  2\  ur  J  int;hct  ntxivc  ibc  putir^.  and  ii(>i«ard,  ciicling  tv  llir  left  >i'(  Ihc  uinlnlitun  tu  a 
vaitablc  fiislanc<r.  dc|>riidirg  iipi>n  llir  sit?  nf  [lit  uirruii.  The  incisiun  usually  i»  frtim  6  to 
Sinchci  in  lengib.  When  ilie  aljdominnl  CAvity  hi>  tbu>  \yixn  opcutxl.  caMrfui  iris[KCt]i>n 
and  examination  uf  lh<?  utrrus  ami  |»rritii[k«tl  cavity  should  \te  made  to  delennine  ihe  furtlicr 
pbn  of  af>crntiiin,  Thi*  in  etix^ially  iTnimrtant  whrn  ngirraiiTtg  on  wotncn  after  pTnliin|T<-d 
iab»r.  A  hoggv  eccbyinnsed  uterine  wall,  or  a  dark  inlecied  peTitonc-.U  -.urfiut',  ar  the  (l^p^■ 
eni'e  if  <^fT\ltr'l  iliiid  in  the  cavily  generally  indienti-K  4epM«,  and  demands  mnnval  of  the 
ulcru». 

An  atitiKtant  now  place<i  a  hand  nn  either  flank  nf  llie  pnlient,  and,  by  prrMinK  Ihe  ntens 
fuoraTd,  utuies  it  li>  bulge  in  the  inuunn,  ina.in(,iiniii|j  [bii>  prcwurc  until  the  uterus  hax 
been  emptie^l  and  begins  lo  contmcl.  This  steadies  the  uterus,  aid«  in  conlrullinK  hcmor- 
rhA([e,  and  prevents  (;M*a)>c  »f  amniotic  t1ui<l  itil<i  tbr  abdmninit  cavily. 

Witb  the  knife  held  vpriically,  an  in('i!>ii>n  2  cm.  (0.8  inch)  in  leinJth  is  made  in  tile 
median  tirvc  ju§tabo%'e  (he  reflection  of  the  i>eTiton<eum,  thruu|;h  the  uterine  wall  do«rn  to 
the  mucosa.  The  left  forclirij;e]-  i<i  inin<dii<:e<l  thn>uf[h  the  iiidMun  and  pushe«1  iiiin  the 
uterine  cavity.  If  the  ulerine  wall  i*  ibin,  the  hiuni  N.ide  of  a  (daonTs  i«  inlrmdured  »n 
the  finKet  as  a  i^ide,  and  tlie  anterior  ulerine  wait  divided  fur  about  5  iudies  in  the  median 
line.  If  the  wall  i<  Thick,  a  probe-pointed  knife  i»  u*ed  fnr  thic  purpnv.  The  whriJe  hand 
\i  Iben  pushed  iiiTo  the  ulerine  cavity,  llie  membranes  tvplured,  and  the  child  cKlructed  by 
its  miwt  ciinvenienl  iireseinin([  i«iri.  II  the  ptncenin  i«  cncdunlrrcfl  dnrittj;  ihis  step  in  (he 
uperaliun.  it  i«  detached  fr\>tn  the  tilcriiie  wall  and  pushed  asi^k.  The  cord  is  now  divided 
between  Iwo  fnrceps,  and  the  child  given  lo  an  assiiitant.  llie  hand  i»  again  tn[ro<luce4l  into 
the  iiteru*  and  the  placenta  and  niembratiCN  carefully  detached  and  rcmuved.  w  itliuul  waitinK 
fur  s[>untaneoas  detadiinenl.  The  assistant  who  has  maintained  pressure  on  the  Hanks  now 
forccf  the  utenjs  out  through  the  abdominal  tnd»ion.  aided,  if  neceiMry.  by  Ihc  hand  of  the 
operator  puslimt  aliave  ibe  fundus.  A  second  assistant  grappa  the  Ixxly  of  the  uterus  on 
either  vide,  and  compretM^s,  if  pouible,  bulb  the  utenis  and  the  resieU  In  the  broad  Itga* 
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ineiiU  The  entire  field  flf  operation  i-i  now  cleaii&eiJ,  and  hot,  wrunij-ouC  sponger  jilaced  over 
^h<^  int«stinc».  White  ihi*  is  l>ciDK  done,  the  p»ii<'nt  may  sdvsnlngci>»iy  hv  placed  in  the 
Treniideuburv  ]K»i(ii)n.  H<TniitT>iugr  may  be  cuntiolled  by  [licking  itic  uleriiie  urity  will) 
hot  spongcii  w-ftilc  The  deep  sutiiTc*  nrc  hcing  opplici. 

The  iiid.%iori  in  the  uterine  wnll  ix  cluteJ  by  three  sell  of  »utuie>.  The  deep  snluies  we 
firsi  placed  in  |wMLiogi  obnui  i^  cm.  (0.6  inch)  npan.  Fnrh  stilurr  rnlcrs  thr  (terironeal 
surface  uC  the  uterus  nbuul  12  [u  Il3  nun.  (O.47  tu  0,6j  inch)  frtiijj  ihc  edge  uf  the  woand, 
pcncimtes  the  sernus  and  muKiiIar  cxmls,  nnd  eineri^c^  tn  the  wound  jiisl  cxlrmal  to  the 
niU(.(;-T'u.  It  ibcn  U  icinKtIcd  at  «  c«jrTe.*ix>n<litin  |>"iii.l  on  the  other  s-itlc,  pa>+c>  Ifanjii|;h 
the  mu.fiiliir  xaA  sctoub  cobIk,  and  emergen  op|K--Tiie  the  puint  of  enlrsnce.  Between 
each  ]jnir  uf  d<'ej>  *uture«  in  insened  a  cc>a|>tittiiin->utiirr,  which  include*  uliout  one-half  cA 
the  wall  of  the  ulcms.  Ureal  care  must  be  taken  in  the  applkulion  of  lx>th  deep  and  co«p- 
hitinn-KUlure*  to  Keciirc  clone  and  (lerferi  ctiaptati^in  and  tintirely  to  coiiirnl  hrtnorrhner.  The 
third  suture  \%  a  cuntiimous  ^uperllciiU  suture,  which  indudcs  unly  the  peritoneal  cuai  uf  ilie 
uiern*,  nnd  t«  \a  nppliril  fn>im  .lidr  to  si<li;  as  to  covrr  ciimplrli-ly  rhr  Iwn  sets  of  HulurrA  jii«t 
described.  The  deep  iuicriujjled  Miiuirsore  of  he»vy  ChiiiCM;  Bilk,  the  coaplatiuii'Siiturea 
of  cnii^it,  and  ihe  ci>nliniimis  -iuiKrrlii'ial  suture  of  light  Chin'Tse  >ilk. 

The  selection  und  application  of  >iutur»  arc  moM  iDiporlatit  factors  in  the  &ucccu  uf  Ihe 
operation.  Silkwonn  |{ul  irritnlcs  and  may  cul  llimugh  ur  fnvur  InLc  Imnl  ^uppumtiun  ;  cat- 
l^t  ioftcn*,  and  the  knots  .■>1ip.  iJiaided  tilk  i»  dilTicull  to  &tcrilice  ;  and  if  the  tiiiihlest  tucnl 
sepsis  occurs,  it  prcnnoCes  capillary  dnuiiage  and  may  establish  comtnunicntiun  brtwern  the 
interior  «>f  tiie  uterus  and  the  peritoneal  cavity.  ."V  wide,  loMe-ireshed  Chinese  silk,  which 
is  easily  ^lerilincd,  \s  the  beM  butute-niatcrial  and  (uinivhes  the  (;rcate»t  security  when  applied 
in  ihr  manner  detailed  shore. 

Many  authors  ndvocaie  drainftge  thioueh  the  lower  angle  of  the  abdominal  wuund.  If 
the  operaiion  ha.<  been  properly  performed  and  «efi.fi«  in  nnt  preMtit,  dtainogr  i»  unnrrrfvuiry. 
If,  however,  tlie  uterus  or  peritoneal  cavity  is  infected,  the  ulenis  should  be  extirpatL-d. 

In  the  after-treatment  of  Cesarean  section,  it  must  be  borne  in  mind 
that  high  temperature,  foul  Inchial  discharj;e.  and  the  presence  of  a 
tender  area  above  the  pubes  are  indications  wliich  call  for  the  removal 
of  the  three  or  four  lower  abdominal  suture;;  and  the  insertion  of  a 
drain. 

When  future  pregnancy  is  deemed  inadvisable,  the  Fallopian  tubes 
may  be  doubly  ligated  and  divided  between  the  ligatures.  After 
thorough  cleansing,  the  uterus  is  n--placcd,  the  abdominal  wound  closed 
by  tbrough-and-through  sutures,  reinforced  by  c;it|;ut  sutures  between 
the  diiTerent  layers,  and  a  binder  applied  over  the  dressings. 

Porro'8  Operation  {Supravaginal  Amputatioit,  or  Total  Extirpa- 
tion of  flic  L't-rus). — I'orro's  operation  as  at  present  understood  is  the 
removal  of  the  uterus  after  Ce.sarcan  section.  It  is  indicated  by  infec- 
tion of  the  uterus  or  peritoneal  cavity,  by  uncontrollable  hemorrhage 
during  Cesarean  section,  by  rupture  of  the  uterus,  and  by  pre-existing 
tumors  or  other  irremediable  obstructions  to  future  normal  delivery.  U 
is  also  advised  in  connection  with  removal  of  the  ovaries  for  the  cure  of 
osteomalacia.  Up  to  and  including  delivery  of  the  child,  the  operation 
is  virtually  the  same  as  that  for  Cesarean  section.  The  same  care,  how- 
ever, need  rot  be  taken  in  making  the  uterine  incision  ;  and  the  location 
or  direction  of  that  incision  within  reasonable  limits  is  a  matter  of  no 
moment.  A  rubber  cord  shovild  be  passed  around  the  uterus  at  its 
neck  as  soon  as  the  abdomen  hn^  been  opened,  if  it  can  be  done  with- 
out unduly  extending  the  abdominal  incision.  When  the  cord  is  tight- 
ened, hemorrhage  is  effectually  controlled.  Immediately  upon  delivery 
of  the  child,  the  hand  is  introduced  or  the  fingers  hooked  into  the 
uterus,  which  is  then  pulled  out  of  the  abdominal  cavity.  Unless  the 
placenta  is  free,  no  time  need  be  taken  for  its  removal.  Sponges  are 
now  inserted  to  protect  the  gent_*ral  peritoneal  cavity;  and  a  wire  or 
elastic  ligature  or  scrrc-nceud  applied  below  the  temporary  constricting 


band,  at  a  point  as  near  the  external  os  as  can  be  determined  by  the 
anatomical  relations.  The  uterus,  tubes,  and  ovaries  are  amputated  about 
J  Inch  above  the  constriction.  The  stump  is  brought  into  the  lower 
angle  of  the  abdominal  wound,  and  held  in  position  by  the  adjacent 
throutjh-aiid-throujfh  sutures  whicli  close  the  abdominal  wound,  addi- 
tional sutures  being  applied  tu  hold  it  in  position  if  deemed  advisable. 
Iodoform  gauze  is  packed  carefully  around  the  wound  and  a  large 
dressing  applied. 

Many  modifications  of  this  simple  and  rapid  method,  with  extra- 
peritoneal treatment  of  the  stump,  have  been  carried  out.  The  ten- 
dency of  each  surgeon  is  to  treat  the  emptied  uterus  exactly  as  he 
would  treat  a  fibroid.  Some  surgeons  isolate  the  vessels  ami  ligate 
them  separately,  coapt  the  raw  surfaces,  cover  the  stump  with  the 
adjoining  peritoneum,  and  entirely  close  the  abdominal  wound  with- 
out driinage.  Others,  notably  Polk,  of  New  York,  ligate  the  ves- 
sels and  remove  the  uterus  and  cervix  entire,  draining  with  gauze 
through  the  vagina.  Others  do  not  remove  healthy  ovarian  tissue. 
It  must  be  clearly  borne  in  mind  that  there  is  much  more  risk  of  sepsis 
in  leaving  the  large  stump  of  a  pregnant  uterus  in  the  pelvis  without 
drainage  than  is  incurred  when  the  small  cervix  of  a  fibroid  uterus  is 
treated  in  the  same  manner. 


FISTULA. 

Fistula:  of  the  genital  tract  may  be  divided  into  urinary  and  fecal 
(istulae.  The  varieties  of  the  first  class  are  vesicovaginal,  \esico- uterine, 
vesico-uterovaginal,  urethrovaginal,  uretcrovaginal,  uretero-uterine ;  of 
the  second  division,  rectovaginal,  cntcrovaginal,  and  enterovcsical. 
The  names  sufficiently  indicate  the  anatomical  locations. 

Genital  ftstulx  are  most  frequently  caused  by  injury  received  during 
labor,  either  directly,  from  pressure  Ktf  the  presenting  part  or  instru- 
ment; or  iinlirectly,  from  necrosis  due  tn  preceding  pressure  or  inflam- 
m.ttion,  They  may  also  be  caused  directly  by  trauma  during  operative 
procedures.  Other  causes  are  defccti\c  development,  ulcerative  or 
suppurative  processes  due  to  syphilis,  tuberculosis,  or  malignant 
disease,  pressure  from  foreign  bodies,  pessaries,  etc. 

Urinary  Fistulse. — Veslcovajcinal  fistula  is  the  most  common 
variety.  The  characteristic  symptom  is  discharge  of  urine  through 
thcvaginn;  but  this  is  often  preceded  by  bloody  vaginal  discharges, 
lit-maturia.  and  dysurta,  until  tlie  necrosis  has  so  far  advanced  that  the 
fistula  is  patent,  The  diagnosis  depends  upon  (he  discharge  of  urine 
through  the  vagina  and  the  determination  of  the  location  of  the  fistu- 
lous opening  by  touch  and  inspection.  When  the  fistula  is  large,  its 
opening  may  be  felt  upon  digital  examination.  In  some  cases,  instead 
of  an  opening,  a  soft,  protniding  mass — the  extruded  vesic;d  mucosa — 
can  he  felt.  When  tlie  fistula  is  small,  it  may  be  necessary  to  inject 
milk  nr  other  colored  fluid  through  the  urethra  into  the  bladder,  and, 
by  noticing  its  point  of  exit,  locate  the  fistula. 

Tr^atmt'nt. — Very  minute  vesicovaginal  fistula*  may  often  be  cured 
by  simply  freshening  or  cauterizing  the  edges,  and  dniining  the  bladder 
through  a  self- retaining  catheter  introcUiced  into  the  bladder  through 
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tlie  urethra,  and  retained  for  a  week  or  ten  days.     For  this  procedure 
anesthesiii  is  nut  necessarj'  and  sutures  may  be  dispensed  witJi. 

I-'isluI.-e  of  moderate  ilimcnsions,  the  edges  of  which  arc  soft  and 
can  be  approximated  by  tenacula  without  tension,  can  ordinarily  be 
cured  by  freshening  the  edges,  and  bringing  ihem  in  close  approxima- 
tion by  careful  suturing.  The  denudation  should  completely  surround 
the  opening,  should  be  about  |  inch  iti  witlth.  and.  beginning  at  the 
vaginal  mucous  membrane,  shouUi  be  uniformly  bevelled  down  to.  hut 
should  not  include,  the  vesical  mucosa.  The  sutures  should  be  of  fine 
silkworm-gut,  should  be  introduced  not  more  than  -^  inch  apart, 
should  pass  through  the  entire  thickness  of  the  vesicovaginal  septum, 
with  the  exception  o{  the  vesical  mucosa,  and  should  be  so  applied 
that  the  line  of  approximation  will  be  transverse.  Between  these 
sutures  very  fine  superficial  catgut   sutures  may  he  applied. 

In  suitable  cases  a  flap-splitting  method  may  be  emplojed.  in  which 
the  .septum  Is  split  for  a  distance  of  -fc  inch  from  the  edge  of  the  fistu- 
lous upening,  which  is  then  closed  by  fine  interrupted  buried  catgut 
sutures  applied  to  the  outer  surface  of  the  vesical  flap,  care  being  taken 
to  avoid  inclusion  of  the  nmcasa.  Tlie  vaginal  Hap  is  united  by  silk- 
worm-gut sutures  in  the  manner  already  described. 

Coniplicated  cases  may  require  special  procedures.  Cicatricial  con- 
traction or  loss  of  substance  may  prevent  approximation  of  the  edges. 
For  the  repair  of  this  condition,  mos:  intricate  plastic  operations  have 
been  performed.  The  base  of  the  bladder  may  be  restored  by  flaps 
transplanted  from  the  adjacent  vaginal  mucosa.  The  vesical  mucosa 
may  be  detached  from  tlie  submucous  structures  and  brought  down  to 
be  sutured  to  the  denuded  lower  edge  of  tlic  fistula.  It  may  even  be 
necessary  in  some  cases  t*>  separate  the  uterus  from  the  bladder  as  far 
as  the  vesico-utcrinc  peritoneal  fold,  in  order  to  obtain  sufficient  tissue 
for  approximation.  Vesicovaginal  defects  have  hecn  closed  by  direct 
suture  of  the  bladder-wall  after  abdominal  section  and  sqiaration  of 
the  uterus  from  the  bladder;  and  the  latter  has  also  been  sutured  from 
the  inside  through  a  suprapubic  opening. 

After  all  operations  for  vesicovaginal  fistula,  a  self-retaining  catheter 
should  be  introduced  into  the  bladder  through  the  urethra,  and  allowed 
to  remain  for  from  five  to  ten  days. 

Vesico-uterine  Fistula. — Vesico-uterine  fistula  is  usually  due  to 
anterior  laceration  of  the  cervix.  The  diagttosis\&  made  by  demon- 
stration of  the  escape  of  urine  through  the  cervix  uteri.  It  may  be 
differentiated  from  uretero-utcrinc  fistula  by  injecting  colored  fluid  into 
the  bladder,  ulirii.  if  vesico-uterine  fistula  exists,  the  fluid  is  discharged 
through  the  cervix. 

Drainage  of  the  bladder  through  a  permanent  catheter  should  be 
tried  faithfully  for  two  uceks;  and  it  may  even  be  advisable  to  drain 
the  bladder  into  the  \*agina  through  an  artificial  vaginal  fistula  for  .■«r\'- 
eral  weeks  before  proceeding  to  direct  operation  for  closure  of  the 
fistula. 

If  these  means  fail,  the  cervix  may  be  divided,  the  fistulous  tract 
uncovered  and  denuded,  and  the  wound  closed  by  sutures  through  the 
uterine  tissue.  A  better  plan,  however,  is  to  .separate  the  uterus  from 
the  bladder  through  an  incision  in  the  anterior  fornix,  to  a  point  welt 
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above  the  opening  in  the  bladder,  and  to  close  the  vesical  opening  with 
fine  silkworm-gnt  sutures.  The  vagina  is  then  packed  with  gauze  for 
ten  days,  until  the  stitches  are  removed.  If  the  lips  of  the  incision  in 
the  anterior  vaginal  fornix  fall  w^ll  together,  they  need  not  be  sutured. 

Veslco- uterovaginal  Fistula. — In  this  variety  there  arc  two  fistu- 
lous tracts:  one  leading  inln  the  cervix;  the  other  into  the  vagina. 
This  condition  most  freiiuently  follows  laceration  by  the  obstetric  for- 
ceps or  other  instruments,  It  may  rarely  be  caused  by  sloughing,  tlic 
result  of  pressure- necrosis. 

When  the  defect  is  not  too  extensive,  the  operation  is  identical  with 
that  detailed  above  for  the  closure  of  vesico-uterine  fistula,  plus  denuda- 
tion and  closure  of  the  vajjiiuil  portion  of  the  fistula.  After  separation 
of  the  cervix  from  the  bladder,  two  openings  into  the  latter  will  be 
found,  unless  the  intervening  tissue  has  been  removed  in  the  necessary 
dissection.  These  openings  may,  as  a  rule,  be  made  into  one,  and  this 
large  opening  closed  in  the  usual  manner. 

When  the  loss  of  tissue  Is  extensive,  the  anterior  lip  of  the  cervix 
may  be  denuded  and  utiHzed  to  close  the  defect.  If  the  anterior  lip 
has  sloughed  away,  the  posterior  lip  may  be  employed  for  the  same 
purpose.  This  method,  however,  jxtssesses  the  disadvantage  that  ever 
thereafter  the  wnman  must  menstruate  per  urelhram. 

Urethrovaginal  fistula  may  occur.  thou}»h  rarely,  as  the  result  of 
puerperal  injuries ;  it  is  more  often  found  as  a  sequel  of  ulcerative  proc- 
esses due  to  syphilis,  tuberculosis,  or  malignant  disease  ;  or  associated 
with  injuries  to  the  base  of  the  bladder.  It  is  often  artificially  created 
to  relieve  urethritis  or  dysuria.  It  rarely  occurs  alone,  but  is  coexistent 
with  vesicovaginal  fistula. 

The  best  adapted  operations  often  fail  to  cure  this  variety  nf  fistula 
because  of  the  spasmrniic  action  of  tiic  sphincters  of  [he  urethra,  wliich 
causes  the  stitches  to  tear  out  The  urethra  may,  however,  be  .set  at 
rest  hy  the  introduction  of  a  small  flanged  rublxjr  catheter  passed 
through  an  artificial  vesicovaginal  opening. 

Uretero  vagina  I  fistula  may  involve  one  or  both  ureters,  and  may 
be  con^^enital  or  acquired.  The  latter  variety  is  usually  obscrxed  after 
labor  in  which  a  laceration  into  the  vault  of  the  vagina  has  taken  placc- 
Thc  diagnosis  may  be  made  by  observing  that  the  urine  is  discharged 
into  the  vagina  intermittently  in  jets,  that  urine  is  also  passed  regularly 
from  the  bladder,  and  that  colored  solutions  injected  into  the  bladder 
do  not  pass  into  the  vagina. 

Congenital  fistula  may  open  in  any  part  of  the  vaginal  wall,  even  so 
low  dawn  as  to  be  adjacent  to  the  meatus  urinarius. 

Treatment. — A  small  ureteral  fistula  involving  only  one  wait  of  the 
ureter,  and  located  well  down  uj>on  the  anterior  vaginal  wall,  may  some- 
times be  cured  by  direct  closure  of  its  orifice  with  fine  silk  sutures. 
Sometimes  it  i.s  better  to  dissect  out  the  ureter  for  a  distance  of  ^  to  f 
inch,  and  turn  it  into  the  bladder  through  a  buttonfiolc  incision.  Great 
care  should  be  exercised  to  prevent  leakage.  To  this  end.  the  sutures 
should  be  of  vcr\'  fine  silk,  and  should  be  carefully  applied  verj*  close 
together.  Those  sutures  which  immediately  adjoin  the  ureter  should 
be  passed  through  its  walls,  not  including  the  mucosa,  in  order  to  fix 
the  ureter  securely  in  its  new  position.     Occasionally  it  maj'  be  advisa- 
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ble  to  make  an  artificial  vesicovaginal  fistula,  at  least  i  cm.  (04  inch)  in 
diameter,  close  to  the*  ureteral  fistula,  and  to  close  this  double  defect  by 
denuding  around  both  orifices  ;tnd  uniting  the  wound  by  sutures. 

In  fistula:  situated  higher  up  in  the  vagina,  and  t'speciallj'  in  those 
following  faulty  vaginal  bystert-ctoniy,  closure  by  plastic  operations 
performed  through  the  vagina  is  impracticable.  In  such  cases  the 
abdomen  is  opened  and  the  lower  end  of  the  ureter  dissected  out  down- 
ward, if  possible,  as  far  as  the  fistula,  and  upward  toward  the  brim  of 
the  pelvis  sufficiently  Iiigii  to  allow  of  its  implantation  into  the  bladder 
without  tension.  Somettnies  the  bladder  may  be  partially  loowrned 
from  its  pubic  attaclmicnts,  so  that  the  Implantation  may  be  made  with 
less  tension.  Before  being  implanted,  the  end  of  the  ureter  should  be 
slit  up  for  a  few  millimeters,  in  order  to  insure  its  patency.  While  the 
ureter  is  being  securely  fixed  in  its  new  position  by  fine  .«ilk  sutures 
passed  through  the  exlernal  coats  of  the  bladder  and  ureter  at  the 
margins  of  the  vesical  wound,  the  end  of  the  ureter  sliould  be  securely 
held  by  a  forceps  passed  into  the  bladder  through  the  urethra.  When 
all  other  means  liavc  faileti,  nephrectomy  is  tlie  oi^eration  of  last  resort. 

Uretero-utcrine  Fistula — The  ureter  ma>-  discharge  directly  into 
the  uterus,  forming  a  urctero-iiterine  ft.<!tula.  Urine  escapes  from  the 
cervix,  but  colored  fluid  injected  into  the  bladder  does  not  pass  out  by 
this  route. 

Vesical  implantation  of  the  ureter,  as  Just  described,  and  nephrectomy 
are  the  only  means  at  our  command  for  the  cure  of  this  condition. 

Fecal  Fistulae. — Rectovaginal  Fistula. — When  this  condition  is 
found  in  the  upper  vagina,  it  is  coninionl)'  due  to  an  extension  of 
malignant  disease,  to  ischiorectal  abscess,  or  to  operations  involving 
incision  of  the  posterior  vaginal  wall.  In  the  lower  vagina  it  Ls  most 
frequently  caused  by  a  complcle  rupture  of  the  [wrineum  imperfectly 
cicatrized  or  ojx;rated  upon,  with  only  partial  closure.  lea\'ing  an  o|x;n- 
ing  into  either  the  vagina  or  vulva.  S>'pl)ilis,  tuberculosis,  pressure- 
necrosis  (from  labor,  instruments,  or  badly  fitted  pessaries),  and  bur- 
rowing pus  are  also  factors  in  the  production  of  this  variety  of  fistula. 
The  xymf>toms  arc  escape  of  feces  or  gas  through  the  vagina.  The 
ifinxfn>sis  is  made  by  ins|)cction,  passage  of  a  probe,  palpation  of  tlic 
anterior  surface  of  the  rectum,  or  injection  of  milk  or  colored  fluid  into 
the  latter. 

Treatment. — Fistula:  of  this  kind  in  the  upper  vagina  should  never 
be  closed  by  operation  until  at  least  two  months  after  their  occurrence. 
a.s  the  majority  will  close  spontaneously  under  systematic  vaginal 
douching  or  packing  of  (he  fisiulnus  opening  through  the  vagina.  If 
these  means  fail,  cure  ma\-  ■imnetimcs  be  effected  by  denudation  and 
suturing  of  the  opening  from  the  V3f:;inal  side.  Should  this  procedure 
be  unsuccessful,  the  posterior  vaginal  wall  may  be  entirely  separated 
from  the  anterior  rectal  wall  through  a  perineal  incision,  care  being 
taken  to  avoid  opening  into  the  peritoneal  cavity  above.  The  now 
freely  movable  posterior  vaginal  wall  may  then  be  made  to  shde  down- 
ward over  the  anterior  wall  of  the  rectum,  so  that  the  upper  border  of 
the  vaginal  opening  will  be  below  the  lower  border  of  the  rectal  open- 
ing, this  position  being  maintained  by  appropriate  suturing.  This  o[>er- 
ation  was  deWscd  and  successfully  executed  by  Paul  Segond  of  Paris. 
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Fistulse  in  the  lower  portion  of  the  vagina  may  be  denuded  and 
sutured  from  the  vaginal  side  in  the  usual  maimer.  Additional  sutures 
niay  be  apphed  from  the  rectal  side  after  dilatation  of  the  sphincter 
ani.  Union  is  often  prevented,  however,  bj'  the  disturbing  niovemenls 
of  the  adjoining  sphincters.  Under  these  circumstances,  the  remaining 
perineal  tissue  should  be  divided  by  a  median  incision,  and  the  result- 
ing condition,  which  is  virtually  a  complete  laceration  of  the  perineum, 
treated  according  to  the  method-i  advised  in  the  consideratiiui  of  that 
subject.  FistuUe  in  this  locality  are  frequently  of  syphilitic  or  tubercu- 
lar origin,  and  demand  preliminary  constitutional  and  local  treatment 

Enterovaginal  Fistula. — This  term  includes  all  fistuhe  between  the 
bowel  above  the  rectum,  and  the  vagina.  Puerperal  rupture  of  the 
posterior  vaghial  cul-de-sac,  followed  by  descent  and  sloughing  of  a 
loop  of  intestine,  direct  tratuna,  operation  wounds  sucli  as  those  made 
in  vaginal  hysterectomy,  and  extension  of  carcinoma  with  perforation, 
etc.,  are  the  usual  causes.  The  symptoms,  are  the  escape  of  feces,  and 
especially  of  gas,  into  the  vagina  through  the  posterior  cul-de-sac. 

If  the  fnatmrnt  by  douches  and  packing,  as  advised  for  liigli  recto- 
vaginal fistula,  is  unsuccessful,  the  abdomen  should  be  opened,  all 
adhcsion.s  loosened,  and  tlie  opening  in  the  bowel  closed  in  the  usual 
manner.  Tlie  vaginal  opening  should  not  be  sutured,  but  should  be 
packed  with  gauze. 

Enterovesical  Fistula. — Fistulous  communication  between  the  in- 
testines and  bladder  may  be  established  as  a  result  of  ischiorectal  or 
appendicular  ab.sces.s  ;  of  pressure  v>f  foreign  bodies,  such  as  jiessarics ; 
or  of  operative  procedures,  especially  vaginal  hysterectomy.  They 
are  of  relatively  rare  occurrence.  The  symptoms  are  jiassage  of  flatus 
and  feces  through  the  urethra,  and  cystitis,  or  other  symptoms  due  to 
infection  from  fecal  matter.  The  iiiaj{Hosis  is  sinijiic.  and  is  usually 
made  clear  by  piissage  of  gas  and  fecal  matter  from  the  urethra.  It 
has  also  been  made  by  inflating  the  rectum  with  hydrogen  gas,  which 
forces  its  way  into  the  bladder,  and,  pjissing  down  the  urethra,  may  be 
ignited  at  the  end  of  a  catheter  inserted  therein.  The  cysto.scope  and 
vesical  searcher  are  of  value  in  determining  the  exact  location  of  this 
variety  of  fistula. 

The  trcatmint  depends  upon  the  situation  of  the  fistula.  When,  as 
ma\'  occur  after  vagin.d  liystcrectomy.  a  rectovesical  fistula  results,  the 
obliterated  portion  of  the  vagina  may  be  reopened  by  careful  dissec- 
tion, and  the  resultant  vesicovaginal  and  rectovaginal  fistul.e  treated 
separately,  in  accordance  with  the  rules  laid  down  for  the  treatment  of 
these  conditions. 

When,  as  most  frequently  liapjx^ns.  the  communication  betivcen  the 
bladder  and  intestine  is  located  above  the  rectum,  a  similar  procedure 
should  be  employed,  the  Intestine  and  bladder  separated  through  an 
abdominal  incLslon,  and  the  fistulous  openings  separately  closed,  care 
being  Uken  to  provide  against  leakage  by  careful  suturing  and  by 
abdominal  or  vaginal  drainage. 
•It 
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ECTOPIC  GESTATION. 

When  an  impregnated  ovum  becomes  fixed  and  begins  to  develop 
outside  of  the  uttrine  cavity,  ectopic  gestation,  or  extra-uterine  preg- 
nane)', is  established. 

The  varieties  of  ectopic  gestation  arc  tubal,  ovarian,  and  abdominal. 
The  terms  primar>'  and  sccondar>\  in  this  connection,  refer  to  the  con- 
dition before  and  after  rupture  or  change  of  location  of  the  ovum. 
Cases  of  primarj^  ovarian  and  abdominal  gestation  are  so  rare  that  it 
may  be  said  that  every  ectopic  gestation  is  primarily  tubal. 

Tuhiii  preji^namy  may  hie  interstitial,  or  tubo-uterine ;  true  tubal, 
isthmial  or  ampullar ;  or  infundibular,  or  tubo-ovarian.  according  to  the 
site  of  attachment  of  the  ovum. 

In  inlerstitiai  pregnancy  the  ovum  develops  in  the  tube  where  it 
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Fig.  3B4- — Ectopic  i;ntatioa  fn  blind  nccnsory  fimbriated  extremiiy  i>f  fhc  rigfai  tube. 

passes  through  the  wall  of  the  uterus,  or  in  a  diverticulum  from  that 
part  of  the  tube. 

in  tfiie  tubal prcirtjamy  the  ovum  develops  in  the  free  portion  of  the 
tube,  protruding  neither  into  the  uterine  nor  into  the  abdominal  cavity. 
When  pregnancy  occurs  in  the  inner  pnrlion  of  the  free  tube,  it  is 
temiecl   istknmi} ;  when  in    the  outer  |><irtiiin.  rtmy*/////*/". 

In  infunHibular  pregnancy  the  ovum  is  lodged  and  develops  in  the 
infundibuhmi  nf  the  lube,  and  prevents  closure  of  its  abdominal  ostium. 
When,  in  cases  of  this  variety,  the  ovum  is  attached  to  the  ovan*,  the 
condition  is  known  as  ttfbO'm>arian  pregnancy. 

Ovarian  and  nbdomhtal  pregytancy  are  terms  applied  to  ectopic 
gestation  supposed  to  originate  and  develop  in  the  ovary  or  abdominal 
cavity. 
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Anomalous  Varieties. — Ectopic  pregnancy  in  an  accessory  fimbriated 
extremity  or  in  a  diverticulum  from  the  Fallopian  tube  is,  to  all  intents 
and  purposes,  tubal  pregnancy  (Figs.  384-3S6), 

Cornuat  Pregnancy. — Gestation  in  the  uiulevelopcd  horn  of  a  bicor- 
nuatc  uterus,  due  to  unequal  development  or  lack  y>{  proper  union  of 
the  MiJllcrian  ducts,  is  called  comual  pregnancy.  It  is,  however,  not 
an  extra-uterine  pregnanLy,  but  a  true  uterine  preg^nancy,  which,  by 
inalfonnation  of  the  uterus,  has  become  pedunculated  and  walled  off 
from  the  main  uterine  cavity. 

The  si'CQtuiary  forms  of  extra-uterine  gestation  are  simply  compli- 
cations of  the  primary  varieties  just  described.  The  various  names 
applied  to  these  forms  arc  in  such  common  use,  however,  that  they 
cannot  be  i^ored. 

BtioLo^. — The  point  at  which  the  spermatozoa  meet  and  impreg- 
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Fia.  385.— I-eft  KallopiMJ  lube,  wiih  ectopic  ^«t%tton  in  diTerdculum. 

natc  the  ovum  is  not  known.  TIic  case  with  which  spermatozoa  pass 
from  the  vagina  through  a  vlrjjin  os  uteri  into  the  utcru.s,  and  the 
occasional  cases  in  which  they  travel  through  an  almost  impcrfonite 
hymen,  make  it  reasonable  to  suppose  that  they  may  pass  as  readily 
up  the  uterus  into  the  Fallopian  tube,  and  even  into  the  abdonuiial 
cavity. 

Patholugical  conditions  of  the  ovum  may  favor  its  adhesion  to  the 
wall  of  the  tube.  Pathological  or  abnormal  conditions  of  the  tube, 
however,  form  the  most  important  factor  in  the  causation  of  ectopic 
gestation.  Chief  among  these  conditions  are  congenital  deviations  from 
the  normal  type,  such  as  exaggerated  convolutions  (Fig.  387),  diver- 
ticula, and  atresias  ;  sagging  and  attachments  by  adhesions,  resulting  in 
distortion  of  the  tube;  pressure  from  adjoining  organs;  thickening  of 
tubal  walls,  cither  congenital  or  acquired,  diminishing  peristalsis  ;  des- 


quaniative  salpingitis  or  hypeiplasia,  destroying  the  cilia  or  producing 
atresia;  growths  either  in  the  canal  or  the  walls,  and  obscure  condi- 
tions preventing  coaptation  of  the  fimbriai  with  the  ovum  or  ovarj'. 

Pathology. — Change*  In  the  Uterus. — With  the  establishment  of 
pregnancy  in  the  tube  the  uterus  begins  to  enlarge,  and  up  to  tlic  fifth 
month  is  usually  about  one-third  smaller  than  in  an  intra-uterine  preg- 
nancy »»f  the  same  age.  Rupture  of  a  tubal  pregnancy,  with  death  of 
the  tivurn.  checks  uterine  growth,  and  involution  f()l!ows.  If  the  ovum 
does  not  die.  the  uterus  may  continue  to  enlarge,  but  to  a  lesser  degree 
than  bcfnrc  rupture.  At  full  term  the  uterus  of  an  cxtra-uicrinc  preg- 
nancy is  from  4  to  6  inches  in  depth.  The  more  remote  the  place  of 
implanialton  of  the  ovum  from  the  uterus,  the  less  tlie  increase  in  size 
of  that  organ. 

Decidua. — Tlic  formation  of  a  decidua  is  one  of  tlu!  most  notable 
clianges  in  tlie  uterus  in  ectopic  gestation.  It  restinblcs  the  decidua 
vera  of  normal  pregnancy,  and  is  thrown  off  in  one  complete  cast  or 
as  debris  about  the  time  of  piimarj'  tul>al  rupture,  and  this  event  is 
frequently  accompanied  by  metrorrhagia.  The  membrane  ts  cast  off 
even  if  the  ovum  remains  alive.  The  decidua  is  from  i  to  |  inch  thick, 
rough  on  its  uterine  and  snmoth  upon  its  inner  surface,  and  sliows  no 
traces  of  decidua  reflex. i  nor  uf  di-tidua  serolina. 

Alterations  and  Changes  in  Tube  and  Ovum. — These  vary  with 
the  location  of  the  gestation-sac;  but  swelling  and  turgesccrce  are 
present  from  the  beginning.  The  thickxning  con.-itsts  first  of  enlarge- 
ment of  liic  caliber  of  vessels,  then  of  hypertrophy  of  the  rauscularis, 
similar  to  ihc  uterine  changes  that  take  place  in  normal  pregnancy. 
This  is  followed  by  free  development  of  connective  tissue,  and  often  by 
disappearance  of  muscular  fibers,  jiarticidarh'  after  minute  rupture, 
which  disintegrates  ;ind  breaks  them  up  b)'-  small  extravasations,  gi\ing 
rise  to  inflammatory  and  cystic  changes.  Prcssurc-alrophy  of  the  wall 
may  also  Like  place  opposite  the  placental  attachment. 

Closure  of  the  ostium  abdominale  usually  occurs  about  the  sev- 
enth or  eighth  week,  when  the  ous|jerfn  is  retained  in  the  inid<lle  or 
inner  portion.  Complete  closure  does  not  occui'  when  it  is  retained 
near  the  abdominal  opening,  and  there  is  consequently  a  tendency  to 
tubal  abortion.  A  decidua  is  unquestionably  formed  in  the  pregnant 
tube  (I'ig.  388).  It  i.s  al.so  occasionally  found  in-thc  opposite  non-preg- 
nant tube.  The  amount  of  decidua  vera  varies  in  different  cases,  but 
it  always  shows  the  cliaracleristics  of  the  true  decidua  of  uterine  preg- 
nancy;   namel)-,  a  superficial  compact  and  a  spongy  lower  layer. 

A  tubal  mole  is  due  to  an  arrL-st  of  de\tlopmLnt  of  the  ovum. 
The  circulation  is  cut  off  by  chorionic  hemorrhage,  and  the  ovum  is 
partially  or  totally  detached,  [t  cither  remains  in  situ  and  is  absorbed  ; 
or  after  detachment,  particularly  when  located  in  the  outer  third  of  the 
tube,  it  may  be  expelled  through  a  patent  abdomitial  ostium  into  the 
abdominal  cavity,  constituting  a  tuOai  abi>rtiofi.  Sometimes,  however, 
the  tulje  ruptures,  and  the  mole  is  extruded  into  the  free  cavity,  with 
most  appalling  symptoms. 

A  tubal  mole  is  round  or  ovoid,  from  2  to  6  cm.  (0.8  to  2.4  inches) 
in  diameter,  and  resembles  a  blood-clot  in  color  and  consistence.  On 
section,  it  presents  a  smooth-walfcd  cavity  hncd  with  amnion,  occa- 


694 


IXTERNATIOSAL    TEXTBOOK  OF  SURGES Y. 


sionally  containing  fetal  remnants.  Bolh  of  Ehese  may  be  absent,  but 
the  presence  of  chtMionJc  villi  detennincs  the  urigiii.  A  tubal  mole 
"  is  due  to  blood  extravasated  from  the  circuialion  of  the  embrj-o  into 
the  suljchorionic  chamber"  (J.  Bland  Sutton). 

ChanK*;s  in  the  PUicenta. — Decidual  membrane  is  always  fonncd 
in  the  tube  in  tubal  pregnancy.  '1  he  placenta,  as  in  uterine  prcgnancj*. 
is  composed  of  loosely  held  masses  of  chorionic  \\\\\.  with  intemllous 
blood-spaces  bounded  extcnially  by  van,'ing  areas  of  dt-cidua  scrolina. 
It<;  development  is  modified  by  ihc  amount  of  decidua  present,  by  the 
narrow  ax'ailabic  space,  by  the  ruj;osiiies  of  the  mucosa,  and  by  llie 
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Hrntitioidin  Cryit^aod  Kraaulea  ftfc  Kcn  in  Ih?  drcidiM.  in  ib«  caa*Uud  librin,  and  hi  Ihe 
Inlctvillutit  »|Kir«. 

mobilitj'  of  the  tube.  When  rupture  occurs,  if  the  ovum  survives  the 
placenta  becomes  attached  to  neighboring  structures  and  continues  lo 
grow.  The  size  of  the  placenta  varies  directly  with  the  vascularity  of 
the  structures  upon  which  it  is  implanted  and  with  the  fwrniancnce  of 
the  attachment.  The  cs.sential  element  of  disturbance  in  its  develop- 
ment is  traumatic  hemorrhage.  l-Urly  in  pregnancy  the  tube-wall  can- 
not accommodate  itself  to  the  growing  ovum.  It  becomes  attenuated, 
and  ruptures  take  place  into  the  substance  of  the  scrotina,  accom- 
panied by  hemorrhages  into  the  intenillous  space,  endangering  tbc 
integrity*  of  the  villi  and  chorion  (Max  HerzogJ. 

Hemorrhages  are  rarely  absent  in  an  ectopic  placenta.     When  ihe 


mass  is  confined  within  the  tube,  the  hemorrhages  arc  small ;  but  after 
rupture  tliey  may  be  severe,  or  even  fatal.  The  fatal  lieirorrhages  arc 
ordinarily,  however,  from  the  niaternnl  vessels,  and  arc  consequent 
upon  the  detachment  of  the  placenta. 

Kxtravasations  also  constantly  recur  into  tlic  serotinal  tissue,  mate- 
rially increase  the  bulk  of  the  placenta^  and  produce  an  apparent  dis- 
proportion between  its  size  and  that  of  the  ovum.  This  disproportion 
has  led  to  the  erroneous  Ixrhef  lliat  the  placenta  continues  to  grow 
after  the  lieath  of  ihi-  ovum.  The  chorionic  villi  degenerate  and 
become  mere  phantoms  with  indistinct  outlines.  New  formation  of 
villi  is  most  improbable.  The  dcddua  scrotina  undergoes  rapid  dejjcn- 
cration.  Therefore,  after  fetal  death,  increase  in  size  of  the  placenta  is 
due  not  to  growth  of  the  organ,  but  to  traumatic  hemorrhages,  wliich 
transform  it  from  ;in  oval  or  round  disk  to  a  more  or  less  globular 
mass,  compnwd  of  blond-clots  in  various  degrees  of  organization. 

Symptomatology  and  Diag^uosis. — Prior  to  the  fourth  month, 
the  Girciiiial  anti  (Tunstaiii  points  in  the  di.ignosis  of  exira-utfrinc  preg- 
nancy arc  disturbance  of  meiistruatinn ;  sharp  pelvic  pain.s,  usually 
attended  by  faintncss ;  and  the  presence  of  a  mass  adjacent  to  and  con- 
nected with  the  uterus.  Certainly  of  diagnosis  is  based  U{jon  a  logical 
analysis  of  these  three  factors. 

Disturbamt'  of  Mi'ftsfruation.  —  Menstruation  is  almost  always 
retarded;  but  tlic  variations  as  regards  the  amount,  character,  and 
periodicity  nre  so  numerous  as  to  render  the  description  of  a  t>'pical 
case  difficult.  Hemorrhages  occurring  early  in  ectopic  gestation  usu- 
ally indicate  shedding  of  the  decidua 

Pelvic  Fain. — The  pain  is  eitlier  recurrent  and  contractile,  due  to 
uterine  contractions,  or  sharp  and  tearing,  acconipanietl  by  faintiiess, 
which  indicates  rupture  to  a  greater  or  less  degree.  Excruciating  jwiin 
with  syncope  usually  means  serious  rupture. 

Presfiicc  of  a  Miisi. — A  wcll-tlefined  movable  mass  contiguous  to 
the  uterus  can  be  felt  when  an  unruptured  pregnancy  is  located  at  the 
middle  or  at  the  outer  end  of  a  normally  situated  tube.  When  the  tube 
is  prolapsed  posteriorly,  the  mass  is  felt  posterior  to  the  bo<ly  of  the 
uterus,  .\rter  nipturc  into  the  br<.>acl  ligameiil,  the  mas*;  is  felt  lateral 
to  the  uterus,  but  lower,  not  so  well  outlined,  and  less  movable.  When 
sepsis  has  supervened,  the  pre^nce  of  exudate  may  render  the  out- 
lining of  the  mass  more  difficnit.  In  interstitial  pregnancy,  the  mass 
appears  as  an  irregular  bulging  at  the  cornu  of  the  uteius.  After  early 
rupture  into  the  general  peritoneal  cavity,  no  mass  may  be  felt. 

When  nausea,  changes  in  the  breasts,  aiul  discoloration  of  the 
vaginal  mucosal  arc  combined  with  the  signs  just  mentioned,  they  con- 
stitute strongly  presumptive  endencc  of  cxlni-utcrinc  pregnancy.  Cor- 
roborative e\idence  is  furnished  by  the  changes  in  the  uterus  and  by 
uterine  hemorrhage  when  it  occurs.  The  absence  of  chorionic  villi 
furnishes  another  link  in  the  cliain  of  ewdencc.  Exploration  of  the 
uterine  cavity  is  now  warrantable.  When,  after  careful  sounding  of  the 
uterine  cavity,  tlic  uterus  is  adjudged  empty,  the  diagnosis  of  early 
ectopic  prcgnanc>'  is  praclicilly  csiablishe<l. 

Primary  Intrapcrilontal  Rupturt — Hematocek. — Gravid  Fallopian 
tubes  usually  rupture  prior  to  the  fourth  month.     Primary  rupture  may 
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be  intraperitoneal  or  extraperitoneal.  rrimar\'  intraiK-ritoneal  ruptures 
generally  occur  prior  to  the  seventh  week,  artd  so  frequently  in  the  fifth 
or  sixth  week  after  menstruation  that  pregnancy  is  not  suspected. 
Women  with  prc-existint,'  jieivic  disease  arc  especially  prone  to  extra- 
uterine pregnancy ;  hence  menstrual  irregularities  pass  unnoticed  (Figs. 
389.  3fJ0). 

The  diagnosis  of  primarj,'  intraperitoneal  rupture  prior  to  the  se\*- 
cnth  week  is  the  diagnosis  of  intra-abdominal  hemorrhage.  Failure  lo 
recognize  a  tumor  near  the  uterus  is  not  very  important     Thorough 


Fig.  38^ — Primary  tntrnpAriTniiMl  niptnrc.  fifth  wivk ;  nvum  dill  iulh«reni  to  lb  original  site. 

Complete  niptiin-  of  (he  tube. 


Flc.  390.— Very  ratty  lub«]  prrennncy  (two  lo  thrre  weekij,  With  nipiUTe. 

examination  is  difficult  on  account  of  the  condition  of  tlic  patient. 
The  chief  reliance  must  be  placed  upon  the  general  coiuiitions  of  shock 
and  collapse,  as  the  presence  of  blood  can  seldom  be  tiemonst rated  by 
fluctuation,  abdominal  palpation,  or  bimanu;il  examination,  even  when 
the  hemorrhage  is  enormous.  Exquisite  general  abdominal  tenderness 
is.  however,  a  symptom  rarely  absent.  The  ovum  may  be  so  small  as 
to  produce  no  appreciable  enlargement ;  or  it  may  have  been  expelled 
into  the  general  peritoneal  cavity. 

Primary  Extrapiritomai  Rupture — Hematoma  of  the  Broad  Liga- 
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ttuHt. — An  extra-uterine  pregnancy  may  grow  downward  and  cleave 
the  folds  of  the  broad  li'^'ament  without  rupture  of  the  tube  proper, 
the  adjoining  portions  of  the  broad  liganietit  gradually  stretching  to 
accommodate  the  growinff  ovum.  As  a  rule,  rupture  occurs  between 
the  seventh  and  twelftli  weeks  of  pregnancy,  and  is  indicated  by  an 
increase  in  p;iii3,  and  faintiicss.  The  sigus  before  rupture  are  often  not 
sufficiently  marked  to  denote  the  character  of  the  pregnancy,  and  the 
patient  believes  herself  normally  pregnant.  The  [>ain  in  this  variety 
is  recurrent  and  paroxysmal,  varies  greatly  in  severity  and  duration, 
and  each  attack  probably  indicates  an  extension  of  the  rupture.  The 
collapse  i^  not  so  extreme  as  in  intraperitoneal  rupture,  because  the 
effused  blood  is  limited  by  the  resistance  of  the  adjoining  structures. 
Early  cases  of  this  variety  are  often  not  diagnosed.  Tlie  ovum  and 
sccundincs  are  gradual!)' absorbed  and  the  patient  is  never  ver\' ill ; 
but  when  rupture  occurs  after  the  seventh  week,  severe  illness  gener- 
ally ensues.  Even  up  to  ten  or  twelve  weeks  the  rupture  may  have 
taken  place  so  evenly  and  slowly  that  the  |)atient  does  not  seek  medi- 
cal advice  until  the  appearance  of  constitutional  symptoms  indicative  of 
sepsis. 

In  the  great  majority  of  cases  the  ovum  dies  at  the  time  of  rupture. 
The  traumatism,  however,  leads  to  the  fornwtion  of  protective  exudate, 
which  materially  increases  the  size  of  the  whole  mass.  This  increase 
gives  rise  to  pronounced  pain,  and  sooner  or  later  in  almost  all  cases 
sepsis  supervenes,  attended  by  the   usual  constitutional  c\'idence. 

Secondary  Rnfifuri: — This  term  applies  only  to  the  extraperitoneal 
variety,  in  which  the  ovum,  after  forcing  its  way  below  the  peritoneum 
in  the  folds  of  the  broad  ligament,  ruptures  into  the  general  peritoneal 
cavity.  Secondary  rupture  may  be  due  to  various  causes.  After  pri- 
mary rupture  the  ovum  may  survive,  and  rts  continued  growth  maj' 
result  in  communication  with  the  general  cavity.  The  rupture  is  some- 
times sudden,  and  the  effusion  of  blood  may  be  so  extensive  as  to  give 
rise  to  most  serious  symptoms,  with  fatal  results.  The  appearances 
resemble  those  of  early  primary  rupture,  and  the  treatment  must  he 
equally  prompt 

Secondar\'  rupture  may  fallow  primary  rupture  so  closely  that  they 
can  hardly  be  dififerentiated.  In  other  cases,  the  ovum  sur\'iving,  the 
secondary  rupture  may  be  slow  and  not  extensive,  the  opening  may  be 
reinforced  by  quickly  formed  exudate,  and  the  symptoms  may  be  more 
subdued.  Such  accidents  may  recur  repeatedly,  and.  if  the  ovum  sur- 
vives, the  so-called  advanced  abdominal  extra-uterine  pregnancy  is 
developed. 

Interstitial,  or  tubo-uterine,  and  infundibular,  or  tubo-ovarian,  gesta- 
tion are  especially  prone  to  early  priniarj*  intraperitoneal  rupture.  In 
true  tubal  pregnancy,  extraperitoneal  rupture  is  more  likely  to  occur 
when  the  placenta  is  implanted  on  the  superior  inner  surface  of  the 
tube.  When,  on  the  other  hand,  it  is  implanted  on  the  lower  inner 
surface,  the  iipjicr  part  of  the  tube  becomes  thin,  and  early  rupture 
into  the  general  ])eritoneal  cavity  is  most  probable.  Almost  alt  of  the 
cases  of  extraperitoneal  rupture  occur  in  true  tubal  gestation. 

After  the  Fourth  Month. —  Unruptured  Tubat  Pregnancy. — If  the 
ovum  sur\"ivcs,  new  signs  become  eWdcnt,  after  the  fourth   month, 
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which  demand  separate  consideration  as  regards  diagnosis.  Few  ectopic 
gestations  sur\ive  the  fourth  month  ;  and  of  these,  ver}'  fe\v,  indeed, 
have  not  Ijccn  subject  to  either  intra|H.'ritoncHl  or  extraperitoneal  rupt- 
ure. There  can  be  no  doubt,  however,  that  women  have  passed 
through  extra-uterine  pregnancy  to  term,  carrj'ing  the  chihi  Mithin  the 
dilated  tube  without  appreciable  rupture  in  any  direction  (Fig.  391). 

Abdomuml  I'fiXHaticy  withoia  Hupturt. — 1  he  existence  of  this  con- 
dition is  still  sub  judicc.  Some  authorities  believe  that  an  impregnated 
ovum  can  find  its  way  into  the  general  cavity ;  or  that  an  ovule  can 
there  become  impregnated  and  implanted,  and  grow  even  to  full  term 
without  rupture.  Their  opjwnents  maintain  that  all  abdominal  preg- 
nancie.^  were  originally  tubal :  that  rupture  took  place  into  the  general 
cavity,  but  that  sufficient  attachments  to  the  tubal  mucous  membrane 
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FlC  391.— UnniptuKd  lutul  pregnnncy,  lliree  weeks  sfter  spurious  libor,  showing  obHlcnted 

vaginal  fornix. 

remained  to  nourish  the  ovum ;  and  that,  eventually,  although  the 
placenta  became  universally  attached  to  the  surrounding  structures,  a!l 
cases  could  be  traced  to  the  tube  as  the  site  of  primary  implantation. 
At  this  date  the  consensus  of  opinion  inclines  to  the  latter  view. 
(Fig.  392). 

In  almost  all  cases  of  advanced  ectopic  gestation,  tlie  sj-mptoms 
and  signs  common  to  uterine  and  ectopic  gestation  are  present ;  namely, 
disturbance  of  menstruation,  changes  in  the  breasts,  enlargement  of  the 
uterus,  nausea,  changes  of  the  vulva,  thinning  and  softening  of  the 
lower  uterine  .segment,  and  mucous  vaginal  discharges,  in  addition 
to  the  symptoms  before  detailed  as  due  to  rupture  in  the  earlier 
months. 

Afur  the  fourth  month  other  signs  become  manifest,  which  demand 
special  attention.  These  are  changes  in  the  brcasis  characteristic  of 
advanced  pregnancy,  n»ovements  of  the  fetus,  and  abdominal  enlarge- 
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ment;  while  careful  examination  often  reveals  ballottement  and  placen- 
tal souffle. 

Changes  in  the  Breasts. — These  resemble  the  changes  of  uterine 
pregnancy ;  but  the  areola  is  not  so  well  defined,  the  breasts  so  full, 
nor  the  secretion  so  abundant. 

Mtn-ements  of  the  Fetus. — The  perceptibility  of  these  movements 
differs  according  to  the  variety  of  the  case.  In  so-called  abdominal 
pregnancy,  when  tlic  patient  Is  reasonably  thin,  fcLil  movcnK-nts  are 


Pin.  3^.    Secondary  Abdominal  pregnancy  «i  riighi  tnonih*,  primarily  lubat, 

often  c\-ideTit  to  the  examiner,  even  when  hardly  noticeable  to  the 
patient  When  near  term,  with  a  reasonably  vigorous  child,  move- 
ments may  be  felt  and  seen  so  |ilainly  immediately  beneath  the  abdom- 
inal wall  as  to  form  a  valuable  diagno>>tic  sign.  In  the  subperitoneal 
forms,  the  movements  are  not  so  plain,  although  they  closely  resemble 
those  of  the  fetus  i/i  utero  ;  but  they  may  be  vcr>'  iKiinful  to  the  patient. 
If  the  pregnancy  advances  to  the  fifth  month,  the  movements  of  the 
fetus  are  thereafter  more  plainly  discernible  th.in  are  those  of  a  uterine 
pregnancy  of  the  same  age. 
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which  demand  separate  consideration  as  regards  diagnosis.  Few  ecto|MC 
gestations  survive  the  fourth  month  ;  and  of  these,  very  few,  indeed, 
have  not  been  subject  to  cither  intraperitoneal  or  extraperitoneal  rupt- 
ure. There  can  be  no  doubt,  howe^'cr,  tliat  women  have  passed 
through  extra-uiL-rine  pregnancy  to  term,  carr>'irg  the  cliild  within  the 
dilated  lube  without  appreciable  rupture  in  any  tiireclion  (Fig.  39!). 

Abdominal  IVcf^naHfv  icilhoui  Rttptrnw — The  existence  of  this  con- 
dition is  still  suh  jiidke.  Some  authorities  believe  that  an  impregnated 
ovum  can  finti  its  way  into  the  f^crieral  cavity;  or  that  an  ovule  can 
there  become  impregnated  and  implanted,  and  grow  even  to  full  term 
without  rupture.  Their  opponents  niaintiiin  that  all  abdominal  preg- 
nancies were  orii^iiially  tubal ;  that  rupture  took  place  into  the  general 
cavity,  but  that  sufficient  attachments  to  the  tubal  mucous  membrane 
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remained  to  nourish  the  ovum ;  and  that,  eventually,  although  the 
placenta  becuinc  universally  attached  to  the  surrounding  structures,  ail 
cases  could  be  traced  to  the  lul>e  as  the  site  of  primary  implantation. 
At   this    date    the  consensus   of  opinion   inclines  to  the  latter  view. 

(Fig-  3y2)- 

In  almost  all  cases  of  advanced  ectopic  gestation,  the  sj-mptoms 

and  signs  common  to  uterine  and  t-ctcpic  gestation  arc  present ;  namely, 

disturbance  of  menstruation,  changes  in  the  breasts,  enlargement  of  the 

uterus,  nausea,  changes  of  the  vuK-a,  thinning  and  softening  of  the 

lower  uterine  segment,  and  mucous  vaginal  discharges,  in  addition 

to   the  symptoms  before    detailed  as   due   to    rupture   in   the   earlier 

months. 

Afhr  the  fourth  vumth  other  signs  become  mnnifcst,  which   demand 

special  attention.     These  are  changes  in  the  breasts  characteristic  of 

advanced  pregnancy,  movements  of  the  fetus,  and  abdominal  cnlai^c- 
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ment;  while  careful  examination  often  reveals  ballottement  and  placen- 
tal .souffle. 

Changes  in  the  Unasts. — These  resemble  tlic  changes  of  uterine 
pregnancy:  but  the  areola  is  not  so  welt  defined,  the  breasts  so  full, 
nor  the  secretion  so  abvmtlant. 

Mm^evtents  of  the  Feins. — The  pcrceptibititj'  of  these  movements 
difTcTs  accofiiing  to  the  variety  of  the  cose.  In  so-called  ahLlonn'nal 
preyiinncy,  when  the  patient  is  reasonably  thin,  Ictal  movcmcnLs  are 


Fia.  39a.— Secondary  nbdominnl  prcgruucy  nt  eight  montln,  primArily  tubal. 

often  evident  to  the  examiner,  even  when  hardly  noticeable  to  the 
patient.  When  near  term,  with  a  reasonably  vigorous  child,  move- 
ments may  be  felt  and  seen  so  plainly  immediately  beneath  the  abdom- 
inal wall  as  lo  form  a  valuable  diagnostic  sign.  In  the  .subjieritonoal 
forms,  ihc  movements  arc  not  so  plain,  although  they  closely  resemble 
those  of  the  fetus  in  uWro  ;  but  they  may  be  very  painful  to  tlie  patient 
If  the  pregnancy  advances  to  the  fifth  month,  the  movements  of  the 
fetus  are  thereafter  more  plainly  discernible  than  arc  those  of  a  uterine 
pregnancy  of  the  same  age. 
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Ahdominal  Enlargcmctu. — Careful  examination  of  the  abdominal 
enlargement  of  a  suspt;clccl  extra- uterine  gestation  is  cxlreiiiel)'  impor- 
tant The  enlarjiemcni  difll-rs  iiiateriully  from  that  of  nornial  gestalion 
tn  thai  it  is  not  so  symmetrical  nor  so  centrally  located.  In  intenttitial 
prc|>nancy,  it  may  show  soon  after  the  third  month,  but  usuall)'  slij^htly 
to  one  side.  In  free  tubal  and  subperitoneal  pregnancy,  the  enlarge- 
ment is  usually  observed  first  on  the  side  affected.  It  is  generally 
resonant  from  superimposed  intestines^  and  more  or  less  irregular  and 
nodular.  In  abdominal  pregnancy,  the  enlargement  is  still  mure  irreg- 
ular and  nodujjtr;  the  mass  is  plainly  recognizable  anti  dull  on  pereu.s- 
sion,  unless  it  has  become  adherent  to  the  intestine.  The  mass  is  often 
wider  from  side  to  sitle.  and  differs  essentidily  from  the  smooth  ovoid 
of  the  normally  pregnant  uterus. 

Bimanual  examination  of  a  six  or  seven  months'  ectopic  gestation 
will,  if  the  examiner  is  experienced,  tlirow  much  light  upon  the  nature 
of  the  case.  At  this  stage  ilie  uterus  can  usually  be  outlined,  and  a 
well-marked  groove  between  the  uterus  and  shc  made  out.  Great  care, 
however,  must  be  taken  in  the  differentiation  between  tliis  condition 
and  a  pregnant  retroflexed  uterus.  An  important  sign  in  true  tubal 
unruptured  pregnancy  is  the  obliteration  of  the  ^'aginaI  foniix  on  the 
affected  side.  In  case  of  repeated  rupture,  in  which  the  abdomen  and 
pelvis  are  filled  with  irregular  masse:>  matted  together  by  ndhe^iuns. 
and  the  uterus  is  adherent  to  and  fused  among  these  masses,  the  diag- 
nosis is  often  extremely  difficult. 

PaipativH  of  tht  fetus  is  sometimes  easy,  on  account  of  the  thinness 
of  the  overlying  tissues  ;  it  is  frequently  rendered  difficult,  however,  by 
implantation  of  the  placenta  upon  the  anterior  wall  of  the  sac.  An 
interstitial  sac  may  retain  its  central  location  ;  but  its  length  will  be  out 
of  proportion  to  its  breadth.  In  tubal  i>rcgnancy,  the  uterus  will  u.'-u- 
ally  lie  pushed  to  one  side  and  up  behind  the  pubes,  as  the  sac  settles 
down  in  Douglas's  pouch.  If  the  jiregnancy  develops  low  down  and 
adhesions  do  not  form,  the  uterus  may  be  crowded  up  so  that  the  cer- 
vix can  hardly  be  reached. 

Ballottemcnt  ma>'  be  elicited  cither  anterior  or  poittcrior  to  the 
uterus. 

/^dfrw/rt/. ?(.>/{/!?(' is  of  significance  in  only  a  small  proportion  of  cases. 
It  begins  to  he  heard  about  the  enti  of  the  third  month,  but  is  often 
very  faint.  In  secondar\'  rupture,  when  the  placenta  spreads  out  ante- 
riorly just  beneath  the  abdominal  wall,  it  may  suggest  the  character  of 
the  case  by  its  intensity  and  extent- 
False  or  spurious  Inljor  super\'cncs  when  the  fetus  has  reached 
term  ;  or  it  may  occur  earlier,  at  the  seventh  or  eighth  month.  This 
phenomenon  has  ne\'er  been  satisfactorily  explained.  It  differs  materi- 
ally in  different  patients,  being  sometimes  abrupt,  consisting  of  defined 
contractile  pains,  gradually  increasing  in  seven't)',  and  lasting  from  a 
few  hours  to  one  or  two  days ;  then  subsiding,  either  not  to  return  or 
to  recur  several  times  at  irregular  intervals. 

There  is  but  one  true  labor,  and  this  follows,  or  rather  causes,  the 
death  of  the  child.  Later  pains  are  probably  due  to  inffammaCory 
changes  in  the  gestation-sac  or  to  complications. 

Changes  after  Spurious  iMhor. — Well-defined  spurious  labor  always 
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results  in  death  of  the  fetus,  followed  by  subsidence  of  the  abtlominal 

-swellinji,  involution  of  the  uterus,  and  moderate  lochial  discharge. 
Immediate  decrease  in  the  size  of  the  abdomen  is  not  constant,  either 
because  of  delay  in  absorption  of  the  liquor  amnii^  or  because  of  increase 
in  placental  bulk,  due  to  heniorrhatje  from  vessels  ruptured  during  the 
spurious  labor  or  disintegrated  by  septic  changes.  Sometimes  spurious 
Iahi>r  is  almost  immediately  followeii  by  septic  symptoms,  development 
of  liectic  fever,  and  breaking  down  of  the  gestation-sac  into  a  suppu- 
rative (gangrenous  mass.  The  pus  burrows  in  various  directions,  and  is 
expelled  by  way  of  the  bladder,  rectum,  vagina,  or  abdominal  wall,  the 
disintegrated  remains  of  the  fetus  following  the  same  channel.  Few. 
if  any,  advanced  aiscs  open  into  tlie  general  peritoneal  cavity  and 
prove  fatal  by  a  septic  peritonitis,  because,  when  the  gestation-sac 
attains  a  certain  si/.e.  the  pressure  and  inttammatoiy  changes  obliterate 
the  general  cavity,  and  lli<:  neighboring  structures  become  adherent  to 
the  outer  surface  of  the  sac,  so  that  no  fiee  cavity  remains.  This  proc- 
ess of  maceration,  suppuration,  and  expulsion  is  fraught  with  great 
(>ain  and  danger  to  the  patient. 

In  some  cases  the  fetus  and  its  membranes  and  the  placenta  undergo 
clianges  without  septic  symptoms,  which  result  in  the  abdominal  inclu- 
sion of  the  modified  fetus,  wliich  is  now  termed  Htho/nMon.  Mummi- 
fication, calcification,  or  atlipocere-formation  of  the  ovum  or  .sac,  or  of 
b(-]th,  may  also  result,  the  various  formations  being  frequently  shown 
in  different  locatiotis  in  the  same  siKrcimcn. 

Xfummijication  apparently  results  from  absoqnion  of  all  the  fluid 
portion  of  the  fetus,  and  possibly  of  the  sac  and  placenta.  The  bones 
remain  more  or  less  intact,  and  the  soft  parts  resemble  dark-brown, 
shrunken  parchment. 

Calcification  means  hardening  of  all  the  parts  from  impregnation 
with  lime  salts. 

Adipoccrt' -formation  \%  timt  contlition  in  which  the  soft  parts,  and 
even  portions  of  the  bones  of  the  fetus,  are  converted  into  a  soft,  soapy 
mass.  This  change  is  supposed  to  be  due  to  a  combination  of  the  fats 
and  ammonia. 

A  fetal  sac  which  lias  undergone  tlie'ie  changes  may  remain  in  situ 
for  thirty,  forty,  or  even  fifty  years  without  harm.  At  an;-  time,  how- 
ever, infection  of  tlie  sac  may  occur  without  apparent  cause,  attended 
by  all  the  dangers  described  as  resulting  from  primary  septic  infection. 

Treatment. — Prior  to  the  Fourth  Alonth — Surgery  is  the  only 
tre;itnienl  of  value  in  ectopic  gestation  prior  to  the  fourth  month,  with 
the  exception  of  the  following  conditions: 

What  the  patient  is  uHfribund^  operation  is  useless. 

When  tlie  patient  is  reccK-cmi}^,  watchful  expectancy  may  be  all  that 
is  necessary. 

When  the  diagnosis  is  obscure,  the  symptoms  may  not  be  sufficiently 
marked  or  severe  It)  demand  exploratorj'  incision. 

Injections  of  inoq>hin,  or  the  passage  of  strong  electric  currents 
into  the  gestation-sac.  are  not  advisabte,  as  they  do  not  clear  up  a 
doubtful  diagnosis,  and  as  the  manipulation  and  interference  incident 
to  their  thorough  application  are  at  least  as  dangerous  as  oix^ration. 

In  no  department  of  surgery  have  the  results  been  more  brilliant. 
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more  perfect,  and  more  life-.savinp  than  in  the  modern  surgei^*  of  early 
ectopic  gestation. 

Bt'fort-  Rupture. —^^'x^Xy  the  exceptions  noted  above,  unruptured 
ectopic  pregnancy  prior  to  tlic  fourth  iiiontli  sJiould  always  be  renioved. 
Tliis  is  usually  best  accoinplishtti  by  nicdian  abdonuna!  section,  with 
rfiiioval  nf  the  affected  tiibi-  and  its  ctintcitt-s.  The  operation  is  simple. 
A  lij;;aturt:  is  placed  on  cither  .side  of  the  mass,  and  the  latter  excised 
completely,  the  heniorrhage  being  checked,  if  necessar>',  by  ligatures. 
The  cut  surfaces  arc  approximated  by  catgut  sutures,  thus  maintaining 
the  function  of  the  broad  hgainent  in  supporting  the  uterus  in  position. 
The  application  nf  an  overhand  continued  suture  to  cover  the  cut  sur- 
face and  sutures  with  ix^rttoiieinii  adds  to  the  safety  of  the  patient.  If 
the  operation  is  properly  performed,  convalescence  will  be  rapid  and 
uncom}]licatcd. 

In  interstitial  pregnancy,  incision  is  made  through  the  muscular 
layers  down  to  the  sac.  which  is  carefully  shelled  out.  The  bleeding 
is  checked  by  buried  sutures,  and  the  seal  of  operation  is  covered  with 
peritoricunj  by  fine  superficial  sutures.  The  abdoniiiial  cavity  should 
rot  be  closed  until  all  oozing  has  ceased. 

After  Rupture. — I^itnarv  Intraperittmeal  Rupture. — The  treatment 
of  this  phase  of  ectopic  gesUition  is  that  of  intra-abdominal  hemor- 
rhage. The  responsibility  in  these  cases  is  immense,  and  ])rompt  treat- 
ment is  absolutely  necessary  to  save  life.  The  abdomen  must  be  opened 
and  the  bleeiting  point  ligated.  The  o])eratii>ii  should  be  performed 
as  soon  as  the  diagnosis  is  estat>Iishfil,  for  such  patiL-nts  are  liable  to 
repented  hcniorrliages.  The  uniformity  of  success  following  these 
operations,  when  the  patient  is  not  moribund,  is  gratifying. 

Acute  early  primary  rupture  tcith  free  abdominal  hemorrhage  should 
always  be  treated  by  abdominal  section  and  direct  ligation.  The 
bowels  should  be  filled  with  warm  normal  salt  solution  ;  the  patient 
pl.ici'd  In  the  Trendelenburg  posititin  ;  the  field  of  ojicration  thoroughly 
cleansed;  the  Incision  made  quickly;  the  hand  at  once  passcti  douii 
through  the  blood  to  the  point  of  rupture;  a  clamp  placed  on  each 
side  of  the  tear;  sufficient  blood  wiped  away  to  permit  the  passing  of 
ligatures;  the  large  clots,  and  possibly  the  product  of  conception, 
removed;  the  tube  cxsectcd;  hemostasis  secured,  and  the  abdomen 
imntetliatety  clnsed.  The  operation  can  often  be  completed  in  fifteen 
niiiiutrs.  Ci'Utinuous  infusion  of  physiological  saline  solution  into  the 
cellul.ir  tissue  may  be  made  during  the  operation,  if  neces-sary,  by  an 
a.ssistanL  If  septic  material  is  encountered  in  the  abdominal  cavity, 
whether  it  be  exudate  around  the  affected  tube,  disease  of  the  other 
lube,  or  doubtful  conditions  in  the  region  of  the  apjwndix ;  also,  if  the 
operator  is  not  certain  of  tlic  aseptic  character  of  his  manipulations, 
the  abdominal  cavity  should  be  thoroughly  cleansed  and  drainage 
emjiloyed  through  the  lower  end  of  the  wound  or  through  the  vagina. 
If,  however,  the  jtalient's  condition  will  not  allow  prolongation  of  the 
operation,  a  large  Mikulicz  drain  may  be  introduccd 

Great  restlessness  is  a  symptom  of  considerable  importance,  as  it 
frequently  means  impending  death.  If  this  symptom  is  not  present, 
no  matter  how  profound  tlu-  shock,  the  patient  is  seldom  be>'Ond  hope 
of  safety  by  rapid  operation. 
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Differentiation  should  be  made  between  recurrent,  temiKtrnr)*  swoons 
and  profound  progressive  collapse.  It  should  he  remembered  that  the 
shorter  the  time  between  the  beginning  of  the  attack  and  profound 
collapse,  the  more  urgent  the  need  of  immediate  operation. 

When  asepsis  has  supposedly  been  m;unt;3ined,  the  blood  is  left  free  in 
.  the  abdominal  cavity,  because  tlie  shorter  the  operation,  the  better  the 
prospect  of  recovery,  and  the  less  tlie  manipulation,  the  less  the  impair- 
ment of  the  absorptive  powers  of  the  peritoneum;  and  because  the 
absorption  of  the  scrum  in  the  cavitj'  into  the  circulatinn  at  once  stim- 
ulates the  patient  pending  the  general  revival  of  viLil  forces. 

The  Trendelenburg  position  is  preferable,  because  the  presence  of 
much  blood  in  the  pelvis  interferes  materially  with  the  application  of 
hgatures;  because  inversion  of  the  patient  by  gravity  forces  mucli  of 
the  blootl  toward  the  diaphragmatic  region,  where  it  is  more  easily 
absorbed,  and  because  this  position   lessens  the  syncofie. 

'I"hc  treatment  for  primary  intraperitoneal  rupture  of  interstitial 
pregnancy  is  the  same  as  that  just  described,  excepting  that  it  may  not 
be  necessary  to  exsect  the  tube,  as  the  cavity  left  after  removal  of  the 
ovum  is  closed  by  tier  sutures.  If  gestation  is  well  advanced  before 
rupture,  the  injury  to  tlie  uterus  may  necessitate  hysterectomy. 

Siihperif/meal  Rupture. — Subject  to  the  exceptions  alreatly  notetl, 
removal  of  the  gcstntion-sac  is  the  proper  treatment  for  this  class  of 
patients.  As  the  hemorrhage  is  restricted  by  the  surrounding  struct- 
ures, the  symptoms  arc  less  acute  and  alanning,  and  the  shock  not 
so  great,  although  the  pain  is  often  much  more  severe.  Although 
many  of  these  ijatienls  may  recover  without  operation,  the  latter  is  to 
be  preferred  wfien  the  patient  is  seen  soon  after  the  rupture,  bcciuisc 
it  eliminates  many  dangers,  saves  the  patient  much  pain,  and,  as  a  rule, 
is  followed  by  recovery  with  perfect  physiological  function. 

Acute  non-septic  subperitoneal  rupture  should  always  be  treated 
by  median  abdominal  .section.  When  the  rupture  does  not  occur  until 
the  tentii  to  the  fourteenth  week,  especial  care  should  be  taken  in 
opening  the  abdominal  aivily.  as  adhesions  may  be  present  and  the 
contents  of  tlte  sac  septic.  The  Trendelenburg  position  materially 
facilitates  the  ofKTrition,  The  first  .step  after  the  oj^jning  of  the  abdo- 
men is  to  wall  ofT  carefully  the  affected  area  with  aseptic  gauze  pads, 
so  as  to  protect  the  he.dthy  portion  of  the  cavit\*.  If  fluctuation  is 
present,  this  portion  of  the  mass  is  opened  by  a  ver\*  small  incision; 
or  a  trocar  is  introduced,  and  the  liquid  contents  evacuated  slowly  and 
caught  on  large  gauze  sponges.  The  mass  is  then  shelled  out  and  the 
vessels  ligated.  In  easily  accessible  cases,  ligation  may  first  Ix*  maile. 
Almost  the  only  source  of  d;inger  is  the  loosening  of  intestinal  atllie- 
sion.s.  Occasionally,  free  hemorrhage  demands  the  Mikulicz  pelvic 
tamponade. 

StroHiiary  Rupture. — The  treatment  is  similar  to  that  of  primary 
rupture,  but  the  contents  of  the  sac  arc  liable  to  be  septic.  The  patient 
should  therefore  not  be  placed  in  the  Trendelenburg  piisition  until 
the  ahdnmen  has  been  opened,  the  parts  wt-ll  isolated,  and  the  peri- 
tont-.i]   c,ivit\'  cleansed,  as  far  ns  the  patient's  condition  will  allow. 

Septic  Cases  and  Vaginal  Incision. — When  a  patient  has  passed 
safely  through  the  first  stage  of  rupture  without  operation,  sl*e  frc- 
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quently  suffers  from  various  complications  the  results  of  sepsis.  She 
may  die  in  a  few  days  from  general  diffuse  peritonitis.  It  is  difficult 
to  decide  whether  or  not  to  operate  in  this  condition.  If  the  symp- 
toms are  not  very  acute  and  the  rupture  is  very  early,  it  may  be  more 
advisable  to  trust  to  nature  and  intelligent  medical  treatment.  If  the 
rupture  is  late  and  the  symptoms  severe,  abdominal  incision  would  better 
be  employed,  and  the  cavity  carefully  cleansed  with  warm  normal  salt 
solution,  if  it  seems  impossible  to  cleanse  it  properly  with  gauze,  after 
which  drainage  through  the  lower  angle  of  the  abdominal  wound  or 
through  a  vaginal  opening  posterior  to  the  cervix,  or  both,  should  be 
instituted. 

If  the  septic  mass  is  situated  low  down  in  the  pelvis,  vaginal  incision 
with  drainage  is  often  the  most  desirable  operation,  as  it  is  generally 
followed  by  the  happiest  results. 

After  the  Fourth  Month. — After  ectopic  gestation  has  advanced  into 
and  beyond  the  fifth  month,  various  considerations  of  importance  which 
bear  directly  upon  the  safety  of  the  mother  demand  recognition,  and 
call  for  most  careful  judgment  on  the  part  of  the  surgeon.  The  devel- 
opment of  the  sac,  increase  in  size  of  the  blood-vessels,  development  of 
the  placenta,  and  probable  presence  of  adhesions,  all  combine  to  increase 
materially  the  danger  of  interference. 

In  cases  at  or  near  term,  the  life  of  the  child  is  an  important  con- 
sideration. No  definite  rule  can  be  laid  down  as  regards  interference 
while  the  child  is  living.  It  is  justly  held  by  most  surgeons  that  the 
life  of  the  child  should  be  held  subordinate  to  that  of  the  mother. 

The  question  of  operating  at  the  eighth  month,  with  the  intention 
of  saWng  the  life  of  the  mother  and  child,  or  of  waiting  until  spurious 
labor  has  occurred,  Is  most  perplexing  ;  but  the  surgeon  may  be  aided 
in  reaching  a  conclusion  by  peculiarities  or  conditions  in  individual 
cases. 

When  a  woman  is  so  reduced  by  repeated  attacks  of  circumscribed 
peritonitis,  recurrent  moderate  hemorrhages,  and  excessive  pain  that 
she  can  neither  endure  operation  nor  continue  in  her  present  condition, 
the  proper  treatment  Is  to  insert  a  hypodermic  needle  deeply  into  some 
prominent  fetal  part  under  aseptic  precautions,  and  inject  \  grain  of 
morphin ;  this  will  kil!  the  child,  but  will  not  harm  the  mother.  When 
the  child  dies,  placental  .souffle  will  disappear,  pain  will  subside,  part  of 
the  liquor  amnii  will  be  absorbed,  dyspnea  will  lessen,  hemorrhage  will 
not  recur,  and  after  three  or  four  weeks  an  operation  can  be  safely 
performed. 

When  a  woman  of  strength  and  good  health  has  an  extra-uterine 
gestation,  with  the  child  presenting  favorably  and  a  placenta  that  can 
apparently  be  ea.sily  avoided,  endeavor  should  be  made  to  save  the 
child. 

Surgical  interference  is  necessary  in  almost  all  cases  of  advanced 
ectopic  gestation  ;  and  in  these  cases  the  diagnosis  is  not  usually  obscure. 

The  object  of  all  operations  on  ectopic  gestation  is  the  removal  of 
the  gestation-sac,  including  the  affected  tube.  In  advanced  cases  this 
is  often  impossible ;  but  as  the  fetus  comprises  the  most  offending  part 
of  the  gestation,  it  should  always  be  removed. 

Avoidance  of  the  placental  site  is  of  the  utmost  importance  in  these 
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operations,  because  of  the  danger  of  hemorrhage.  The  most  favorable 
time  to  operate  is  two  or  three  weeks  after  the  death  of  the  child,  but 
before  definite  sij^ns  of  sepsis  appear.  Because  of  the  liabihty  to  hem- 
orrhage, alt  operations  must  be  performed  quickly  and  the  parts  brought 
well  into  view ;  Lherefort;,  in  aseptic  cases,  when  the  child  is  supposedly 
alive,  abdominal  section  is  almost  always  the  operation  of  choice. 

Ordinarily,  the  vaginal  incision  will  provt  available  only  for  those 
ca.scs  in  which  sepsis  is  well  dcvelujied  and  in  which  the  gesUtion-.sac 
is  fillL-d  with  putrid  material  and  a  dccomjwsed  fetus,  and  so  presents  in 
the  vaj^ina  as  to  form  a  clear  indication. 

The  abdominal  incision  need  not  be  median.  The  surgical  sense  of 
the  operator  must  indicate  the  incision  by  which  the  fetus  can  best  be 
reached  and  the  placenta  avoided. 

IV'hi-n  the  Fetus  is  in  the  Unntptured  Tube. — In  infundibular  gestation. 
it  is  doubtful  whether  the  fetus  can  so  develop  as  to  be  included  in  tlic 
category  of  advanced  unruptured  tubal  pregnancy.  Almost  all  cases, 
therefore,  must  be  ampullar  or  intcrstitiid.  In  the  latter  variet>',  the 
uterus  has  been  dilated,  its  fundus  incised,  and  the  child  extracted.  The 
pnjper  and  reasonable  treatment  is,  however,  abdominal  section  over  the 
most  prominent  portion  of  the  tumor,  usually  near  the  median  line  and 
low  down.  \&  the  external  layer  of  the  s.-ic  is  frequently  adherent  to 
the  anterior  abdominal  wall,  the  sac  is  often  opened  freely  without  enter- 
ing or  pcrcei\'ing  the  free  abtloniinal  cavity.  The  placental  sac  should 
be  avoided  by  careful  auscultation  before  the  operation,  and  by  deviation 
of  the  inner  incision  if  possible.  When  the  sac  is  opened,  the  child  is 
at  once  extracted  and  passed  to  an  assistant ;  another  a.ssistant  during 
this  time  compresses  the  broad  ligaments  at  each  .side  of  the  sac. 

The  extraction  of  the  placenti  and  its  management  are  exceedingly 
important  steps  in  the  ojx;ralion.  If  it  i.s  convenicntl>'  situated,  it  may 
be  rapidly  shelled  out,  and  the  hemorrhatje  controlled  by  firm  gauze 
packing.  If  it  is  deeply  attached,  and  the  large  lower  vessels  are  inac- 
ces-sible  because  of  adhesions,  the  placenta  may  be  left  in  place  and  a 
firm  gauze  tampon  applied  inr  hemostasis.  If  the  child  has  been  dead 
for  a  few  days,  the  placenta  may  be  removed  with  only  slight  risk  ;  but 
no  attempt  should  be  made  to  remove  the  sac.  If  the  sac  or  uterus,  or 
both,  have  been  extensively  lacerated,  and  hemorrhage  is  apparently 
uncontrollable,  it  is  better  to  remove  both  uterus  and  sac. 

The  edges  of  the  incision  in  the  sac  should  be  united  to  the  edges 
of  the  abdominal  wound,  and  the  cavity  packed  with  gauze,  whether  the 
placenta  is  removed  or  left  ///  situ.  In  the  latter  ciLse  the  placenta  can 
usually  be  removed  after  a  few  days  with  slight  risk.  If  sepsis  occurs, 
however,  immediate  removal  becomes  imperative. 

Wlun  the  Fetus  is  in  the  Abdominal  Cfrfi/y. — Removal  of  the  sac 
and  placenta  in  this  vitriety  is  extremely  difficult,  tedious,  and  dan- 
gerous. After  the  alxlomen  is  opened,  the  sac  is  incised  at  a  place 
where  the  vessels  are  least  numerous,  and  the  child  is  extracted.  The 
placenta  is  not  removed  unless  .sepsis  is  present.  The  sac  is  carefully 
l>acketl  with  gauze  strips,  which  protrude  from  the  lower  angle  of  the 
wound.  If  possible,  the  sac  wound  is  united  to  the  abdominal  wound, 
the  rest  of  the  incision  being  closed,  excepting  at  the  lower  angle. 
Some  of  the  stitches  may  be  removed  in  a  few  days,  and  the  placenta 
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extracted,  the  sac  bcin^  carefully  repacked.  If  practicable,  the  ovarian 
artery  should  be  Heated  on  txJlli  sides  of  the  mass. 

The  abdomen  should  be  bandaj^ed  tijjhtly.  with  the  exception  of  the 
point  of  drainage,  as  removal  of  pressure  may  provoke  hemorrhag-c. 

If  the  child  is  small  and  presents  low  down  in  the  pelvis,  it  may  in 
rare  instances  be  extracted  with  i^iore  ease  through  a  vaginal  incision. 

Wht'H  the  Fttus  is  Subpitiumial. — TIk  treatment  of  ihi.8  condition 
differs  in  only  two  particulars  from  that  described  above.  As  the  peri- 
toneum i.s' pushed  upward  and  toward  the  unaffected  side,  the  incision 
must  be  low  and  often  oblique,  so  as  to  reach  the  sac  without  o[H:nin|» 
the  general  cavity.  The  muss  taiuiot  be  removed,  because  the  mem- 
branes and  peritoneum  arc  so  fused  ;is  usually  to  obliterate  c\'en  the 
semblance  of  a  sac. 

These  operations  are  often  extremely  hazardous ;  and  it  should  be 
borne  in  mind  tliat  removal  of  the  fetus  is  the  primarj'  object  of  inter- 
ference. 

When  thefthts'ts  ffea//  and  suppuration  has  occurred,  the  sac  should 
be  opened,  its  contents  removed,  and  draina<;e  established. 

If  the  fetus  is  much  macenited  and  pus  has  found  its  way  into  the 
bladder,  the  latter  may  be  opened  from  the  vagina  and  the  child  extracted 
piecemeal.  If  the  same  accident  has  occurred  by  way  of  the  rectum, 
the  anus  may  be  dilated  and  delivery  assisted  bj-  that  route. 

When  a  patient  with  ectopic  gestation  comes  under  observation  after 
the  fetus  has  undergone  mummification,  calcification,  or  adiix)ccrc-for- 
mation,  the  ojjerativc  Indications  already  presented  as  applying  to  a 
recently  dead  fetus  will  suffice. 

Repeated  Ectopic  Gestation. — Many  instances  are  recorded  in 
which,  after  removal  of  one  tube  for  ectopic  gestation,  Imjiregnation  has 
occurred  in  tlic  remaining  tube.  Several  cases  have  also  been  reported 
in  which  two,  or  even  three,  gestations  have  tx:curred  iti  the  same  tube. 
Uterine  pregnancy  in  the  prest-nce  of  a  retained  ex ti7i- uterine  fetus  has 
been  frct|ucntly  noted. 

Twin  Bctopic  Gestation. — It  has  been  claimed  that  twin  preg- 
nancies may  occur  outride  of  the  uterus  ;  but  the  cases  are  infrequent, 
and.  as  a  nilc,  so  imperfectly  tlcscribcd  that  their  validity  is  questionable- 
Concurrent  ectopic  and  uterine  gestation  may  progress 
equally  even  to  term,  or  cither  fetus  may  prematurely  die.  In  advanced 
pregnancy,  the  treatment  of  such  cases  presents  most  formidable  com- 
plications. There  is  no  recorded  instance  of  operation  in  such  cases, 
wlien  both  children  were  alive  and  near  term,  in  which  the  mother 
sur\'ived. 

Under  these  circumstances,  one  of  the  two  following  courses  may  be 
followed  :  As  soon  a-s  the  diagnosis  has  been  established,  the  extra- 
uterine fetus  may  be  sacrificed  by  an  injection  of  morphhi  into  its  body, 
as  described  above.  Ten  days  later,  or  at  the  first  indication  of  sepsis. 
uterine  contractions  may  be  carefully  brought  on,  and  a  reasonable 
chance  for  life  may  thereby  be  given  to  the  uterine  child  and  the  mother. 
The  extra-uterine  fetus  can  be  dealt  with  later,  according  to  indications. 
If  interference  becomes  neccssar)*  soon  after  deliver^',  the  second  opera- 
tion would  be  more  likely  to  be  successful,  because  of  the  elimination  of 
abdominal  hemorrhage,  the  predominant  danger  in  such  cases. 
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Labor  may  be  carefully  induced,  aiid  the  ectopic  gestation  ignored 
and  treated  independciUly  at  a  later  |>criod. 

Ah  4uhntn<rai  hvmg  I'ctopu  gestation  should  nnrr  he  operati'd  upon 
in  the  presence  of  a  concurrent  th'ing  uterine  pregnancy. 

Comual  Gestation. — When  prc*jnanc>-  occurs  in  a  bom  of  a 
Wctiriiuatc  uterus,  ttie  pregnancy  may  result  in  normal  deliver)'  if  the 
horn  is  well  developed.  If.  however,  t)ic  horn  is  rudimentary  and  does 
not  communicate  freely  with  the  lower  genital  tract,  it  is  lo  all  intents 
and  purposes  an  ectopic  gestation,  presents  the  same  signs,  and  re(|uires 
similar  treatment. 

Utero- abdominal  or  Traumatic  Ectopic  Gestation.— A  preg- 


Fia.  393. — Utero-flbdomioal  or  Iraumatic  ectopic  gcsLitrao. 


Oftnt  uterus  may  rupture,  and  the  fetus  may  escajK-  and  develop  in  the 
abdominal  cavity,  the  placenta  remainini^  sufficiently  attached  to  nourish 
the  child.  la^o|H>ld  h;Ls  rvported  a  case  of  this  kind  n|>crate<i  upon  at 
term.  The  writer  observed  ihe  following  case  in  iSy5  :  A  patient,  when 
seven  weeks  pr^nanl,  introduced  a  shar^>  instrument  into  the  uterus  to 
induce  abortion.  After  two  and  a  half  months  of  intermittent  |»in. 
with  subacute  septic  symptoms,  o|)cration  wa.s  iJcrfornied,  wJien  the  fetal 
sac  was  found  still  intact  in  the  SxiX.  abdominal  cavit>',  where  it  had  con- 
tinued to  tlevelop  after  the  injury  which  caused  its  expulsion  from  the 
uterus  (Fig.  393).  The  placenta  wns  still  adherent  to  its  original  site, 
but  had  become  attached  to  tin:  tear  in  tlie  uterus  and  to  the  adjoining 
external  uterine  surface. 
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DISEASES  OF  THE  FEMALE  BLADDER 

Diseases  of  tlic  fcniaic  bladder  tliffcr  from  lliost  of  the  male  blad- 
der (described  in  Chapter  XVll.)  only  in  llu;  pcciiHiiritics  incident  to 
its  aiiiitomical  relations.  The  sliortticss  of  the  female  urethra  and  the 
exposed  location  of  its  external  orifice  makes  the  blad<ier  es|K.'cialIy 
prone  to  both  infection  and  irritation  from  the  introduction  of  foreign 
bodies. 

Cystitis. — Lystilis,  or  iiitlainmution  of  the  bladder,  is  due  to  the 
active  inva^ilm  of  the  walls  of  tin-  l>lad4lcr  by  ]Kilh<»j,r(;iji(;  microbes. 
The  presence  of  microbes  in  the  urine  is  not  in  itself  an  indica- 
tion of  cystitis;  nor  does  cystitis  necessarily  result  from  the  presence 
of  microbes  in  the  urine.  Various  micro-organisms  may  be  injecletl 
experimentally  into  the  normal  bladder  without  exciting  inflammation; 
and  microbes  are  frequently  eliminated  from  the  body  through  the 
urine  without  harm  to  the  bladder.  An  abscess  may  even  rupture  and 
evacuate  itself  intn  the  bladder  without  resultant  inflammation.  The 
presence  of  microbes  is  not  only  necessary,  but.  in  order  to  produce 
inflammation,  they  must  invade  the  tissues. 

The  etiology  of  cystitis  in  the  female  may  be  ctwisidcrcd  under  tlirec 
heads:  {a)  Conditions  which  favor  the  lodgement  and  development  of 
the  micro-organisms  :  (/')  the  manner  and  route  by  which  the  microbes 
gain  access  to  the  bladder ;  {t')  the  variety  of  microbes  present. 

Hyperetuiii  ami  iongcsUim  deserve  first  mention  among  tl»e  condi- 
tions that  favor  microbic  invasion.  These  conditions  may  be  produced 
by  a  variety  of  causes.  The  bladder  mucosa  is  always  more  or  less 
hypcrcmic  during  the  mcni^trual  period  and  the  activity-  of  the  pelvic 
organs  incident  to  pregnane)',  excessive  coitus,  and  masturbation. 

Tumor*  of  ilif  uln-iit.  or  nihet  ijclvic  Nlniiiurcs.  twllli^'uuu^  iiilluiuinaliun.  prolanf^rd 
rctcnrkm  of  orinc,  nnd  exposure  lu  cntd  may  also  pmcliice  liyprrcmia  tir  coDgrstion  of  ih«- 
bladder.  At^nomuil  sinlci  of  Ihi'  urine,  nich  a»  grral  ct'ncviilnitinn  nr  a  bi);h  tlrsrrr  of 
acidilv :  loxic  stents  fnmi  f^cnrrnl  infcciiouii  diseases,  or  Initc  sutislanccj,  surfa  us  ■Icohal. 
canihBridff^.  or  ciir|>«»tine  ii<lti)nii>leri?(l  by  the  mouth;  or  *ucb  anictF»  or  food  m  KSparmeus, 
[wrslcy.  rbubarb.  etc.,  in«y  nlso  atTtct  Ihc  blad<icr  iiiucn^.  Tntumaln  of  Uir  bladder  p*i> 
(luced  by  |m>tniigi-(]  or  diffiirull  tabur,  the  (ib«lctri>.  forccjii,  vugiiinl  op(m)Iinal^  ratb<^«-rua' 
Ijon.  v(;stc«l  initrumtiiuiion.  inlroduction  of  fofciKU  bodies  by  the  )wticnl.  vesical  calnili. 
fraclure  '»f  pelvis,  i;iin-Jii>i  wiwnd*,  elc,  tint  only  caurf  hy^teTrniitt  of  ihr  bladdrr,  but  fui 
iiish  alii:i  firr  ili«  l(KJ)£cnietii  And  iievclo)>nienl  of  mkro-oi^BiiiMna.  ObiiiiuLiioiiA  lu  ihr 
rKapr  of  tirinr,  tliir  to  un-lbnil  siric-liirc,  nim]iTrs»i(iii  or  dikplncrment  from  tuition,  nuT 
cau.<>e  (li»teutiou  and  byjWTviitia  ttf  ihr  bluildei. 

To  the  al>i>ve-mentione<l  [jredisposing  causes  mu.st  be  added  patho- 
genic microbes  before  inflanmiation  actually  exists.  Microbes  may 
gain  access  to  the  bladder :  {a)  Through  the  urethra ;  (^)  from  the  kid- 
neys, descending  with  the  urine;  (c)  from  contiguous  tissues;  and  (rf) 
from  the  blood. 

The  urethra  is  unquestionably  the  most  common  route.  Microbes 
may  be  intmduced  into  the  bladder  im  an  unclean  catheter,  or  a  clean 
catheter  may  become  contaminated  by  the  microbes  which  are  always 
present  about  the  m&ilus  ami  vestibule.  A  catheter  may  thus  act  as  a 
pretli>i posing  cause  by  producing  slight  trauma  or  congestion  of  the 
bladdcr-wall.  and  also  as  a  direct  carrier  of  micro-organ isms. 

Mirmbi-^  may  iilsn  rearli  (hr  bloddrr  by  umple  i-xirtision  nlong  the  urethra.  This  it 
particularly  ime  of  the  grmiKocctiv     Fordgn  bodici  iittroduced  into  the  bladder  by   ihr 
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patient  when  nuMurbauni;  may  sImi  kcI  as  ccrm-oimen.  In  the  acute  infective  diftcnses, 
lyphi-iicl  fever,  pnnimoTiia,  etc.,  micmbc*  are  almdot  can«tanlly  being  rlimitiatr<t  by  the 
kidi]i:yi,  auii,  ]uvsiii^  diiwu  to  the  bliailder  wittt  tbc  urine,  itmy  uccaaiuDally  find  ItKlf^vmciii 
and  develop  ;  or  the  microbes  may  Wlgt  primarily  in  the  kidney  and  pnidwce  «  (ncii*  fioin 
which  ihc  bl.-idder  ia  »«c<>nduiily  infected.  This  is  peihuiih  mure  coniuion  with  thM  tuheick- 
ImciLIu^.  Ah  adjuining  jiyoMlpin*  or  a  iinrame Irilii  r>r  peritnelrilic  *eplic  focus  may  infect  the 
bladdei  by  iiii^raLiuu  uf  microbes  Ihruuifb  Uie  iutetveuiuK  wall  ui  by  rupture  of  Uie  abscess 
into  the  bladder.  A  liwp  nf  Imwel  may  oI'mi'  Iwwjinc  atthermt  li>  the  bladder  and  [K-miil 
ntij^tiun  i>t  microbes  intu  llue  latter.  Whdc  a  heiiiati^enuus  iiifctlkiii  uf  llic  bluddct  is 
posMble,  it  is  the  least  cutninun  funn  of  the  disease. 

\  great  *ariety  i>(  inicrooinanisjns  have  been  found  in  the  Madder  in  cyHiti.'i.  Those 
most  cDinmonly  tib!i«r^-(Kl  arc:  Bncillut  culj  cutnniuiii&i  Siapliyl(K.'<Jc<:us  pyogenes  aureus 
aUiLu,  ntid  eitreii*  ;  Sti^ptocuccui^  pyogene.<i ;  gonoeocciu,  and  tubercle  bacillus. 

Other  varieties  ^uch  ^  ^x  Uacillus  lactjs  actugcnc.*,  Utobaeillus  liqnefacient,  typhoid 
baeiltut,  IlncilluK  a^mgenf^  cajMulaiu^,  and  the  prtiteuii,  have  cxrca&lunally  beett  found.  In 
chrunic  cy^itU  it  \%  not  uiicmuinon  lo  liod  a  miKcd  iufection. 

The  hyperemia  of  the  bladder  prodiicc<l  by  any  of  the  before-men- 
tioned conditifnis  is  nut  usiiiilly  tlistnlmtcd  over  tliL-  entire  surface  of 
the  blnJdcr,  but  is  somewhat  liriiiu-ti  in  extent.  The  trigonum  Is  the 
part  most  frequently  involved,  ami  tlie  hy[5ercniic  patches  may  be  still 
further  limited  to  one  or  more  small  areas  about  the  internal  urethral 
orifice,  or  to  a  small  area  around  one  or  both  ureteral  orifices.  When 
viewed  throuj^h  the  vesical  speculum  or  cystosco|x'.  the  hypercmic  area 
appears  of  a  deep  rose  color,  and  somevvliat  edematous  or  thicker  than 
the  siirroimding  normal  mucosa.  This  is  the  condition  in  earlier  days 
so  frequently  described  inader  the  title  of  ■'irritable  bladder."  It  Is 
attended  by  a  frequent  desire  to  urinate,  and  at  times  by  a  slight  burn- 
ing scn.<tation.  Occasionally  the  patient  is  not  relieved  after  urinatinj;, 
but  is  troubled  with  a  distressing  pressure  about  the  neck  of  the  blad- 
der, which  may  persist  from  a  few  minutes  to  an  hour.  These  patients 
often  are,  or  become,  very  ner\*ous.  hysterical,  or  neurasthenic.  The 
urine  is  clear  and  usually  normal,  with  the  exception  f)f  hyiK-racidity  at 
times. 

Trfatuunt  of  Hyperemia. — This  condition  is  best  relieved  by  the 
removal,  if  possible,  of  the  cause  of  the  hyperemia,  careful  attention  to 
the  general  health  and  to  the  composition  of  the  urine,  and  by  making 
local  applications  ever),-  few  days  to  the  hy[x-remic  areas  of  a  2  or  3 
per  cent,  solution  of  silver  nitrate,  under  direct  insj>ection  through  a 
vesical  spcciihim. 

When  the  bladder  becomes  infected  and  cystitis  develops,  the  con- 
ditions are  much  more  aggravated.  The  vesical  walls  are  thickened, 
and  the  mucosa  is  deeply  injected,  dark  red,  and  very  sensitive  both  to 
direct  contact  and  to  indirect  pressure  between  the  examining  fingers. 
If  the  infection  is  thte  to  the  Ricillus  tulx-rculosis.  small,  round  nr  oval. 
glistening  elevations,  or  p;ipules.  may  at  times  be  seen  on  the  In'gonum 
or  around  the  ureteral  orifices.  When  these  soften  and  break  down, 
small  ulcers  are  formed.  Ulcers  of  the  vesical  muco.sa  arc  almost 
invariably  tuberculous.  They  can,  a.s  a  rule,  easily  be  seen  through 
the  vesical  speculum  or  cystoscopc:  and  this  direct  inspection  should 
never  be  omitted  in  any  case  of  suspected  tubercular  vesical  diseitse. 
Small  portions  of  an  ulcer  or  of  an  inflamed  surface  may  be  removed 
by  the  curet  throtigh  the  speculum,  and  submitted  to  microscopical 
examination  for  diagnostic  purposes. 

Symptoms  ol  Cystitis. — Cystitis  in  the  female,  for  anatomical  rca- 
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sons,  is  more  amenable  to  treatment  than  in  the  male.  It  may  occur 
at  any  age,  but  is  must  frequently  met  with  during  the  child-bearing;; 
period  and  old  age.  It  manifests  its  presence  by  pain,  frequent  urina- 
tion, pyuria,  and  ammoniacal  or  <lccumj)osed  urine.  None  of  these 
symptoms  or  siyns  alone  is  int'.icative  of  cystitis;  but  they  must  all  be 
present,  with  tlie  exception,  occasioniilty.  ofammoniucal  or  decomposed 
urine,  which  will  be  mentioned  later. 

The  pain  is  referred  by  the  patient  to  the  region  of  the  bladder  or 
the  urethra,  and  i.s  described  a.s  a  burning  or  sniarting  sensation,  or  a 
feeling  of  wciglit  or  fulness.  As  the  urine  accumulates  in  the  bladder 
this  sensation  of  pain  increases  until  the  desire  to  urinate  becomes 
imperative,  and  relief  is  sought  by  evacuating  the  bladder.  The  relief, 
however,  is  often  nut  marketl  nor  of  long  duration  ;  and  the  patient  \s 
tormented  by  a  constant  desirq  to  urinate,  and  is  obliged  to  empty  the 
bladder  ever)'  hour  or  two,  or  even  cverj.'  five  to  ten  minutes,  day  and 
night,  liy  reason  of  the  great  loss  and  disturbance  of  rest.llw  appetite 
fails,  and  tlie  general  health  and  strength  suffer  greatly. 

Upon  examination,  the  urine  is  found  to  contain  pus,  the  amount  of 
which  varies  greacly  with  the  duration  and  sevcritj-  of  the  aflection.  and 
with  the  kind  of  infection,  from  a  slight  cloudiness  to  one-fourth,  or 
even  one-half,  of  the  bulk  of  urine  when  allowed  to  settle  in  a  test-tube. 
In  addition  to  the  pus,  when  the  urine  is  examined  under  the  micro- 
scope, numerous  flat  and  transitional  epithelial  cells  from  the  bladder, 
blood-cells,  triplc-phosphnte  crystals  of  decomposition,  and  bacteria  arc 
found.  "Hie  urine  undergoes  ammoniacal  decomposition  witliin  the 
bladder  in  all  severe  cases  of  long  standing,  excepting  wlien  the  disease 
is  due  to  tuberculous  infection,  in  which  case  the  urine  may  retain  its 
normal  acid  reaction,  e\en  when  ulceration  is  present  with  marked  local 
and  general  disturbances,  until  some  mixed  infection  takes  place. 

In  the  diaKnosis  of  cystitis,  it  is  not  sufficient  to  know  that  the 
patient  urinates  frequently  and  has  pus  in  the  urine;  but  it  must  be 
determined  absnlutely  that  the*  pus  originates  in  the  bladder.  This 
may  require,  at  times,  that  urine  be  obtained  directly  from  the  kidneys 
by  catheterization  of  the  ureters.  This  procedure  carries  with  it  the 
responsibility  of  infecting  the  kidneys,  but  may  be  avoided  by  the 
employment  of  the  urinc-scgregator  devised  by  Harris.  The  cystoscope 
or  the  Kelly  method  of  ins)x.'cting  the  interior  of  the  bladder  should 
always  be  used,  in  order  to  obtain  exact  information  regarding  the  con- 
dition of  the  vesical  mucosa.  Microscopical  and  bacteriolf^cal  exam- 
iniition  of  the  urine  should  be  made  to  dctennine  the  nature  of  the 
infection, 

In  the  treatment  of  cystitis,  the  cdological  factors  should  always  be 
kept  promiTieutly  in  vicv^.  n'i  the  bladder  has  great  recuiK-rativc  power 
when  the  cause  of  the  iiitliinnnation   has  been  determined  and  removed. 

The  bladder  nuist  be  rt-lievcd  from  the  pressure  and  displacement 
caused  by  an  ovarian  or  uterine  tumor  A  contiguous  pyosalpinx  or 
jxiri-uterinc  or  ]iara-uterine  abscess  must  be  removed  or  evacuated  and 
drained.  If  a  loop  of  intr.stine  he  adherent,  it  must  be  released,  A  focus 
of  infection  from  the  kidney,  which  would  constantly  reinfect  the  blad- 
der, must  be  removed  by  operation  or  otherwise.  Gonorrheal  infection 
of  tire  urethra  and  vestibular  glands  should  receive  proper  treatment. 
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Abnormal  states  of  the  urine  dependent  upon  the  genera!  condition 
should  be  corrected. 

When  all  these  etiological  and  predisposing  factors  have  received 
proper  care,  attention  may  be  directed  to  the  bladder.  When  the  con- 
dition is  severe,  the  patient  should  be  confined  to  bed,  and  the  nec- 
essary amount  of  rest  secured  by  anodynes,  if  required.  The  appetite 
should  be  encouraged  and  the  diet  regulated.  Free  use  of  milk  and 
liquids  is  beneficial.  Remedies  which  exert  a  soothing  influence  on  the 
bladder  when  eliminated  with  the  urine,  or  which  prevent  decomposi- 
tion of  the  urine  in  the  bladder,  may  be  administered.  Fluid  extract 
of  stigmata  maidis,  oleum  santali,  said,  boric  acid,  and  urotropin  are 
among  the  best  of  these  remedies. 

Local  treatment  is  of  the  greatest  importance.  Daily  irrigation  of 
the  bladder  with  warm  3  per  cent,  boric-acid  solution  or  i  :  5000 
bichlorid  solution  may  be  made.  The  author  has  observed  excellent 
results  from  the  use  of  i  :  2000  or  1  :  1000  formalin  (40  per  cent.)  in 
normal  salt  solution,  even  in  tuberculous  cases. 

When  ulceration  exists,  direct  application  of  a  3  to  5  per  cent,  silver- 
nitrate  solution  may  be  made  through  the  speculum,  or  the  ulcers  may 
be  curetted  and  10  per  cent,  iodoform  emulsion  in  glycerin  applied. 

Should  the  patient,  after  persistent  and  thorough  treatment!  still 
remain  unrelieved,  permanent  drainage  of  the  bladder  may  be  instituted, 
either  through  a  vaginal  or  a  suprapubic  incision.  This  places  the 
bladder  completely  at  rest,  and  is  often  followed  by  cure.  The  fistula 
may  then  be  closed  and  the  bladder  functions  restored. 

Vesical  CalcultlS. — Vesical  calculi  arc  very  rarely  met-  with  in 
women.  Ultzmann  gives  the_  proportion  of  frequency  as  i  in  the 
female  to  200  in  the  male. 

Calculi  are  produced  by  the  various  normal  or  pathological  con- 
stituents in  the  urine  gradually  depositing  about  a  central  point  or 
nucleus.  Pritnary  calculi,  so-called  because  they  may  develop  in  other- 
wise healthy  bladders,  are  composed  of  the  normal  salts  of  the  urine, 
such  as  urea,  uric  acid,  urates,  oxalate  of  lime,  etc.  Secondary  calculi, 
so  called  because  they  develop  only  in  septic  bladders,  are  composed 
of  the  decomposition-phosphates. 

A  calculus  may  originate  in  the  kidney  and  migrate  to  the  bladder, 
and  there  continue  to  enlarge ;  or  it  may  originate  in  the  bladder.  The 
former  variety  is  of  extremely  rare  occurrence  in  the  female,  as  a  cal- 
culus which  could  pass  through  the  ureter  would  almost  certainly  pass 
at  once  out  through  the  urethra  unless  some  pathological  condition, 
such  as  stricture  of  the  urethra,  swelling  or  rigidity  of  the  urethral 
walls,  paralysis  of  the  bladder-walls,  diverticula,  cystocele,  etc.,  were 
present  to  prevent  its  passage. 

The  majority  of  the  stones  found  in  the  female  bladder  are  deposited 
around  foreign  bodies.  The  most  common  of  these  are  hairpins,  pieces 
of  pencil,  chewing-gum,  etc.,  introduced  into  the  bladder  by  the  patient 
herself;  and  sutures  or  ligatures,  inserted  by  the  surgeon,  which  have 
worked  their  way  into  the  bladder  through  its  walls.  These  bodies  are 
usually  septic  when  introduced,  and  phosphatic  salts  arc  soon  deposited 
around  them. 

The  presence  of  vesical  calculi  is  first  manifested  by  the  ordinary 
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symptoms  of  cystitis.  The  pain,  however,  is,  as  a  rule,  more  marked 
than  in  ordinary  cystitis ;  and  is  more  intense  after  urinating,  when  the 
bladder-walls  contract  upon  the  stone. 

The  dias^nosis  of  vesical  calculus  depends  upon  detection  of  the 
stone  by  the  cystoscope  or  sound,  or  by  palpation  on  bimanual  exam- 
ination. 

The  treatment  consists  in  removal  of  the  stone.  This  can  usu- 
ally be  accomplished  through  the  dilated  urethra,  either  with  or  without 
preliminary  crushing,  according  to  the  size  of  the  stone.  If,  for  any 
reason,  the  urethra  cannot  be  utilized,  the  stone  may  be  removed 
through  a  vaginovesical  incision  or,  preferably,  by  suprapubic  cyst- 
otomy. 


CHAPTER    XXIII. 
SURGERY   OF   THE   UTERUS. 


Fibroid  Tumors. — Fibroid  tumors  of  die  uterus  consist  of  clc- 
Micnt-i  siiinliir  to  tU'.>-sc  composing  the  normal  structure  of  the  uterine 
walls  in  which  they  originate.  The  connective  tissue  and  unslripcd 
muscular  tissue  are  found  in  varying  proportions,  the  former  being  in 
excess.  The  terms  used  to  designate  these  growths  are  fibioma, 
myoma,  fibromyonia.  and  myofibroma,  the  lattiir  two  indicating  the 
preponderance  of  fibroid  or  muscular  tinsues.  While  of  mixed  char- 
acter histologically,  the  natural  history  of  the  several  varieties  is  prac- 
tically the  same.  Hence,  the  conimoti  term  Abroid  tumors  will  be 
found  most  convenient  and  sufficiently  accurate  to  designate  the  neo- 
plasms under  consideration. 

While  these  growths  arc  benign  in  the  sense  that  they  do  not  infil- 
trate contiguous  structures  nor  infect  the  system,  they  are  not  so  harm- 
less as  formerly  regarded.  They  undermine  the  health  and  shorten  life 
by  hemorrhage;  they  interfere  mechanically  with  the  functions  of  jm- 
jwrtant  organs  ;  they  often  become  infected  and  give  rise  to  sepsis  ;  and 
they  fre<|uently  undergo  transformation  into  sarcoma. 

Pathology. — Fibroid  tumors  of  the  uterus  vary  in  size  from  a 
growth  the  size  of  a  pea.  to  a  mass  weighing  more  than  a  hundred 
pounds.  They  are  seldom  single,  though  one  or  more  may  outgrow 
all  others  and  give  the  appearance  of  a  single  large  rounded  or  nodular 
tumor.  In  such  cases,  if  the  uterine  wall  is  carefully  examined,  other 
small  tumors  will  be  discovered.  They  are  usually  irregular  in  form, 
growing  in  the  various  directions  of  les.sened  resistance. 

Fibroid  tumors  usually  start  from  the  body  of  the  uterus,  and  mcst 
frequently  from  the  posterior  wall.  Rarely,  they  are  found  growing 
from  the  infravaginal  portion  of  the  cervix.  Occasionally,  the  tumor 
originates  in  the  supravaginal  cervix  and  grows  upward  within  the  folds 
of  the  broad  ligaments.  It  is  customary  to  classify  these  tumors  in 
accordance  with  (heir  relation  lo  the  normal  uterine  structures.  When 
situated  in  the  uterine  wall,  they  are  termed  {()  inhrstittal ;  when  pro- 
jecting outward  beneath  the  peritoneum,  they  are  known  as  (2)  sub- 
serous;  and  when  jjrotruding  into  the  cavitv'  of  the  uterus,  they  are 
called  {3)  sufi/fiufous.  When  they  grow  from  the  supravaginal  cervix 
and  extend  outward  bct^veen  the  folds  of  the  broad  ligaments,  they  arc 
termed  i/ifra/ij^en»cn/oNs.  It  is  not  uncommon  to  find  one  specimen  that 
will  illu.slrate  two  or  more  varieties  under  this  classification. 

When  the  growth  originates  immediately  beneath  or  near  the  peri- 
toneum, it  will  grow  toward  the  peritoneal  cavit\',  since  it  will  meet 
with  less  resistance  in  that  direction.  The  tumor  may  be  so  connected 
with  the  uterine  parenchyma  as  to  become  pedunculated.    The  pedicle 
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will  vary  in  length  and  thickness.  As  a  result  of  traction,  violence,  or 
atropliy.  the  pedicle  may  Inrconie  twwteii.  producing  gangrene ;  or  entire 
separation  may  uccur.  followed  by  att.ithnient  of  the  tumor  to  adjacent 
structures.  When  a  subserous  fibroid  tumor  grows  from  the  anterior 
aspect  (if  the  cervix,  it  often  carries  the  vesico-iitcrinc  fold  of  |jeritoneiim 
upward,  and  wIlli  it  tlic  bladder,  spreading  this  viscus  upon  the  surface 
(if  the  tumor.  I'he  ureter  also  may  be  uplifted,  so  as  to  be  found  pass- 
ing over  the  sunnnit  or  side  of  liie  growih.  When  the  tumor  grows 
['roin  the  posterior  ;ispw;t  of  the  cervix,  the  peritoneum  may  be  dis- 
placed iipwiird.  so  that  the  tumor  becomes  retroperitoneal. 

When  the  tumor  originates  near  the  uterine  mucosa  and  grows 
bene.ith  that  membrane,  it  may  become  extruded  into  the  uterine  cavity 
and  there  form  a  pedunculated  tumor.  This  is  known  as  ^fihoid  po(yf: 
The  intra-uterine  polyp  will  gradually  assume  the  form  of  the  uterine 
cavity.  The  presence  of  the  .tunmr  in  the  cavity  of  the  uterus  excites 
contraction  of  th,it  organ,  and  tlie  tumor  will  be  expelled  from  the 
uterus  after  a  time,  to  be  found  in  the  vagina.  This  is  the  most  common 
variety  of  uterine  polypi.  The  pedicle  is  lengthened  by  this  process, 
and  the  vascular  supply  lessened.  Sloughing  is  ver>'  common  under 
these  conditions.  The  fibroid  polyp  is  more  fretjuently  single  than  any 
other  variety  of  fibruid  tumors  x.'X  the  uterus. 

These  neojilasms  varj'  in  consistence  from  the  .soft  edematous  myoma 
to  the  hard  nodules  composed  almost  wholly  of  fibroid  tissue.  When 
section  is  made,  the  growth  presents  a  white  or  rosy  appearance,  illus- 
trating the  varying  proportions  of  fibroid  and  muscular  tissues.  The 
tumor  is  loosely  attached  to  the  adjacent  uterine  wall,  being  invested 
by  a  capsule  of  loose  connective  tissue,  from  which  it  is  readily  enucle- 
ated. Its  loosi.*  attachment  to  the  surmunding  uterine  wall  accounts 
for  the  ease  with  which  tlie  growih  may  be  extruded  beneath  the  [>eri- 
toneutn  or  the  nnicous  membrane  of  the  uterine  cavity.  Small  blood- 
vessels enter  the  tumor  from  its  capsule. 

The  development  of  these  growths  is  most  diverse.  As  a  rule,  they 
are  of  slow  growth  ;  but  in  exceptional  instances  they  increase  with  the 
same  rapidity  that  characterizes  ovarian  tumors.  Again,  the  tumor 
in^ty  cease  to  grow  after  the  menopause;  while  in  exceptional  insLinccs 
it  may  take  on  increased  activity  after  that  change.  In  some  instances 
the  tumor  seems  to  reach  a  maximum  growth  and  remain  inactive,  while 
in  other  cases  it  steadily  increases  until  it  occupies  the  entire  abdominal 
cavity  and  destroys  the  woman's  life  by  pressure. 

Marked  changes  in  llie  uterus  and  the  adnexa  tike  place  in  connec- 
tion with  fibroid  tumors.  The  entire  uterus  increases  in  siz*r.  The 
muscular  wall  is  thickened,  the  cavity  is  enlarged,  and  the  entlomctrium 
undergoes  atrophic  and  inflammatory  changes.  The  endometritis  fre- 
quently extends  to  the  Kallopi.m  tufcjes,  begetting  pyosalpinx  and,  less 
frequently,  hydrosalpinx.  The  tubes  and  avaries  may  hi-  displaced  in 
various  directions  by  the  irregular  growth  i>f  the  tumor.  Tlie  blood- 
supply  of  the  uterus  is  increased  by  hypertrophy  of  the  ovarian  and 
uterine  arteries  and  their  branches.  The  veins  in  the  broad  ligaments, 
too,  are  conspicuously  enlarged;  and  large  venous  sinuses  will  be 
found  in  the  capsule  of  the  tumor. 

During  menstruation  and  pregnancy  these  growths  increase  in  size, 
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the  enlargement  being  due  to  changes  in  the  circulauoa  and  consequent 
edema  of  the  tumor.  After  parturition  marked  diminution  in  =ize  take:» 
place,  and  it  is  ciaimed  that  the  growth  sometimes  disappears  alcogcsber. 
In  a  consitJcrable  proportion  of  cases  these  tumors  undergo  progressi\-e 
induration,  and  decrease  in  <ize  after  the  menopause. 

Fibroid  tumors  are  subject  to  several  forms  of  de^eneratioa.  Of 
th*,-«!e  varieties  of  degeneration,  the  fatty,  the  calcareous,  and  the  myx- 
omatous are  lO  rare  as  to  de;jer\-e  mention  only. 

In  the  edematous  fibroui  XumoT,  the  entire  structure,  both  fibroid  and 
muscular  ti.isue,  is  infiltrated  with  a  serous  fluid.  This  condition  is  not 
uncommon,  and  is  usually  obsened  in  young  women.  It  is  closely 
allied  to  critic  defeneration,  in  which  the  constituent  elements  are  dis- 
placed by  the  serous  fluid.  Cy>tic  cavities  may  occur  as  the  result  of 
several  degenerative  changes,  the  fibroid  then  being  known  as  a  fibres 
cystic  tumor,  Thc^c  fluid  accumulation-^  are  without  the  epithelial 
lining  that  distinguishes  true  cj'sts. 

Inflammation  may  obtain  in  fibr'iid  tumors,  often  resulting  from 
traumatism  of  the  uterine  mucosa  during  examination  with  the  sound 
or  treatment  with  the  curct  and  other  agencies. 

(iangrenc'\>  not  uncommon  in  fibroid  polypi,  in  consequence  of  con- 
striction of  the  pedicle  during  the  process  of  extru.^ion  from  the  uterus. 

In  the  interstitial  fibroid,  gangrene  and  suppuration  may  take  place  in 
the  central  parts  of  the  growth.  In  one  of  the  writer's  cases  gangrene 
and  suppuration  were  dt.sclosed  by  section  of  the  tumor,  the  result. 
doubtless,  of  circulatory  changes. 

Fibroid  tum(^>rs  of  the  uterus  are  prone  to  sarcomatous  degeneration. 
Indeed,  some  pathologists  maintain  that  uterine  sarcoma  invariably 
begins  in  degeneration  of  a  fibroid  tumor.  The  trend  of  clinical  observa- 
tion is  to  establish  the  belief  that  fibroid  tumors  predispose  to  .sarcoma. 
While  carcinoma  frequently  occurs  in  the  fibroid  uterus,  it  is  usually  in 
its  most  frequent  site  (the  portio  vaginalis);  and  it  can  scarcely  be 
claimed  that  the  fibroid  predisposes  to  cancer  or  is  prone  to  car- 
cinomatous degeneration. 

Etiology. — Despite  careful  .study  and  numerous  theories,  the  cause 
of  fibroid  tumors  of  the  uterus  is  unknown.  These  tumors  have  been 
found  prior  to  puberty;  but,  being  of  slow  growth,  they  produce 
no  sym[>tf)mH  until  the  age  of  sexual  activity.  They  usually  come 
imder  the  physician's  observation  between  the  thirtieth  and  fortieth 
years.  Uterine  fibroma  is  essentially  a  pathological  condition  incident 
to  the  menstrual  period  of  woman's  life.  Menorrhagia  and  deferred 
meno[)ause  are  common  accompaniments.  In  a  large  proportion 
of  cases  the  tumor  ceases  to  grow  after  the  menopause,  and  partici- 
pates in  the  retrograde  changes  which  at  that  time  obtain  with  the 
genital  organs.  In  this  way  it  may  undergo  phy.siological  atrophy,  and 
all  symptoms  may  abate.  This  happy  relief  is  not,  however,  the  invari- 
able seciiience  of  the  menopause.  In  many  instances  the  tumor  grows 
iniintcrruptedly  after  the  menopause.  In  a  case  under  the  writer's  care, 
the  tumor  took  on  increased  activity  after  the  menopause,  which  occurred 
at  the  age  of  forty-eight.  At  the  age  of  fift>'-two  the  tumor  had  filled 
the  entire  abdomen,  and  the  woman  was  in  an  alarming  condition  when 
relieved  by  complete  removal  of  the  growth. 
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Fibroid  tumors  are  common  to  both  multiparous  and  nulliparous 
women,  though  found  more  frequently  in  tlie  latter  class.  Indeed, 
these  tumors  arc  among  the  most  commoii  ol  all  the  diseases  peculiar 
to  women.  Unmarried  women,  and  married  women  who  have  never 
conceived,  are  es]x;cially  prone  to  this  disease.  It  is  apparent  that  the 
arrest  of  menstruation  by  prej^nancy  and  lactation,  and  the  retrograde 
chanii;es  accmnpanyinK  involutinn  cnf  the  uterus,  are  means  of  protection 
against  the  development  of  uterine  fibroids. 

These  neoplasms  are  common  in  both  the  white  and  the  black  races, 
but  more  common  in  the  latter. 

Symptoms. — Ifi-ninrrhagf  is  the  most  conspicuous  symptom  of 
fibroid  tumors  of  the  uterus.  While  this  symptom  is  observed  in  the 
majiirity  of  cases,  it  is  not  invariably  present:  often  large  interstitial 
and  subserous  tumors  exist  without  hemorrhage,  and  small  subserous 
tumors  may  exist  without  any  symptoms  whatever.  The  hemorrliage 
may  appear  either  as  a  profuse  and  prolonged  menstrual  flow  (menor- 
rhagia},  or  as  a  continuous  and  ]3crsistcnt  uterine  hemorrhage  (metror- 
rhagia). As  a  rule,  the  hcniorrhage  is  not  so  excessive  as  to  exhaust 
the  patient,  and  may  be  controlled  by  rest  and  appropriate  remedies. 
In  many  ciises  the  hemorrhage  may  be  so  great  as  to  produce  marked 
anemia;  while  in  exceptional  cases  the  p;itients  become  exsanguined 
from  copious  and  persistent  bleeding.  In  cases  of  submucous  tumors 
(fibroid  polypi),  death  may  result  directly  from  hemorrhage. 

The  increased  area  of  the  endometrium  and  the  diseased  condition 
of  that  membrane  are  the  cause  of  the  hemorriiage.  The  site  of  the 
tumor  has  more  to  do  with  the  severity  of  the  hemorrhage  than  its  size. 
The  submucous  tumors  produce  the  most  severe  hem<irrha|Je.  (he  inter- 
stitial less,  and  the  subserous  least.  The  histological  structure  of  the 
tumor  influences  the  tendency  to  hemorrhage.  This  symptom  is  more 
active  in  soft  and  edematous  fibroid  tumors. 

Pain  is  a  constant  symptom  of  fibroid  tumors.  It  results  from  a 
variety  of  causes,  and  hence  varies  in  character.  The  pain  of  pressure 
is  seUiom  in  proportion  to  the  size  of  the  tumor,  but  is  cletennined  more 
by  the  site  of  the  neoplasm.  Thus,  when  the  growth  sprinj^s  from  the 
lower  uterine  segment  and  occupies  the  pelvic  excavation,  the  pain  fri>m 
pressure  up4mthc  bladder,  bowel,  and  ner\'e-trunl<s  will  be  more  severe 
than  when  the  tumor  rises  freely  above  the  pelvic  brim.  Pressure  upon 
the  bladder,  producing  vesical  irritation,  and  pressure  upon  the  bowel, 
inducing  obstipation  and  hemorrhoids,  are  the  most  severe  and  com- 
mon tyijes  of  the  pressure-pains  accompanying  fibroids  of  the  uterus. 
The  metritis  and  endometritis  associated  with  these  growths,  together 
with  the  accompanying  salpingitis  and  peritonitis,  account  for  much  of 
the  pain  and  discomfort.  These  symptoms  are  naturally  intensified  at 
the  menstrual  periods.  The  pain  of  uterine  contraction  is  associated 
with  the  ej^pulsion  of  submucous  fibroids  from  the  uterus.  The  pain 
and  discomfort  of  intraligamentous  fibroids  are  most  marked.  The 
bladder  and  urethra  may  be  so  distorted  by  the  growth  that  urine  is 
voided  with  much  pain  and  difficulty.  In  one  of  the  writer's  cases  the 
patient  could  only  void  her  urine  when  standing  in  the  erect  position. 
Pressure  upon  the  ureters  may  result  in  obstruction,  hydronephrosis, 
and  uremia. 
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The  diagnosis  is  made  by  careful  physical  examination,  by  observ- 
ing the  symptoms  above  described,  and  by  comparing  them  with  those 
appertaining  to  other  growths  that  resemble  these  tumors.  By  biman- 
ual examination  the  presence  of  a  tumor,  its  irregular  outline,  and  its 
attachment  to  the  uterus  may  be  determined.  If  the  tumor  is  large, 
one  can  detect  its  firm  consistency  and  nodular  character  by  palpation 
through  the  abdominal  parietes.  The  finger  in  the  rectum  will  detect 
small  growths  upon  the  posterior  surface  of  the  uterus,  and  aid  in  deter- 
mining the  relation  of  larger  growths  to  the  uterus. 

Interstitial  fibroid  tumors  which  produce  symmetrical  hypertrophy 
of  the  uterus  are  liable  to  be  mistaken  for  pregnancy.  While  generally 
the  diagnosis  between  uterine  fibroma  and  pregnancy  is  not  difficult, 
both  this  error  and  the  reverse  have  been  made,  and  the  mistake  not 
discovered  until  the  abdomen  was  opened.  In  making  the  dificrential 
diagnosis  in  such  cases,  the  slow  growth  of  fibroid  tumors,  the  existence 
of  menorrhagia  and  metrorrhagia,  the  hard  cervix,  and  the  absence  of 
the  prominent  symptoms  of  pregnancy  will  afford  a  basis  of  difier- 
entiation  usually  sufficient.  The  coexistence  of  fibroid  tumors  and 
pregnancy  is  not  very  infrequent,  and  this  fact  should  be  remembered. 

It  is  very  difficult  to  make  the  differential  diagnosis  between  ovarian 
cyst  and  the  soft  edematous  fibroid  tumor.  Differential  diagnosis 
is  also  most  difficult  between  ovarian  cysts  and  fibrocystic  tumors. 
Fluctuation  is  present  in  all  alike ;  and  the  differential  diagnosis  must 
be  made  by  determining  the  connection  of  fibroid  tumors  with  the 
uterus,  as  shown  by  mobility  of  the  cervix  when  the  tumor  is  manipu- 
lated through  the  abdominal  wall.  An  error  in  diagnosis  here  is  not  so 
serious,  since  the  treatment  for  all  consists  in  removal  of  the  tumor  by 
abdominal  section.  An  experienced  surgeon  will  readily  recognize  the 
nature  of  the  tumor  as  soon  as  the  abdomen  is  opened.  Fibroid  tumors 
springing  from  the  cervix,  with  adhesions,  may  readily  be  mistaken  for 
intrapelvic  inflammatorj'  exudate.  A  small  fibroid  tumor  in  the  pos- 
terior uterine  wall  may  be  mistaken  for  retroflexion  of  the  uterus.  The 
careful  use  of  the  uterine  sound  will  correct  this  error.  In  the  diag- 
nosis of  submucous  fibroids,  direct  examination  of  the  interior  of  the 
uterus  will  usually  disclose  the  character  of  the  growth. 

Prognosis. — While,  as  already  stated,  fibroid  tumors  of  the  uterus 
are  benign,  in  contradistinction  to  cancer  and  sarcoma,  they  are  not 
devoid  of  danger  to  life ;  and  this  fact  must  be  borne  in  mind  in  making 
a  prognosis  in  a  given  ca.se  of  uterine  fibroma.  The  tumor  may  be 
extruded  from  the  uteru.s  in  the  form  of  a  polyp  and  result  in  spon- 
taneous cure.  In  cases  of  the  subserous  and  interstitial  varieties,  atrophy 
and  cessation  of  all  pain  and  hemorrhage  may  take  place  after  the 
menopause.  In  other  cases  the  submucous  tumor  may  endanger  life 
by  hemorrhage.  In  young  women  with  growing  tumors,  years  of  inva- 
lidism are  to  be  expected,  with  the  ever-present  danger  of  intercurrent 
complications  and  possible  degenerative  changes.  While  life  is  not 
directly  and  immediately  threatened,  a  condition  of  invalidism  is  estab- 
lished which  restricts  the  patient's  activity,  prevents  her  from  eaniiijg  a 
living,  and  subjects  her  to  many  perils.  With  the  liability  of  sarcoma- 
tous degeneration,  together  with  renal  and  digestive  disturbance,  with 
protracted  anemia  and  consequent  impaired  vitality,  with  the  danger  of 
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thromboses  originating  in  the  dilated  blood-spaces  of  the  tumor,  and 
with  sepsis,  the  prognosis  of  fibroid  tumors  involves  possibilities  which 
must  be  regarded  as  most  serious. 

Treatment. — The  treatment  of  fibroid  tumors  of  the  uterus  requires 
the  exercise  of  good  judgment,  after  deliberate  consideration  of  the 
requirements  of  individual  cases.  As  the  operative  technic  has  been 
improved,  palliative  and  expectant  methods  of  treatment  have  given 
place  to  surgical  interference.  ^Vhile  rest  and  tonic  measures  may  alle- 
viate symptoms  and  prolong  life,  operation  alone  can  secure  permanent 
relief  and  cure.  Hence,  in  the  majority  of  cases  immediate  operation 
is  indicated.  The  exact  character  of  operation,  as  well  as  the  adapta- 
tion of  the  operative  procedure  to  individual  cases,  demands  the  highest 
surgical  skill  and  experienced  judgment.  Formerly,  when  the  results 
of  operation  were  marked  with  severe  mortality,  women  afflicted  with 
these  tumors  were  consigned  to  invalidism,  with  much  suffering,  through 
the  active  period  of  life,  looking  to  the  menopause  for  relief.  Many 
died  from  the  accidents  and  complications  to  which  these  tumors  are 
prone ;  while  others  found  the  menopause  deferred  or  the  tumor  actively 
growing  after  that  period.  With  the  perfected  methods  of  modem 
surgery,  the  danger  of  operation  has  been  reduced,  until  it  is  less  than 
the  dangers  inseparably  connected  with  these  tumors.  Operative  treat- 
ment is  now  so  safe  that  it  is  not  to  be  restricted  to  the  class  of  large 
tumors,  or  to  smaller  growths  complicated  in  various  ways,  wherein  life 
is  directly  threatened  ;  but  in  cases  of  fibroid  tumors  in  which  the  health 
is  impaired  by  hemorrhage  and  pressure  of  less  urgency,  but  sufficient 
to  beget  invalidism,  permanent  relief  should  be  attained  through  opera- 
tion. In  young  women  with  actively  growing  tumors,  protracted  delay 
to  await  the  increase  of  symptoms,  while  invalidism  is  already  estab- 
lished, is  inadmissible.  When  the  tumor  is  of  small  size  and  unac- 
companied by  hemorrhage,  pain,  or  other  serious  symptoms,  operation 
should  not  be  advised.  Under  these  conditions  the  patient  should  be 
kept  under  observation,  and  no  treatment  should  be  in.stituted  as  long 
as  the  tumor  remains  of  small  size  and  health  and  comfort  are  main- 
tained. If  the  tumor  arises  from  the  lower  segment  of  the  uterus,  and 
e.specially  if  intraligamentous,  operation  should  be  advised  even  if  the 
tumor  is  of  moderate  size.  Such  tumors  almost  invariably  pack  the 
pelvic  basin  so  as  to  produce  severe  pressure-symptoms.  If  pregnancy 
should  occur,  the  tumor  will  produce  abortion  or  later  obstruct  labor. 
Hence,  the  site  of  the  tumor,  rather  than  its  size,  may  determine  the 
necessity  for  operation. 

From  the  preceding,  it  is  apparent  that  the  surgeon  will  give  con- 
sideration to  the  requirements  of  individual  cases  in  deciding  the  impor- 
tant question  of  operative  treatment.  In  those  cases  wherein  it  is 
decided  not  to  resort  to  operation,  definite  attention  must  be  gi\'en  to 
symptoms  that  arise. 

The  mere  presence  of  a  small  subserous  or  interstitial  fibroid  does 
not  indicate  treatment  of  any  kind,  nor  forbid  prolonged  exercise  and 
activity.  It  is  only  when  such  symptoms  as  hemorrhage  and  anemia, 
pressure  and  pain,  are  present  that  symptomatic  and  palliative  treatment 
are  indicated.  For  these  symptoms,  rest  is  most  important.  Especially 
should  rest  be  observed  at  the  menstrual  periods.    Mild  purgation  with 
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salines  relieves  congestion  by  depleting  the  pelvic  circulation,  and 
should  be  conjoined  with  rest  in  the  treatment  of  these  cases. 

For  excessive  hemorrhage,  the  mo5t  efficient  treatment  is  to  curct 
thoroutjhly  tiic  mucous  incnibranc  ol'  the  uterus.  The  uterine  cavity 
should,  ty{  course,  be  packet!  with  steriiized  gauze  \\\y\\\  completion  of 
this  operation.  The  benefit  of  this  treatment  usually  lasts  several 
months,  when  it  may  be  repeated.  The  operation  should  be  done  in 
a  thoroufih  and  surgical  manner,  with  rigid  obser\ance  of  all  aseplic 
precautions. 

Various  drugs,  such  as  ergot,  gallic  acid,  hydrastis,  and  some  pi'cp- 
aralions  of  iron,  are  in  popular  favor  to  control  the  bleeding  of  fibroid 
tumors ;  but  in  the  opinion  of  the  writer  they  arc  both  iuenkient  and 
harmful.  Such  remedies  in  moderate  dosage  exert  no  j>erccpLible  influ- 
ence  upon  the  hemorrhage  of  uterine  fibroids;  while  they  have  the 
disadvantage  of  constipation  with  congestion  of  the  pelvic  circulati<Hi, 
impairment  of  appetite,  and  ijiterfcrencc  with  the  cUminativc  functions 
generally.  Hemorrliage  will  be  more  influenced  by  rest,  saline  purga- 
tives, unstimulatiug  diet,  and  the  modcrutc  use  of  the  hot  vaginal 
douche  than   by  any  drugs  known  to  modern  llicrapeutics. 

The  results  claimed  a  few  years  since  for  electricity  in  the  treatment 
of  uterine  fibroids  have  not  been  sustained  by  increased  exiwricncc, 
and  this  agent  has  dcscr\'cdly  passed  out  of  use.  It  is  doubtful  if  it  is 
of  appreciable  value  in  controlling  any  symptoms,  while  it  docs  not 
arrest  the  growth  of  the  tumor.  The  treatment  by  elcctropuncture 
is  followed  liy  localized  peritonitis  and  adhesions,  and  is  harmful 
Treatment  by  hypodermic  injections  of  ergot,  formerly  in  vogue,  is 
subject  to  similar  nbjectums. 

When  a  submucous  fibroid  projects  into  the  uterine  cavity  and 
becomes  pedunculated,  it  should  be  removed.  This  operation  should, 
of  course,  be  done  by  the  vaginal  route.  In  a  majority  of  the  cases 
that  apply  for  relief,  ilie  tumor  will  be  found  projecting  from  the  exter- 
nal OS,  often  filling  the  vagina.  If  the  tumor  is  within  the  cavity  of  the 
uterus,  it  will  be  necessary  to  dilate  the  cervix,  so  as  to  reach  the  pedicle 
and  lemove  the  growth.  Submucous  tumors  that  are  sessile  may  like- 
wise be  removed  from  the  interim-  of  the  uterus  when  they  are  situated 
low  down.  The  feasibility  of  this  procedure  depends  on  the  condition 
of  the  ccr\'ix.  If  the  cervical  cana!  is  open,  or  if  it  can  be  dilated  suf- 
ficiently, the  operation  can  be  readily  done.  The  capsule  should  be 
o(x;ned  at  the  most  ileiiciideiil  point  4if  the  tumor  and  stripjied  away. 
The  tumor  is  then  to  be  seized  « ith  the  volsellum  upon  its  uncovered 
surface,  and  enucleated  with  the  finger.  Care  must  be  obser\'ed,  if  in- 
struments arc  used  in  enucleating,  not  to  penetrate  the  wall  of  the  uterus. 
If  the  capsule  be  respected  in  this  procedure,  the  hemorrhage  will  be 
sliglil;  and  contraction  of  the  uterine  fibers,  aided  by  gauze-packing, 
will  readily  control  it. 

When  a  submucous  fibroid  tumor  has  become  polypoid  and  has 
been  extruded  into  the  vagina,  filling  that  canal  to  its  ful!  capacity,  it 
may  be  necessary  to  remove  it  by  morcellation.  These  tumors  are 
not  vascular,  and  large  vessels  will  seldom  be  found  in  the  pedicle. 
Division  of  the  pedicle  with  the  ccraseur.  or  transfixing  and  t\'ing  with 
a  double  ligature,  will  be  found  unnecessary;  the  retraction  of  the 
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pedicle  and  contraction  of  the  uterine  fibers  abotit  it  will  arrest  the 
hemorrhage.  Should  any  hemorrhage  persist,  it  may  be  controlled  by 
pricking  tlie  uterus  wilh  sterilized  gauze.  By  traction  these  tumors 
may  produce  parti.-il  inversion  of  the  uterus  at  the  site  of  the  pedicle; 
hence,  the  ])edicle  should  be  divided  with  tlie  scis.sors  closer  to  the 
tumor  than  to  the  uterine  wall. 

If  the  tumor  is  sloughing,  as  is  very  common,  the  most  thorough 
antiseptic  precautions,  including  irrigiiticn  ;ind  drainage,  should  be 
observed.  In  ;tll  cases  the  viigina  should  be  packed  with  iodoform 
gauze  after  completing  the  operation,  and  the  after-treatment  con- 
ducted as  is  customary  after  operations  upon  the  uterus  by  the  vaginal 
route. 

The  operations  to  be  applied  to  the  treatment  of  uterine  fibroid 
tumors  which  are  subserous,  or  interstitial,  or  mixed,  are  salpingo- 
oophorectomy,  ligation  uf  the  uterine  arteries,  myomectomy,  and 
hysterectomy. 

Salpingt>-i>dphorcctomy  has  been  practiiied  as  a  conservative  opera- 
tion in  Bbroid  tumors,  and  in  properly  selected  cases  yields  excellent 
results.  Recognizing  that  fibroiti  tumors  are  incident  to  the  i^criod 
of  menstrual  life ;  that  they  cease  to  grow  after  the  menopause,  and 
undergo  atrophic  changes  thereafter  in  a  considerable  jjroportion  nf 
cases;  and  that  nicnorrhjgia  is  a  serious  complication,  removal  of  the 
uterine  appendages  in  order  to  establish  prematurely  the  menopause 
will  commirnd  itself  at  once  as  a  rational  procedure.  Thi.s  operation 
has  been  applied  with  succes.s  for  a  number  of  years,  though  it  has  been 
discredited  by  failure  to  restrict  its  application  to  a  very  limited  class 
of  cases.  This  procedure  is  applicable  only  to  small  and  medium-sized 
interstitial  fibroids,  in  which  the  most  prominent  symptom  is  hemor- 
rhage, and  in  which  pressure- symptoms  are  not  marked.  The  soft 
edematous  fibroid  is  not  usually  affected  by  the  operation;  while  fibro- 
cystic tumors  arc  not  influenced  in  growth  i>r  otherwise.  The  effect  of 
the  operation  varies.  In  some  cases  arrest  (»f  hemorrhage  and  begin- 
ning atrophy  are  immediate  results  of  tlie  operation;  while  in  others 
the  benefits  of  the  operation  are  slow  in  appearance.  In  performing  the 
ojieration,  care  should  be  observed  to  remove  the  ovaries  entirely,  and 
also  to  amputate  the  I'allopian  tubes  close  to  the  uterus.  Neglect  of 
these  precautions  has  ciuised  failure  of  the  operation  in  many  in.stances. 
In  some  cases  the  appendages  are  so  distorted  by  the  irregular  growth 
of  the  tumor,  displaced  beJiind  or  beneath,  or  incorporated  with  the 
capsule,  that  they  cannot  be  removed.  Hence,  in  undertaking  this 
operation,  the  surgeon  should  be  pre|Kired  to  do  hysterectomy  if  it 
should  become  necessai*)'.  The  improvetl  tethnic  and  increased  safety 
of  hysterectomy  have  diminished  the  field  of  this  operalinn,  until  it  is 
limited  now  to  a  small  cla.ss  of  cases  of  the  character  described,  in 
which  some  special  complication  contra-indicates  hysterectomy. 

Ligation  of  the  uteri lu  art i-rii's  has  been  reccntU' practised  to  some 
extent  in  the  treatment  of  uterine  fibroid  tumors,  the  object  being  to 
arrest  growth  and  secure  atrophy  by  lessening  the  blood-sujijily.  This 
operation  has  not  been  generally  adopted,  and  rq)orted  results  are  too 
meager  to  establish  its  efficacy.  The  treatment  of  large  tumors  by  this 
method  is  impracticable ;  and  in  tumors  springing  from  the  lower  scg- 
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ment  of  the  uterus,  the  artery  may  be  displaced  from  its  normal  posi- 
tion so  as  to  prevent  its  being  reached. 

Myomectomy. — Whenever  it  is  possible  to  remove  a  morbid  growth 
from  any  organ  without  destroying  that  organ,  and  at  the  same  time 
restore  the  patient  to  health,  it  should  be  done.  This  is  ideal  surgery. 
Unfortunately,  however,  it  is  only  in  exceptional  cases  that  this  rule  can 
be  applied  to  the  surgical  treatment  of  fibroid  tumors  of  the  uterus. 

As  has  been  already  stated,  fibroid  tumors  are  usually  multiple  ;  and 
this  is  especially  true  of  the  subserous  and  interstitial  varieties.  Myo- 
mectomy consists  in  removing  the  tumor  or  tumors  and  preser\'ing  the 
uterus.  It  is  applicable  <jnly  to  cases  of  subserous  pedunculated  tumors 
and  to  single  interstitial  fibroids.  When  the  tumor  is  pedunculated,  the 
pedicle  is  transfixed  and  tied  with  a  double  ligature,  and  the  tumor  cut 
away.  It  will  be  necessary  to  introduce  sfmie  deep  sutures  of  catgut 
to  guard  against  hemorrhage.  If  the  tumor  is  interstitial,  it  will  be 
necessary  to  split  the  capsule  and  enucleate  the  growth.  Care  must  be 
observed  in  these  cases  not  to  open  into  the  uterine  cavity,  particularly 
if  that  cavity  has  not  been  sterilized  by  curettage  and  irrigation  as  a 
preparatory  .step  of  the  operation.  The  wound  in  the  uterine  wall  must 
be  closed  by  deep  and  superficial  rows  of  catgut  sutures.  The  danger 
of  the  operation  lies  in  possible  post-operative  hemorrhage.  When 
small  nodules  arc  left  in  the  uterus  after  removal  of  larger  tumors  thev 
are  prone  to  grow,  and  necessitate  a  second  operation.  Hysterectomy 
is  a  .safer  operation  than  myomectomy,  is  preferable  both  on  account  of 
Its  immediate  and  remote  results,  and  should  be  preferred  except  in  the 
class  of  cases  above  indicated. 

Hysterectomy,  or,  more  properly,  hystcromyomcctomy,  involves  re- 
moval of  the  entire  growth,  including  the  uterus.  The  uterine  appen- 
dages, as  a  rule,  are  also  included  in  the  excised  mass.  This  operation 
has  been  so  perfected  in  the  evolution  of  pelvic  surgery  that  its  dangers 
are  no  greater  than  those  connected  with  ovariotomy  and  salpingo- 
oophorcctomy.  For  this  reason,  and  the  additional  one  that  the  cure 
is  complete  and  perfect,  it  has  become  eminently  the  operation  of  elec- 
tion for  fibroid  tumors  of  the  uterus. 

The  operation  of  hysterectomy  for  fibroid  tumors  may  be  either 
partial  or  complete.  In  partial  hysterectomy  the  uterus  is  amputated 
through  the  cervi.x,  just  above  the  vaginal  attachment.  In  complete 
hysterectomy  the  entire  uterus,  including  the  cer\ix,  is  removed.  Par- 
tial hysterectomy  may  be  done  after  two  distinct  methods.  In  one  the 
pedicle  is  treated  extraperitoneally  by  fixation  in  the  lower  angle  of 
the  al)(lominal  incision  ;  in  the  other  the  pedicle  is  "dropped"  and  the 
ccrvi-X  and  superimposed  peritoneum  sutured,  so  that  the  pedicle  is  re- 
troperitoneal. The  three  methods  are  practised  with  varj'ing  favor  and 
preference  by  different  surgeons,  and  with  constantly  improving  results. 
It  is  the  writer's  conviction  that  no  one  of  the  three  methods  should  bo 
applied  to  all  cases,  but  that  the  operator  should  be  guided  in  the 
selection  of  the  method  by  the  requirements  of  the  case  in  hand.  When 
the  patient  is  feeble,  or  exhau.sted  by  hemorrhage,  and  it  is  of  para- 
mount importance  to  complete  the  operation  quickly,  the  extraperito- 
neal method  is  preferable. 

The  patient  having  been  prepared  for  abdominal  section  as  elsewhere 
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described  in  this  volume,  the  abdomen  should  be  opened  in  the  median 
line  by  an  incision  luny  tnough  to  permit  runinval  of  tlie  tuniur.  (_!are 
should  always  be  obsen.'ed  to  avoid  injury  to  the  bladder.  Adhesions 
having,'  been  separated  and  all  blecdinf;  points  secured,  the  tumor  is  dis- 
lodj^ed  and  brou^jht  out  through  the  abdominal  incision.  This  maneu- 
ver, as  well  as  easy  manipulation  of  the  tumor  in  tht  further  steps  of 
tlie  operation,  ivill  be  faeilitatL-d  by  inserting  a  screw  (Fig.  396)  into  the 
lutnor,  as  rcconmiended  by  Lawsun  Tait. 

Larye  gauze  pads  are  packed  inside  the  cavity  tu  protect  the  intes- 
tines and  absorb  fluids.  Alter  deliver)'  of  the  tumor,  the  further  steps" 
of  the  operation  will  be  materially  facil- 
itated by  placing  the  patient  in  the  Tren- 
delenburg position.  The  next  step  in 
the  oper.iti'in  rtrlates  to  the  ligature  and 
division  of  the  broad  ligaments.  A 
strong  silk  ligature  is  placed  in  the  bro;id 
ligament,  outside  the  ovary  and  tube. 
The  broad  ligament  is  again  transfixed 
and  another  ligature  applied  below, 
securing  tlie  round  ligament.  A  clamp 
is  then  applied  at  the  cornua  of  the 
uterus,  so  that  hemorrhage  from  the 
tumor  will  be  prevented  when  the  liga- 
ment is  divided.  The  same  procedure  is 
then  done  on  the  opposite  side.  The 
ovarian  vessels  are  thus  secured.  The 
broad  lig;imcnl  on  each  side  is  severed 
between  the  ligatures  and  clamps  with  scissors,  being  careful  in  each 
insliuicu  tu  cut  closer  to  the  clamp  than  the  ligatures.  In  this  step  of 
the  operation  the  operator  should  have  in  mind  the  frequency  of  slipped 
ligature  and  hemorrhage,  and  avoid  hxing  the  hgaturc  while  the  liga- 
merits  are  on  the  stretch.  Indeed,  this  danger  is  so  real  and  great  tliat 
it  is  better  to  place  the  clamp,  traiisfi.x  the  bro.id  lig:iment  with  the  liga- 
ture, and  secure  the  ligature-knot  while  the  ligament  is  being  divitied  by 
the  assistant  with  the  scissors  close  to  the  clamp.  With  each  cut  of 
the  scissors  the  ligature  can  be  drawn  tighter.  Attention  is  next  turned 
to  the  relation  of  the  bladder  to  the  anterior  surface  of  the  tumor. 
When  necessary,  the  peritoneum  covering  the  anterior  surface  of  the 
tumor  may  be  divided  transversely,  and  with  the  iiiindle  of  the  knife  or 
the  finger  stripped  down,  so  as  to  allow  the  bladiler  to  fall  forward  and 
away  from  the  tumor.  If  the  tumor  has  developed  in  the  folds  of  the 
broad  ligaments,  is  held  down  in  the  pelvis  and  fills  it.  these  direc- 
tions will  have  to  he  varied  accordingly.  The  intraligamcntary  space 
will  be  opened  and  the  tumor  freed,  vascular  attachments  being  secured 
with  forceps  until  the  tumor  can  be  delivered.  It  will  be  best  in  all 
such  cases  to  open  the  broad  ligament  on  one  side  and  get  beneath  the 
tumor,  ligating  tlie  vessels  on  that  side.  Knuclcation  will  be  much 
easier  from  below  than  from  above.  The  vessels  of  the  opposite  side 
can  lie  secured  as  they  are  reached  in  the  process  of  enucleation. 

When  the  tumor  has  been  thus  relea.scd  by  dcligation  and  division 
of  the  upper  portion  of  the  bmad  ligaments,  it  will  remain  attached 
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to  the  lower  portion  of  the  broad  lijianicnls  and  the  vagina.  The  next 
step  in  the  operation  i-s  tlie  t$\afinciit  of  the  ptduU.  The  pedicle  is  the 
cen-ix  uteri,  ]ri  most  instances  the  tumor  will  be  found  to  occupy  the 
body  of  the  iiicrti.s,  so  as  to  leave  the  cervix  of  normal  size  and  con- 
formation. If  the  |>edicle  is  not  of  such  size  and  conforniiitioii.  it  should 
be  trimmed  down  ainJ  thereby  reduced.  The  pedicle  .should  consist 
of  the  cervix  alone,  and  not  a  (lart  of  the  tumor  or  body  of  the 
Uterus. 

If  the  fxtrapcritotwai  method  be  adopted,  Kocberle's  wire  clamp,  or 
^erre-iiurud  (Kiy.  i97j,  sliould  be  applietl.  In  adjusting  the  wire,  care 
must  be  i>bscr\'ed  that  the  bladder  be  free.  As 
soon  iis  tile  wiri*  is  tightened,  niu-  or  two  long  pins 
should  Ik:  jias>.ed  through  the  iR-dicle  immediately 
above  the  constricting  wire,  and  the  uterus  and 
tumnr  amputated  about  \  inch  above  the  constric- 
tion. While  the  stump  is  held  in  the  lower  angle 
of  the  incision  with  a  volseUum  by  an  assistant. 
tlic  abdomen  is  cleansL-d  of  cliHs.  the  ligatured 
stumps  of  tilt-  bn»ad  ligaments  carefully  examined, 
the  cnieTitinii  drawn  down  to  its  place,  and  the 
abdomen  clo.sed.  In  closing  the  lower  angle  of 
the  incision,  the  parietal  peritoneum  should  be 
united  by  a  suture  of  catgut  to  the  peritoneum  (»f 
the  stunip  immediately  below  tiie  constriction,  in 
order  quickly  to  shut  off  the  peritoneum  from  the 
stump.  The  parietal  incision  is  closed  in  the  usual 
way  with  interrupted  sutures  of  silkworm-gut,  and 
made  to  hug  the  slump  below  the  transfixion-pins. 
The  pins  maintain  the  stump  at  a  proper  level.  At 
the  conclusion  of  llic  operation,  the  wire  should 
be  tightened  with  a  few  turns  of  the  key,  so  as  to  produce  complete 
anemia  of  the  stump.  Tlie  pedicle  should  be  dried,  dusted  liberally 
with  iodoform,  and  dressed  with  gauze.  The  wire  clamp  will  drop  off 
at  the  end  of  ten  days  or  two  weeks.  When  all  necrotic  tissue  has 
come  away  a  deep  granulating  space  will  be  left,  which  will  rapidly 
heal  and  contract. 

This  method  is  commended  by  the  rapidity  with  which  it  can  be 
done  and  by  the  perfect  control  and  safety  as  to  hemorrhage  that  it 
assures.  Its.disatlvantiiges  are  the  prolonged  convalescence  necessitated 
by  granulation  of  the  pedicle  excavation,  and  the  liability  of  hernia  at 
the  side  of  the  pedicle. 

The  intrapchic  vutkod  of  treating  the  pedicle  involves  the  same 
steps  in  [cleasing  the  tumor  from  the  upper  portion  of  the  broad  liga- 
ments that  have  been  described.  When  thi;  uterus  has  been  freed  from 
its  attachments  on  each  side  down  to  a  point  somewhat  above  the  lc\'el 
of  the  internal  os,  the  peritoneum  is  divided  transversely  across  the 
anterior  surface  of  the  tumor  where  the  peritoneum  is  reflected  from  the 
uterus  to  the  bladder.  This  incision  should  connect  the  two  incisions 
which  have  already  been  made  to  divide  the  broad  ligaments.  The 
bladder  is  now  pushed  down  off  the  uterus  nnd  cer\-ix  to  the  vaginal 
junction.  The  vaginal  portion  of  the  cervix  should  be  located  by  thumb 


Fig,    3^7.  —  Koebetle's 
twrrc-ncciid  (half  mw:). 


SVJiCERY   OF  THE    UTERUS,  725 

and  finger,  and  the  uterine  arteries  found  by  palpation.  While  the 
tumor  is  drawn  upward  a  ligature  should  be  passed  close  beside  the 
cervix  on  each  side,  so  as  to  secure  the  uterine  arteries.  The  ureter 
lies  about  \  inch  from  the  side  of  the  norma!  cervix  and  at  the  level  of 
the  external  os.  When  the  uterus  is  drawn  upward,  this  distance  is 
appreciably  lengthened  ;  but  it  is  important  to  remember  that  the  liga- 
ture should  be  passed  close  to  the  cervix.  In  passing  the  pedicle- 
needle,  care  must  be  observed  to  avoid  the  cervical  tissue  as  well  as  the 
ureter.  The  ligature  may  be  placed  inside  the  separated  folds  of  the 
broad  ligament,  or  made  to  encircle  the  double  fold  of  ligament,  and 
artery  at  one  sweep.  The  bases  of  the  broad  ligaments  should  then  be 
divided  with  scissors  between  the  cervix  and  ligatures,  leaving  ample 
tissue  above  the  ligature  to  prevent  slipping.  While  the  tumor  is  still 
drawn  upward  a  wedge-shaped  incision  is  made  deep  in  the  cervix,  com- 
pleting the  excision  of  uterus  and  tumor.  The  cervical  tissue  is  clcsed 
overthe  cervical  canal  by  interrupted  sutures  of  catgut.  The  peritoneum 
in  front  (the  anterior  layer  of  the  broad  ligament  and  the  vesical  reflec- 
tion) and  the  posterior  peritoneal  layer  are  united  by  a  continuous 
catgut  suture,  covering  the  entire  wound-area,  inclusive  of  the  cervical 
stump.  The  stump  is  consequently  extraperitoneal,  but  intrapelvic. 
This  method  is  commended  by  its  completeness  as  a  surgical  pro- 
cedure, and  by  a  convalescence  which,  when  uninterrupted,  is  easy 
and  rapid.  It  requires  more  time  for  its  completion  than  the  extra- 
peritoneal method,  and  the  buried  ligatures  and  anemic  stump  are  prone 
to  suppuration  in  the  cellular  tissue  beneath  the  peritoneum. 

The  operation  of  total  hysterectomy  is  the  operation  just  described, 
with  the  addition  that  the  cervix  is  removed  entire  at  the  vaginal  junc- 
tion. As  a  rule,  the  ligatures  are  left  long,  so  that  the  ends  may  be 
drawn  down  into  the  vagina.  After  the  ves.sels  have  been  secured,  the 
broad  ligaments  severed,  and  the  bladder  separated  from  the  uterus  and 
upper  part  of  the  vagina,*  an  incision  is  made  with  knife  or  scissors  into 
the  anterior  vaginal  fornix,  and  continued  around  until  the  cervix  is 
released.  Bleeding  vessels  in  the  severed  wall  of  the  vagina  are  secured 
by  catgut  ligatures.  The  ureters  must  be  carefully  avoided.  When 
hemostasis  is  complete,  forceps  are  passed  through  the  vagina  from 
below,  and  the  ligatures  gathered  together  and  brought  down  into  the 
vagina.  Strips  of  iodoform  gauze  are  placed  about  the  stumps  in  the 
pelvis,  and  the  ends  carried  into  the  vagina  for  drainage.  The  abdomen 
is  closed  in  the  usual  way.  The  gauze  should  be  removed  at  the  end 
of  a  week,  when  gentle  traction  may  begin  to  be  applied  to  tlie  liga- 
tures, and   repeated  eVery  day  or  two  until  they  come  away. 

Many  surgeons  prefer  to  close  the  vagina  after  excision  of  the  cervix, 
at  the  same  time  cutting  the  ligatures  short.  The  vagina  is  sutured  by 
passing  the  sutures  through  the  outer  portions  of  the  vaginal  wall, 
without  entering  the  vaginal  canal.  This  operation  has  the  advantage 
of  leaving  no  stump  whatever  to  be  disjjosed  of  by  clamp-necrosis  or  to 
become  encapsulated  beneath  the  peritoneum.  It  is  a  complete  extir- 
pation. It  requires  longer  time  for  its  performance  than  amputation  by 
either  method,  and  this  is  the  chief  obstacle  to  Its  general  adoption. 
The  operation  of  supravaginal  amputation  with  dropped  extraperitoneal 
pedicle  is,  on  the  whole,  to  be  preferred. 
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to  the  lower  portion  of  the  broad  li^ments  and  the  vagina.  The  next 
step  in  the  operation  is  the  trcatmtnt  vf  the  f>tJuU.  The  pedicle  is  the 
cervix  uteri.  In  most  instances  the  tumor  will  be  found  to  occupy  the 
body  of  ilic-  uterus,  so  as  to  leave  the  cervix  of  normal  size  and  con- 
formation. ]f  the  i>edicle  is  not  of  such  size  and  conformation,  it  should 
be  trimmed  down  and  thereby  reduced.  The  pedicle  should  consist 
of  the  cervix  alone,  and  not  a  part  of  the-  tumor  or  body  of  tbc 
uterus. 

If  the  extraf^aitoHtai  nuthoti  be  adopted,  Koeberle's  wire  clamp,  or 
T3crre-noeud  (I'ig.  397),  ahould  be  applied.  Jn  adjusting  the  wire,  care 
must  be  observed  that  the  bladder  bo  free.  As 
soon  as  the  wire  i.s  tightened,  one  or  two  long  pins 
should  be  passed  through  the  pedicle  immediately 
above  the  constricting  wire,  and  the  uterus  and 
tumor  amputated  about  \  inch  above  the  constric* 
lion.  While  the  stump  Is  held  in  the  lower  angle 
of  the  incision  with  a  voIscUum  by  an  assistant, 
the  abdomen  is  cleansed  of  clots,  the  ligatured 
stumps  of  the  broad  ligaments  airefiiUy  examined, 
the  omentum  drawn  down  to  iu  place,  and  the 
abdomen  closed.  In  closing  the  lower  angle  of 
the  incision,  ihc  parietal  pi-riloneum  should  be 
united  by  a  suture  of  catgut  to  the  peritoneum  r.f 
the  stump  immediately  below  the  constriction,  in 
order  quickly  to  shut  off  the  peritoneum  from  Uic 
stump.  The  parietal  incision  is  closed  in  Uie  usual 
way  with  interrupted  sutures  of  sillcworm-gut,  and 
made  to  hug  the  stump  below  the  trans5xiun>pins. 
The  ]>ins  maintain  the  stump  at  a  proper  level.  At 
the  conclusion  of  the  operation,  the  wire  should 
be  tightened  with  a  few  turns  of  the  key,  so  as  to  produce  complete 
anemia  of  the  stump.  The  pedicle  should  be  dried,  dusted  liberally 
with  iodoform,  and  dressed  with  gauze.  Tlie  wire  clump  will  drop  off 
at  the  end  of  ten  days  or  two  week«.  When  all  necrotic  tissue  has 
come  away  a  deep  granulating  space  will  be  left,  which  will  rapidly 
heal  .md  contract 

This  method  is  commended  by  the  rapidit)'  with  which  it  can  be 
done  and  by  the  perfect  control  and  safety  as  to  hemorrhage  that  it 
assures,  I ts.disad vantages  are  the  prolonged  convalescence  necessitated 
by  granulation  of  the  [>ediclc  excavation,  and  the  liability  of  hernia  at 
the  side  of  the  pediele. 

The  itUrapelvie  mi'tlu*d  of  treating  the  pedicle  involves  the  same 
steps  in  releasing  the  tumor  from  the  upper  portion  of  the  broad  liga- 
ments that  have  been  described.  When  tlic  uterxis  has  been  freed  from 
its  attachments  on  each  side  down  to  a  point  somewhat  above  the  le\-el 
of  the  internal  os,  the  peritoneum  is  divided  transversely  across  the 
anterior  surface  of  the  tumor  where  the  peritoneum  is  reflected  from  the 
uterus  to  the  bladder.  This  incisinn  should  cunnect  the  two  incisions 
which  have  already  been  nwde  to  divide  the  broad  ligaments.  Tlie 
bladder  is  now  pushed  down  off  the  uterus  and  cer^Hx  to  the  vaginal 
junction.  The  vaginal  portion  of  the  cervix  should  be  located  by  thumb 
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.intl  finger,  and  the  uterine  arteries  foiiml  by  ]i.-ilpation.  While  the 
tumur  is  drawn  uiiwaril  a  ligature  should  Ik;  passed  close  hoide  the 
cervix  on  each  side,  so  as  to  secure  the  uterine  arteries.  The  ureter 
lies  about  \  inch  from  the  side  of  the  normal  cervix  and  at  the  level  of 
the  external  os.  When  the  uterus  is  drawn  upward,  this  distance  is 
appreciably  lengthened;  but  it  is  important  to  remember  that  the  liga- 
ture should  be  passed  clnsc  ti)  the  cervix.  In  passing-  ihe  jKrdicIc* 
needle,  care  must  be  observed  to  avoid  the  a-rvical  tissue  as  well  as  the 
ureter.  The  ligature  may  be  placed  inside  the  separated  folds  of  the 
broad  ligament,  or  made  to  encircle  the  double  fold  of  ligament,  and 
artcrv'  at  one  sweep.  The  bases  of  the  broad  ligaments  should  then  be 
divided  with  scissors  between  the  cervix  and  lij^atures.  leaving  ample 
tissue  above  the  liijatiire  to  prevent  slippin^r,  Wliile  the  tumor  is  still 
drawn  upward  a  wedge-shaped  int:ision  is  made  ilee])  in  the  cervix,  cotii- 
pleting  tlie  excision  of  uterus  and  tumor.  The  cervical  tissue  is  closed 
overthe  cer\'ical  canal  by  interrupted  sutures  of  catgut.  The  peritoneum 
in  front  (the  anterior  layer  of  the  broad  ligament  and  the  vesical  reflec- 
tion) and  the  posterior  peritoneal  layer  are  united  by  a  continuous 
catgut  suture,  covering  the  entire  wound-area,  inclusive  of  the  cer\-ical 
stump.  The  stump  ts  (:anse([uently  extniperitoneal,  but  inlriipclvic. 
This  method  is  ct)inuiended  by  its  completeness  as  a  surgical  pro- 
cedure, and  by  a  convale.scence  which,  when  uninterrupted,  is  easy 
and  rapid.  It  requires  more  time  for  its  completion  than  the  extra- 
peritoneal method,  and  the  buried  ligatures  and  anemic  stump  arc  prone 
to  suppuration  in  the  cellular  tissue  benealli  llit  peritoneum. 

The  npeiation  of  total  hystfrcctomy  is  the  operation  jusl  described, 
with  the  inUlJtion  that  the  cervix  is  removed  entire  at  the  vaginal  junc- 
tion. As  a  rule,  the  ligatures  are  left  long,  so  that  the  ends  may  he 
drawn  down  into  the  vagina.  After  the  vessels  li.ive  been  secured,  the 
broad  ligaments  severed,  and  the  bladder  separated  from  the  uterus  and 
upper  part  of  the  vagina,*an  incision  is  made  with  knife  or  scissors  into 
the  anterior  vaginal  fornix,  and  continued  around  until  the  cervix  is 
released.  Bleetling  vessels  in  llie  severed  wall  of  the  vagina  are  secured 
by  catgut  ligatures.  The  ureters  must  be  carefully  avoided.  When 
hcmastasis  is  complete,  forceps  are  passed  through  the  vagina  from 
below,  and  the  ligatures  gathered  together  an<l  brought  down  into  the 
vagina.  Strips  of  iodoform  gituze  arc  placed  about  ihc  stumps  in  the 
pelvis,  and  the  ends  carried  into  the  vagina  for  drainage.  The  abdomen 
is  closed  in  the  usual  way.  The  gauze  should  be  removed  at  the  end 
of  a  week,  wlien  gentle  traction  may  begin  to  be  applied  to  the  liga- 
tures, and   rqieatcd  eVery  day  or  two  until  they  come  away. 

Many  surgeons  prefer  to  close  the  vagina  after  excision  of  the  cervix, 
at  the  same  time  cutting  the  ligatures  short.  The  vagina  is  sutured  by 
parsing  the  sutures  through  the  outer  portions  of  the  vaginal  wall, 
without  entering  the  vaginal  canal.  This  operation  has  the  advantage 
ol  leaving  no  stump  whatever  to  be  dispo-)ed  of  by  clamp-necrosis  or  to 
become  encapsulated  tienealh  llie  peritoneum.  It  is  a  complete  extir- 
pation. It  requires  longer  time  for  its  jjerformance  than  amputation  by 
either  method,  and  this  is  the  chief  obstacle  to  its  general  adoption. 
The  operation  of  supravaginal  amputation  with  dropped  extraperitoneal 
pedicle  is,  on  the  whole,  to  be  preferred. 
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In  the  preparation  of  patients  for  hysterectomy,  the  vagina  should  be 
thoroughly  scrubbed  and  ilisinfected. 

The  tiaiigcis  iif  these  operations  arc  shock  from  prolonged  opera- 
tion ;  heniorrhaj^e,  primary  and  secondary;  am)  sepsis. 

When  fibroid  tumors  complicate  pregnancy,  the  decision  of  the 
important  question  of  operative  interference  is  one  of  great  responsi- 
bilit)'.  In  treating  the  pathologj'  of  these  tumors,  wc  have  learned 
that  they  grow  rapidly  during  pregTiancy  and  undergo  atrophic  changes 
after  parturition.     Subserous  tumors  near  tlu:  fundus  arc  pushed  up 


Pig.  3q8.— P'ibroid  tumor  nf  Oie  ulrru%  cimiplii^'jiiiit^  prcgminty;  tlir  (utiior  MCuplnl  Tbc  pd- 
V)c  basin  beneath  the  Utcru*  (phoiORraphrd  ni  rrmnvrd  h)-  opcrnlion). 
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Fia.  399. — Fibroid  lumor  of  itic  utcnts  cuiDjiliiiatinjc  preiciuuic)' ;  uieriu  inciacd  aad  eai|iUrd. 

out  of  the  pelvis  as  the  uterus  increaiics,  and  pedunculated  tumors  may 
be  pushed  out  of  the  way  during  the  progress  of  labor.  When  thc 
tumor  springs  from  ttie  luuer  segment  of  the  uterus  or  the  supravaginal 
cervix,  and  is  interstitial,  hysterectomy  is  positively  indicated.  Such  a 
case  is  illustrated  in  Fig.  398. 

If  not  discovered  until  near  the  end  of  pregnancy,  it  will  be  best  to 
await  the  advent  of  l.-vbor  and  resort  to  the  Porro  operation. 

Carcinoma  of  the  Uterus. — Cancer  of  the  uterus  i.s  a  very  com- 
mon disease,  and  may  originate  both  in  the  cervix  and  body  of  the 
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urgan.  The  cervix  Ls  its  most  frequent  seal;  indeed,  cancer  of  the 
body  of  the  uterus  as  a  primar>'  affection  is  ccmiparatively  rare.  While 
the  disease  may  apfK-ar  at  ahnost  any  period  of  life,  it  is  cxccptiDual 
for  it  to  occur  under  the  age  of  thirty;  it  is  most  connnon  between 
the  ages  of  forty  and  fifty  years.  It  is  rarely  found  iu  women  who 
have  never  conceived.  It  usually  apiiears  in  women  whti  have  borne 
several  cliildrcn  ;  .nul  the  Ulcerations  <tf  parturition,  so  frequently  the 
seat  of  erosit)n,  seem  to  afford  a  focus  of  infection  an<I  invite  llie 
development  of  tliis  disea.se.  The  structures  in  which  cervical  cancer 
originates  arc  (1)  the  epithelium  coverint^  the  vaginal  portion  of  ilic 
cervix,  (2)  tiic  epithelium  lining  the  cervical  canal,  and  (3)  the  epithe- 
lium of  the  cervical  glands.  Cancer  of  the  body  of  the  uterus  originates 
in  the  epithelial  structures  of  the  endometrium. 

Cancer  tjf  the  cervix  may,  in  a  general  way,  be  divided,  in  the  order 
of  fre(|uency,  into  the  following  varieties:  \.  Aiietwid  cancer,  which 
sooner  or  later  assumes  the  nicdulUr)'  tyi>c.  2.  Medullary  cancer. 
3.  Scirrhous  cancer.  4.  Dermoid  cancer.  When  destructive  ulceration 
takes  place  in  the  late  stages  uf  the  disease,  all  varieties  present  similar 
appearance  and  symptoms. 

The  vascular  and  lymphatic  channels  of  the  cervix  favor  extension 
of  the  disease  along  the  Ixusc  of  the  broad  ligaments  through  which 
they  course;  hence,  extensive  pelvic  infiltration  may  occur  before  the 
body  of  the  uterus  becomes  involved.  The  vagina  Ls  frequently  invaded 
in  the  early  stages  of  cervical  cancer.  When  the  disease  originates 
in  the  epithelium  of  the  cervical  canal,  the  endometrium  is  involved 
directly,  and  the  body  of  the  uterus  is  implicated  early.  The  invasion 
of  the  broad  ligaments  canses  them  to  become  thickened  and  rigid. 
thus  fixing  the  uterus  in  the  pelvis.  In  the  later  stages  of  the  disease, 
the  bladder  is  involved,  and  often  the  vesicovaginal  septum  is  pene- 
trated. As  disintegration  progresses,  the  rectum  and  peritoneum  may 
be  opened.  The  peritoneum,  by  adhesive  inflammation,  resists  inva.sion 
from  both  cancer  of  the  ccr\*i.x  and  body  of  the  uterus  more  effectively 
than  other  contiguous  structures. 

In  the  early  stage  of  cervical  cancer,  the  erosion  is  characterized  by 
d  tendency  to  bleed  wht-ii  touchril.  and  a  fcehng  of  diminished  elasticity 
and  tendency  to  induration.  When  ulceration  has  taken  place,  vegeta- 
tions and  irregular  protuberances  appear,  friable  and  hemorrhagic  in 
character.  When  the  disease  originates  in  the  cervical  canal,  the  outer 
aspect  of  the  cervix  mny  appear  intact,  while  an  extensive  excavation 
will  be  fouyd  in  the  cervix.  In  the  late  stages  of  the  disease,  tlie  cervix 
is  converted  into  a  large  ulcerated  and  gangrenous  mass,  covered  with 
vegetation.i  and  bathed  in  foul  pus  and  blood. 

While  cancer  of  the  body  of  the  uterus  is  uncommon,  it  is  of  suffi- 
cient frequency  to  keep  the  physician  always  on  the  lookout  for  its 
presence.  The  disease  may  first  appear  on  the  surface  of  the  epithelium 
or  deep  in  the  utricular  glands.  In  the  former  instance  it  will  begin  as 
an  ulceration  or  papillary  growth ;  in  the  latter  instance  nodules  are 
found  throughout  the  body  of  the  uterus.  In  the  later  stages  the 
whole  body  of  the  uterus  becomes  infiltrated,  to  be  rapidly  followed  by 
ulceration  and  disintegration. 

Absorption  of  the  discharges  into  the  system  begets  a  general  septic 
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condition,  which,  witli  the  anemia  of  incessant  and  prolonged  hemor- 
rhage, is  known  as  the  cancerous  cachexia. 

Symptoms. — In  sonic  cases  hemorrhage  and  pain  are  initial  sj'rrijv 
toms  of  tliL'  disease;  wllile  in  others  the  disease  may  attain  extensive 
proportions  witluml  appreciable  .symptoms.  While  the  irregular  hemor- 
rhages and  vaginal  di-schargcs  described  characterize  .several  diseases 
of  mature  years  in  women,  such  symptoms  should  alway.s  receive  care- 
ful attention  and  invest i(;atioii. 

The  diagnosis  is  by  no  means  easy  in  the  early  stages  of  the  di.sease. 
When  ])hj'sical  cxaniinaLion  is  not  conclusive,  the  microscope  should 
be  invoked  to  jjerfect  the  diagnosis.  No  case  presenting  symplunis  at 
all  suspicious  should  be  passed  over  lightly;  and  women  should  be 
impressed  with  the  importance  of  seeking  advice  for  even  slight  irregu- 
larities of  menstruation  occurring  near  the  period  of  the  menopause.  In 
tliis  way  many  women-could  be  jiavcd  from  horrible  death*:.  The  only 
hope  is  in  an  ear])'  ojjeralio?! ;  hence,  diagnosis  in  the  early  stage  of  the 
disease  is  all-important. 

Prognosis. — The  duration  of  life,  when  the  disease  pursues  its  nat- 
ural course,  is  from  one  to  three  years.  The  progress  of  the  disease 
is  more  rapid  tn  young  women.  Tlie  prognosis  here  is  governed  by 
the  same  principles  that  obtain  in  otlicr  parts  of  the  body.  When  the 
diseased  tissues  can  be  removed  completely,  and  this  as.surcil  by  in- 
cluding an  extensive  zone  of  apparently  normal  tissue,  permanent  cure 
in  a  large  ]iroportion  of  cases  may  be  expected. 

Treatment. — The  only  curative  treatment  of  cancer  of  the  cer\'ix 
is  comjilete  excision  of  the  uterus.  Partial  operations,  such  as  high 
ampiitiition  of  the  cervix,  and  curettage  followed  by  cautery,  are  no 
more  applicable  here  than  would  be  similar  operation-^  for  cancer  of  the 
breast  or  of  other  organs  of  the  body.  This  oi>cration  is  preferably 
done  by  the  vaginal  route,  as  will  be  described  presently.  Abdominal 
liysterectomy,  with  excision  of  the  pelvic  and  retroperitoneal  glands, 
has  been  advficaled  by  some  surgeons ;  but  such  aggressive  surgery, 
which,  theoretically,  is  well  warranted,  is  impracticable  In  cases  of  can- 
cer of  the  uterus  so  far  advanced.  In  addition  to  the  danger  of  bring- 
ing such  a  septic  mass  out  through  the  peritoneum,  the  mortality  from 
such  an  extensive  and  prolonged  dissection  will  of  itself  necessarily  be 
severe.  In  cases  wherein  tlie  disease  is  Uniiled  to  the  uterus,  which 
compose  the  only  class  wherein  operation  can  avail,  complete  hyster- 
ectomy, with  removal  of  the  appendages  by  the  vaginal  route,  will 
accomplish  all  that  any  operation  can  do,  and  without  senuus  risk  to 
thtr  patient.  When  the  tissues  outside  the  uterus  have  been  invaded, 
no  operation,  cither  by  the  vaginal  or  suprapubic  route,  will  yield  cither 
tcmporan,'  or  permanent  relief.  Such  operations  not  only  fail  to  save 
the  patient,  but  do  positive  harm  in  opening  up  lymphatic  channels 
cUxscd  by  nature'-s  protecting  methods,  and  start  afresh  the  rapid  prog- 
ress of  tissuc-infiltralion. 

Unfortunately,  the  larger  proportion  of  cases  of  uterine  cancer  which 
apply  to  the  surgeon  for  treatment  belong  to  this  latter  class,  and  have 
passed  the  limits  for  radical  operation.  In  such  advanced  cases  pallia- 
tive treatment  alone  is  practicable.  This  consists  in  curetting  away  all 
softened  tissues,  to  be  followed  immediately  by  thorough  cauterization. 
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This  operation  will  (greatly  ameliornte  all  important  symptoms,  and  will 
be  followed  by  marked  improvement  in  llie  jjeneral  health.  Pain  .should 
be  relieved  by  the  judicious  use  of  o]>iuni. 

Sarcoma. — Sarcoma  of  the  uterus  is  rnre.  It  may.  however,  occur 
;it  any  time  of  life ;  and  cases  as  early  as  thirteen  yeurs  of  age  have 
Jjcen  reported.  The  most  usual  period  is  between  forty  and  fifty.  This 
tiiscase  apjHMis  in  the  uterus  in  two  varieltes:  tliffiise  surcoma,  which 
invades  the  mucous  membrane-  and  sarcoma  of  the  uterine  paren- 
chyma. The  former  may  become  poly[K>id,  and  the  latter  may  be 
nodular.     The  disease  rarely  appears  in  the  cervix. 

The  symptoms  are  very  similar  to  those  of  fibroid  tumor.s.  Hemor- 
rhai^e  becomes  more  profuse ;  and  the  discharge,  which  at  first  is  serous 
and  without  mlor.  later  becomes  felid  ami  loiuicd  willi  di-^intejjrated 
tissue.  The  similarity  of  the  physical  signs  ami  symptoms  accords 
with  the  fact  that  sarcimia  usually  orii^inates  in  dcj^rrerative  changes 
in  fibroid  tumors.  Kven  with  the  aid  of  the  microscope,  diagnosis  is 
often  difficult.  The  treatment  is  the  same  as  that  of  carcinoma— ^im- 
mediate complete  hystcrectoniy, 

Tuberctilosis. — Recent  researches  have  shown  that  tuberculosis 
of  thi-  itifTtis,  rtliilc  not  so  common  as  tvilxTculosis  uf  the  Fallopian 
tubes,  is  of  more  frequent  uccurrence  than  fnrmerly  siip]H)sed.  This 
disease  appears  first  in  the  endometrium,  and  usually  in  the  body  oftlie 
uterus,  the  cervi-x  beinj*  rarely  Involved,  even  secondarily.  The  disease 
of  the  uterus  is  usually  second.iry  to  tuberculosis  of  other  parts  of  the 
body.  Tuberculosis  is  most  common  between  the  twentieth  and  for- 
tieth years.  The  symptoms  .ire  very  siniil.ir  to  those  of  iu»n-luberciilar 
eiidonietritis.  Tin-  diagnosis  (le|>ei)(ls  upon  niicrosL'c)pical  examination 
of  tissue  removed  with  the  curct.  The  treatment  is  vaginal  Iiysterec- 
tomy,  unless  this  ojjerjtion  Ls  contra-indicated  by  extensive  tubercular 
lesions  in  other  parts  of  the  body. 

Vagrinal  Hysterectomy. — Tlie   removal    of   the   entire   uterus 

thmujrli  tin-  v.i^'ina  lia>'  been  verj,-  generally  applied  to  t!ie  treatment  of 
all  forms  (if  malignant  disease  of  the  uterus  since  the  leehnie  has  been 
perfected  under  antiseptic  methods.  Some  surgeons  prefer  the  abdom- 
inal route  of  access  in  extiipating  the  cancerous  uterus,  claiming  that, 
with  the  aid  of  the  Trendelenburg  posture,  more  complete  enucleation  of 
carcinomatous  tissue  can  be  effected.  The  vaginal  o|K:nitioti.  however, 
is  more  generally  praetise«l  in  the  treatment  of  cancer;  and,  with  many 
advantages  in  this  disease  over  the  alHiominal  method  as  to  inuiiedi.ile 
results,  it  Is  the  writer's  belief  thai  it  Is  In  every  way  preferable. 

Under  the  stimulating  influence  of  tlie  French  school  of  surgery, 
vaginal  hysterectomy  has  within  vcr\*  recent  years  been  greatly  extended 
in  application,  and  is  now  applied  to  the  treatment  of  su[>puralive 
metritis,  salpingitis  and  ovaritis,  small  fibroid  tumors,  and  extreme  cases 
of  complete  uterine  prolapse.  The  iiidirallons  for,  and  scoix,-  of.  this 
procedure  in  the  treatment  of  inftanim.itory  disea.ses  of  the  uterus  and 
its  appendages  have  been  thoroughly  considered  in  a  preceding  chapter. 

The  preparation  of  a  |iatlent  for  vaginal  hysterectomy  should  begin 
three  or  four  days  prior  to  the  time  of  operation,  whenever  practicable. 
The  uterine  cervix  should  be  cleansed  by  thorough  curettage,  scraping 
away  with  a  sharp  curet  all  the  diseased  tissue  possible.     The  cervix 
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anil  vagina  should  be  douched  with  a  i  :  lOOO  corrosive-sublimate  solu- 
tiun,  and  aArrward  packed  with  iodnform  frauzc.  The  douche  and 
packing  Ahduld  be  repeated  cLiily.  If  the  urgency  of  the  case  prevents 
this  preparator>'  treatment,  curetta^^e  becomes  the  first  step  of  the  opera- 
tion of  hysterectomy. 

Rest  in  bed.  baths,  restricted  diet,  and  thorough  eniptj'Jng  of  the 
bowels  by  means  of  purgatives  and  encmnta  comprise  the  remainder 
of  tlic  pre|>aratnry  treatment.  Immediately  before  the  O|jenition  the 
external  genitalia  should  be  shaved,  an<l.  together  with  llur  vagina. 
thoroughly  scrubbed  with  soap,  hot  water,  and  brush.  The  patient 
having  been  anesthetized,  ±)hc  ijs  placed  on  the  tabic  in  the  lithotomy- 


A-sa-v 


^r. 


H^ 


1^ 


■7/ 


/-■ 


\ 


Klf;  400. — Sch«inc  of  the  <.--ii.i^  ^^j.:  uuiine  alid  viii;<iu>t  arlen»:  1.  ulenne  bnacb .  3 
hrUKh  10  round  llfpinKiit :  3,  bninchvji  lu  ifllimufi ;  4.  brinch  to  ampulln  .  5.  fimljiialvt]  cAtnin 
ilV  of  ^'alloptan  lutw  ;  6.  cvfvical  Liraiicli ;  7.  ^-vrono]  arlery  ;  8,  uvMimi  iirlcry  ;  4.  u*mrisa 
linuKhcRi  to,  aicrini-  Nrtrrjr;  it.  iniemnl  iliat  artery ;  ta,  vaginal  uiteries;  t3.'ai)rco»  uter; 
of  vAitinM. 

position,  with  the  limbs  well  flexed  and  the  hips  brought  to  the  edge  of 
the  table.  The  posterior  vaginal  wall  is  then  retracted  with  a  large  Sims 
speculum  or  Doyen  retractor.  C<^nstant  irrigation  should  be  continued 
in  the  first  jwrt  of  the  operation  and  until  the  peritoneum  is  opened. 

The  cer\'ix  should  be  tlioroughly  curetted,  so  as  to  remove  all  loose 
diseased  tissue,  if  this  has  not  already  been  done,  and  the  cervix  |»cked 
with  gauze.  The  cervix,  or  tlie  remnant  of  it.  is  then  seized  with  strong 
volsella-forceps,  and  is  ilrawn  down  to  the  vaginal  outlet,  an  assistant 
retracting  the  perineum.  An  incision  is  made  with  a  sharp  knife  in  a 
circular  sweep  around  the  cervix,  dividing  the  vaginal  mucous  mem- 
brane.    This  incision  should  be  as  far  distant  from  the  margin  of  di»- 
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eased  tissue  as  possible  Moderate  bleeding  from  the  divided  mucous 
lUL-mbrajic  maybe  disregarded;  if  it  is  very  profuse,  pressure-forceps 
may  be  applied  tu  all  bieeding  points.  The  arrangement  of  the  blood- 
vessels in  the  broad  ligaments  is  sucli  that  scrinus  hemorrhage  from  the 
uterus  is  prevented  by  the  traction  iiiiule  on  that  organ.  Indeed,  tlie 
uterus  may  be  bi.sccted  in  the  ttimrsc  of  this  operation,  and  if  strong 
traction  is  maintained  there  will  be  no  serious  hemorrhage. 

The  knife  is  now  put  aside,  and  the  operator  proceeds  to  strip  the 
mucosa  away  from  the  cervix.  The  cellular  attachment  of  the  cervix 
to  the  bladder  in  front  is  pushed  away  by  the  finger,  being  careful  to 
keep  close  to  the  uterus  and  to  direct  all  force  toward  thiil  orjjaii.  Oc- 
casionally, it  may  be  necessary  lo  u.se  blunt-pointed  scissors  to  effect 
this  separation,  and  the  prec.iutlon  ju^t  nientioned  must  be  observed 
to  avoid  perforating  the  bladikr,  When  the  cervix  is  enlarged  by  dis- 
ease, the  ureters  lie  abnormally  close  by;  and  if  care  is  not  observed, 
they  may  be  included  in  the  grasp  of  forceps  or  h^'ature.  To  prevent 
this  accident,  nn  assistant  should  lift  the  bladder  with  a  retractor  held 
from  above,  as  that  viscus  is  released  from  the  uterus. 

The  cervix  is  now  drawn  forward,  and  Douglas's  |K3uch  is  snipped 
open  with  scissors.  Tltc  opening  is  enlarged  by  introducing  the  index 
finger  of  each  hand  and  tearing  the  membrane  to  the  base  of  llie  broad 
ligament  on  each  side. 

The  peritoneum  now  being  open,  the  irrigation  must  cease,  and  a 
piece  of  sterilized  gauze,  with  string  attached,  is  passed  upward  behind 
the  uterus,  and  allowed  to  remain  until  the  operation  is  complete.  This 
gauze  pad  must  be  marked  by  having  an  artery- forceps  clamped  to  the 
string  attached  to  it,  so  as  to  insure  its  removal  whL-n  the  operation  is 
completed.  This  ]>ad  will  hold  the  intestines  out  of  the  field  of  0[>cra- 
tion,  and  will  also  protect  the  peritoneum  from  fluids  and  debris  in  and 
about  the  field  of  openition. 

With  two  fingers  of  the  left  hand  introduced  into  Douglas's  cul-dc- 
sac  the  fundus  of  the  uterus  will  be  felt,  and  these  fingers  will  furnish  a 
guide  to  opening  the  vesico-uterine  fold  of  |>eritoneum,  after  completing 
the  detachment  of  the  bladder.  The  uterus  will  now  be  attached  only 
by  the  broad  ligaments  on  each  side,  containing  the  uterine  and  ovarian 
arteries.  These  vessels  may  be  secured  either  by  clamp-forccps  or  bj' 
ligatures.  With  the  index  finger  of  the  left  hand  as  a  guide,  the  broad 
ligaments  are  secured  in  successive  portions  by  ligatures  or  strong 
clamps,  and  the  uterus  is  cut  away  as  the  ligatures  or  clamps  are 
placed.  When  the  upper  portion  of  the  broad  ligament  is  reached,  the 
procedure  m;iy  be  facilitated  by  anteverting  the  uterus  and  bringing  the 
fundus  through  the  incision  in  the  vaginal  fornix.  W'hen  both  broad 
hgamcnts  have  been  secured  and  the  uterus  released  on  one  side,  iIk 
ovaries  and  tubes  can  be  brought  down  and  removed  with  the  uterus. 
This  should  be  done,  if  possible,  in  alt  cases  of  malignant  disease.  If 
ligatures  arc  used,  the  ends  shouhl  be  left  long  and  protruding  into  the 
vagina;  and  it  will  be  found  more  convenient  to  divide  the  broad  Hga- 
ment  entirely  on  one  side,  and  leave  the  other  to  be  secured  after  the 
uterus  is  brought  out  sidemse  through  the  vaginal  incision.  The 
writer  has  in  some  instances  facilitated  the  operation  by  using  clamps 
on  Uie  broad  ligament  of  one  side  and  ligatures  upon  tJic  opposite  side. 
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French  surgeons  rely  altogether  upon  clamp-forceps,  and  never,  so  far 
as  the  writer's  observation  extends,  use  lijratures  in  vaginal  hyster- 
ectomy. Undoubtedly,  the  comfort  of  the  i»atient  is  better  provided 
for  if  ligatures  are  used.  It  is  an  excellent  pian  to  replace  the  clani(>s 
with  ligiitures  after  completing  the  operation  and  before  the  futtteiit  is 
removed  from  the  table.  In  using  either  clantps  or  ligatures,  the  ves- 
sels contained  in  the  broad  ligaments  should  be  secured  with  the  utnit>st 
care.  This  should  be  >ecn  to  while  the  patient  is  anesthetized  and  on 
the  table.  Two  clamps  should  always  be  used  for  each  broad  ligament. 
When  the  broad  ligament  is  clamped  by  only  one  long  clamp,  retrac- 
tion of  the  liganient.  with  hemcirrhage.  several  hours  afterward  is  x'cry 
liable  tu  occur.  Small  vessels,  "such  as  hemorrhoidal  and  vesical 
branches,  arc  usually  controlled  by  clamping  them  for  a  time;  but  if 
bleeding  persists,  they  should  be  hgaturcd  before  placing  tlie  dressings 
and  removing  the  patient  from  the  table. 

The  uterus  having  been  removed,  the  gauze  pad  is  pulled  from  the 
pelvis,  and  the  vagina  irrigated  with  hot  normal  salt  solution.  The  field 
of  operation  is  then  carefully  dried  and  inspected  to  be  sure  that  all 
vessels  arc  secured.  Kinitlly.  >lrips  of  iodtjforni  or  sterilized  gauze  are 
inserted,  extending  up  into  the  sjKice  between  the  broad  hgaments. 
This  space  must  be  loosclj-  pacl;ed  with  long  strips  of  gauze,  the  ends 
of  the  ligatures  being  carefully  placed  inside  the  vagina.  The  vagina  is 
also  packed  with  gauze;  and.  if  clamp-forceps  have  been  used,  gnuzc 
should  be  placed  around  them  to  protect  the  soft  parts  from  pressure. 
The  purpose  of  the  gauze  pack  is  twofold:  Kirst,  for  drainage;  and, 
second,  far  shutting  ofTthe  general  peritoneum  from  the  operative  area. 
and  thereby  preventing  septic  infection.  Hy  supporting  and  holding 
aside  the  bladder,  rectum,  intestines,  and  onieulimi,  drainage  into  the 
vagina  is  facilitated.  The  jjacking  should  be  sufficiently  tight  to  sup- 
port the  viscera  in  normal  position,  but  loose  enough  to  permit  free 
drainage.  Tlie  presence  of  clamp-forceps  improves  drainage.  Tl»c 
cathetLM  should  be  used  to  see  if  the  bladder  is  intact.  If  the  bladder 
beperfor.itcti  in  the  course  of  the  operation,  it  should  be  sutured  imme- 
diately. When  properly  closed  at  this  time,  it  usually  hcds  perfectly 
and  gives  no  further  trouble. 

The  after-treatment,  in  general,  is  the  same  as  in  the  treatment 
of  cases  t>f  abduminal  section.  The  clamps  should  be  loosened,  and 
removed  with  gentle  traction  at  the  entl  of  forty-eight  hours.  The 
gauze  should  be  allnwed  to  remain  for  five  days.  For  its  removal,  the 
patient  should  he  [>I.iced  wilh  the  buttocks  upon  a  rubber  sheet  at  the 
edge  of  the  bed.  with  the  thighs  flexed  and  held  by  the  nurse.  The 
posterior  vaginal  wall  is  then  retracted  with  a  small  Sims  speculum 
and  the  gauze  removed,  being  careful  not  to  pull  on  the  ligatures,  if 
ligatures  have  been  applied.  As  soon  as  the  gauze  is  removed,  it  must 
berep]ace*l  with  strips  of  fresh  gauze.  This  dressing  should  be  re[ieated 
every  two  nr  three  days  for  ten  days.  No  vaginal  douche  of  any  kind 
should  be  used  until  healing  is  complete.  The  patient  may  get  up  and 
about  at  the  end  of  two  weeks. 

The  surgical  treatment  of  abnormalities  of  the  uterine  cervix  and 
lacerations  resulting  from  parturition  are  discussed  in  a  preceding  chap- 
ter of  this  volume,  to  which  the  reader  is  referred. 


CHAPTER    XXIV. 

INFLUENCE   OF  AGE  AND   RACE   IN   SURGICAL  AFFEC- 
TIONS. 

The  treatment  of  racial  differences  in  this  chapter  will  be  largely 
limited  to  the  white  and  black  races  of  North  America,  as  between 
these  races  our  opportunities  for  differentiation  are  greatest. 

To  the  careful  student  who  reviews  the  literature  of  the  subject 
there  is  no  escape  from  the  conclusion  that  the  negro,  as  we  now  find 
him,  with  changed  environments,  habits,  and  associations,  is  a  difierent 
being  from  what  he  was  before  the  Civil  War.  He  came  to  America 
three  hundred  years  ago,  with  certain  immunities  and  susceptibilities  to 
disease  which  were  so  conspicuous  as  to  be  noted  by  all  trustworthy 
observers.  A  few  of  the  immunities  he  then  enjoyed  have  been  main- 
tained, more  lost  in  part,  others  wholly  exhausted,  and  to  some  few 
diseases  (for  instance,  local  tuberculosis  of  glands,  skin,  and  bones)  he 
shows  not  only  the  same  liability  as  the  Caucasian,  but  even  exceeds 
him  in  susceptibility. 

The  original  susceptibilities  of  the  negro  seem  to  have  abided  with 
him  and  to  have  undergone  less  change,  he  still  being  as  liable  to 
fibroid  and  other  benign  neoplasms  as  he  lias  ever  been,  as  well  as  to 
keloid,  elephantiasis,  and  tetanus.  Not  only  is  the  race  manifesting 
an  increasing  tendency  to  di.sease  of  all  kinds,  but  statistics  of  every 
Southern  hospital  will  prove  that  the  colored  race  is  less  resistant  and 
shows  a  larger  mortall^.m  both  medical  and  surgical  affections  (opera- 
tive and  non-operative  ca.ses),  than  the  Caucasian.  The  full-blooded 
negro  is  less  resistant  to  begin  with;  and,  besides  this,  the  mulatto 
inherits  the  weaknesses  of  both  races,  the  strength  of  neither,  and  begins 
life  with  the  heaviest  of  handicaps.  Therefore,  it  is  not  surprising  to 
the  observant  occasionally  to  hear  such  authorities  as  Hunter  McGuire. 
D.  W.  Yandell,  and  other  thoughtful  practitioners  of  large  experience 
with  this  race,  say  that  the  African  will  in  time  become  as  extinct  in 
this  country  as  the  buflfalo  and  the  North  American  Indian.  It  is 
clearly  foreshadowed  that  he  cannot  maintain  the  struggle  for  life  with 
a  race  his  superior  in  every  respect,  in  a  climate  to  which  he  is,  at  best, 
ill-suited. 

Halignatit  Disease. — All  early  writers  testified  to  the  immunity 
of  the  African,  in  both  his  native  and  adopted  countr>-,  to  malignant 
disease.  It  cannot  be  doubted  that  up  to  fifty  years  ago  carcinoma 
was  most  rare  with  them  as  a  race,  just  as  it  is  with  all  primitive  and 
dark-skinned  people  everywhere. 

Malignant  disease  (both  sarcoma  and  carcinoma^  is  certainly  increas- 
ing in  frequency  in  the  black  with  even  greater  ratio  than  in  the  white 
race.    From  a  condition  of  practical  immunity,  they  have  become  nearly 
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as  liable  to  malignant  disease  of  some  organs  as  the  white,  quite  as 
much  so  to  that  of  the  mammary  gland,  and  seemingly  more  liable  to 
carcinoma  of  the  uterus. 

The  records  of  the  City  Hospital  and  the  Health  Department  of 
Louisville  for  the  past  thirty  years  are  in  line  with  the  statements  and 
statistical  data  of  Billings  and  Matas,  and  emphasize  especially  the  fre- 
quency t)f  carcinoma  of  the  uterus  in  negroes.  It  is  impossible  to  ascer- 
tain what  per  cent,  of  the  cases  were  in  full-bloods,  as  no  distinction  is 
made  in  the  reports  between  full-bloods  and  mulattoes.  Nor  is  it  pos- 
sible to  determine  the  relative  number  of  cases  of  sarcoma  and  carci- 
noma ;  and  therefore  no  attempt  is  made  to  do  so.  It  is  safe  to  say.. 
however,  that  the  negro  is  relatively  somewhat  more  prone  to  sarcoma 
than  he  is  to  carcinoma.  As  has  been  stated,  the  mammary  gland  suf- 
fers as  often  in  the  black  as  in  the  Caucasian ;  the  uterus  more  often. 
Now  it  would  appear,  fz  ^r/Wv,  that  the  negro,  almost  universally  affected 
as  he  is  with  phimosis,  should  show  a  special  susceptibility  to  cardnoma 
of  the  penis;  yet  I  have  never  seen  such  a  case,  nor  do  the  records  of 
our  city  hospital  indicate  that  one  has  been  treated  there  in  thirty  years. 
Of  207  deaths  from  carcinoma  in  negroes  reported  to  the  Louisville 
Health  Department  in  thirty  years,  none  has  been  entered  as  carcinoma 
of  the  penis. 

According  to  the  Eleventh  Census,  malignant  disease  occun  in  every  loo,oc»  living 
inhabltniits  as  follows: 

V-Tiites 53.93 

Negroes 3^-^5 

North  American  Indians 5. 31 

The  Chinese  are  slightly  less  liable  than  Indians. 

To  every  1000  deaths  from  known  causes  in  the  United  States,  in  persons  over  forty-five 
years  of  age,  there  were  due  to  carcinoma  and  tumor : 

Whites ...  62.86 

Negnies 29.81 

North  American  Indians .    .  I4-49 

Chinese 13-99 

In  this  country,  as  in  England,  carcinoma  is  alarmingly  on  the 
increase.  Both  races  show  a  marked  increment  of  gain ;  and,  so  far  as 
carcinomata  in  general  are  concerned,  the  increase  has  been  about  the 
same  in  the  two  races,  as  will  be  shown  by  the  table  giving  everj'  death 
from  carcinoma  in  Louisville  for  thirty  years.'  These  records  also 
show  that  the  number  of  cases  has  doubled  each  decennium,  an  increase 
out  of  all  proportion  to  the  gain  in  population. 

Carcinoma  of  all  Parts. — 1868  to  1878 — total  number  of  deaths,  244:  white,  205; 
colored,  39.  1878  lo  1888  total  number  of  deaths,  484:  white,  411  ;  colored,  73.  i8s8 
to  1898— total  number  of  deaths,  892  :  white,  797  ;  colored.  95.  Total  number  of  deaths 
for  thirty  years,  1620:  while,  1413  ;  colored,  207. 

The  Louisville  City  Hospital  records  for  the  past  twenty  years  agree 
fully  with  those  of  Matas,  drawn  from  the  service  of  the  Charity  Hos- 
pital in  New  Orleans,  and  show  that  malignant  disease,  instead  of  being 
uncommon  in  the  negro,  is  as  often  encountered  in  him  in  Southern 
hospitals  as  it  is  in  the  whites.  Of  1620  deaths  from  malignant  disease 
reported  to  the  Louisville  Health   Office,  1413  were  whites  and  207 
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colored,  or  about  one-eighth  of  the  total  number;  the  normal  propor- 
tion of  colored  population  to  white  in  Louisville  is  i  ;  4,  which  indicates 
a  mortality  in  the  colored  population  to  be  50  per  cent,  of  what  it  is  in 
the  white  for  carcinomata  in  all  situations.  This  I  believe  to  be  nearer 
the  truth  than  the  smaller  hospital  series  indicates,  as  it  deals  with  the 
entire  population  of  the  city ;  and  is,  moreover,  nearly  in  accord  with 
Billings's  Eleventh  Census  statistics  (death-rate,  53.93  to  100,000  living 
white  inhabitants,  and  36.65  colored).  Further,  these  represent  deaths, 
and  arc  not  open  to  the  objections  that  clinical  diagnoses  may  be. 

The  (I  i  sere  pa  ncy  between  tlic  istatJslicfi  nf  the  hospital  and  the  Health  OfHee  are  appareot 
and  not  real  ;  ri)r,  while  the  ho^spitat  shows  the  colured  race  to  suffer  as  often  as  the  white, 
it  should  be  remembered  that  the  improvidence  and  indigence  uf  this  race  furce  them  into 
the  city  hospital  twice  as  freiiueiitly  as  the  more  favored  whites.  The  normal  hospital  pro- 
portion of  colored  to  while  is  just  douhle  that  shown  by  the  city  at  large ;  hence  the  two 
reports  are  in  perfect  harmony,  and  >how  that  the  negro  sulTers  from  carcinomata  in  general 
one-half  as  often  as  the  whiles. 

Mammary  QIand. — Far  from  being  uncommon,  as  many  practi- 
tioners believe,  malignant  disease  of  the  mammary  gland  is  as  frequent 
in  the  black  as  in  the  white  race  of  North  America. 

There  were  839  cases  of  carcinoma  of  the  breast  reported  in  the  eleventh  census :  Kii 
females,  28  males.  One  occurred  under  fifteen  years  of  a^e  ;  l6j  between  fifteen  and 
forty  -  ti  ve ;  670  at  and  over  forty-five.  Rate  of  dead  1  to  100,000  inhabitants:  females, 
8.23;  males,  0.29.  Age:  forty-five  to  sixty-five,  30.08  ;  sixty-live  and  over,  50.  Death- 
rate  practically  the  same  in  white  (4.27)  and  colored  (4. 19). 

The  records  of  both  the  Louisville  City  Hospital  and  the  Health 
Office  show  a  larger  per  cent,  of  cases  of  mammary  carcinoma  in  the 
negro  than  in  the  white  for  the  past  dccennium ;  whereas  thirty  years 
ago  it  was  rarely  seen  in  negro  patients  of  the  hospital  or  reported  to 
the  Health  Office  as  the  cause  of  death. 

Contrary  to  the  belief  of  many,  I  have  learned  from  extensive  cor- 
respondence with  army  surgeons,  surgeons  to  Indian  agencies,  as  well 
as  others  in  civil  practice  in  Mexico.  Xew  Mexico,  and  many  of  our 
Western  States  and  Territories,  that  mammary  carcinoma  is  not  infre- 
quently met  with  in  Indians  and  Mexicans.  All  agree,  however,  that  it 
is  increasing  in  frequency  in  these  races  ;  and  that  they  are  now  far  from 
immune  to  mammary  and  uterine  carcinoma,  notwithstanding  the  con- 
trary teaching  of  ail  early  and  modern  authors.  Nearly  alt  cases  of 
carcinoma  reported  in  Indians  and  Mexicans  were  located  in  the  mamma; 
or  uterus.  Epithelioma  of  the  lijis,  tongue,  and  mouth  is  infrequently 
encountered  in  Indians  and  Mexicans,  in  spite  of  the  fact  that  these 
parts  are  con.stantly  subjected  to  irritation  caused  by  .smoking,  a  habit 
practically  universal  among  them. 

Carcinoma  of  the  Uterus. — The  ICleventh  Census  shows  carcinoma 
of  the  uterus  to  be  far  more  common  in  the  colored  race.  There  were 
1472  cases  reported,  and  the  death-rate  was  24.94  in  negro,  and  14.41, 
or  but  little  more  than  half  the  number,  in  white  women.  The  following 
table  shows  the  death-rate  per  100.000  at  all  ages  during  the  census 
period : 

All  .igcs.  15  til  4<;  year*  <s  ">  ''i  yc"*.  ("i  ye:ir*  and  over. 

Total 14.93  9.32  5401  45-9* 

White 14.4I  8.79  52.2*>  44.16 

Native  bom ro.98  7.51  5i-7>  43-71 

Foreign  bom    .....  22.92  II, ()8  50-79  41-77 

Colored 24.94  i&.t^  94-59  88.36 
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The  death-rate  is  much  higher  in  ihe  colored  race  for  all  ages. 

lloth  the  Louisville  City  Hoispital  and  the  I  Icalth  OfTicc  statistics 
show  carcinoma  of  the  uterus  to  be  more  common  in  tlie  black  race. 
I'rom  186S  lo  1898  there  wen;  272  deaths  from  cardnoma  of  the  uterus 
reported  to  the  Health  Office  of  Louisville;  of  this  number,  216  were 
white  and  56  colored  ;  it  shows  a  jkt  cent,  against  the  negro,  the  nor- 
mal ratio  of  population  being  1  :  4. 

I  jable  as  the  mamniar\'  <>;land  and  uterus  oT  the  negro  are  to  malig- 
nant disease,  certain  other  rcj^ions  which  one  wuuhl  expect  to  suffer 
often  do  so  mfrcqucntly.  1  have  never  seen  carcinoma  of  the  penis, 
larynx,  or  tongue  in  a  negro;  while  rectal  carcinomnta  are  common. 

Age. — Infancy  and  childhood  are  practically  exempt  from  epithelial 
malignant  neoplasms  ^carcinoma),  the  ycungesi  case  on  record  being  one 
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PlU.  401. — Sarcomn  rJi  ihr  paraliil  iclnnd :  Gilnl  tn  Ihrrr  rnonths. 

of  cylindroma  of  the  rectum,  in  a  girl  aged  eleven  (Stem).  Cardnoma 
is  rare  prior  to  the  age  of  thirtj' ;  it  then  becinnes  more  common,  and  is 
ever  thereafter  more  liable  to  occur  with  each  succeeding  year,  and  has 
lieen  reported  by  .Sutton  at  one  hundred  and  two.  Practically  all 
tumors  of  infancy  and  early  childhood  are  sarconjata  ;  the  first  decen- 
nium  bdng  nearly  as  exempt  from  benign  neoplasms  as  it  is  to  carci- 
nomata.  Sarcomata  of  the  eye.  kidney,  testis,  and  prostate  are  common 
in  infancy,  and  may  be  in  many  instances  congenital- 

I>uaii  aiulyicd  182  ou**  of  Mivunia  in  inriancv,  and  foiirul  70  of  ihc  ere,  4S  of  ihc 
kMney.  1 1  ai  (hp  tcslicic,  8  of  lh«  prfiMsle  ;  whilr  tin-  liimes,  lanf^e,  atidtmicn,  *b<1  bt»»n 
were  affcclcd  5  Uines  cnch;  Iimik  aixl  tlum  inaler.  4  ti'nt*  «"■*• :  IMncrens,  3  ;  liver,  tonsil, 
and  tectnn.  s  each  ;  «nd  sioouch,  i. 

During  the  second  dccennium.  llie  long  bones  and  maxillie  arc  the 
usual  sites  of  sarcoma  (Fig.  401)-  rhe  long  bones  still  suffer  in  the 
third  deccnnivim;  and  in  the  fourth,  some  of  the  long  bones,  as  the 
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humerus,  and  the  mammary  gland  and  testicle  exhibit  their  greatest 
tendency  to  sarcomatous  change.  After  forty,  sarcoma  is  rather  un- 
common until  sixty,  when  it  again  becomes  frequent.  Like  carcinoma, 
it  is  common  as  a  senescent  change ;  but,  unlike  it,  shows  its  greatest 
dcstructivcness  in  infancy  and  early  childhood. 

The  following  tables  are  by  VV.  Roger  Williams : ' 

Table  I. — Showing  the  Deaths  due  to  Alalignant  Disease  at  Different  Age-periods, 

__  ,,.  Under        From        From        From        From         'I'otal  under        From        From 

&ex.  All  ages.  ^  ^^^^^  ^_^  ^_^  ^_^  ^_j  ^  years,  5-10,        10-15. 

Males  .    .    .   5,754  86665  31  18  18 

Females  ,      10,489  76666  3I  15  16 

From  From  From  From  From  From'  Frum  From  Over        Total  boUi 

15-ju.  »o-aS'         »5-35-  35-<5-         *5-S5-  55-65-  65-7S.  7S-85.  8j,  >exe«. 

33  50  145  426         1095         1737         1555  59X  65 

25  41  321         1313         2464        2922         2330  910  loi  16,245 

Table  2. — Showing  the  number  0/  Deaths  from  Malignant  Disease  in  Early  Life  per  MU' 
lion  Persons  Living  at  each  Age-period, 

.  .    .,  Under  s        From  From  From  From  *ii  .™ 

Age-penod..  y^^„  >         j_,^  j^,^  ,j_^  ^^^  All  age^ 

1861-70 13  7  7  7  *7  38* 

1871-80 12        7       7       15       27         468 

1881-90   ....  20       10      II       20       35         589 

Benign  Neoplasms. — As  a  class,  the  mesoblastic  benign  neo- 
plasms are  more  common  to  the  negro,  he  being  exceptionally  liable 
to  fibroma,  lipoma,  and  keloid. 

MoUuscum  fibrosum,  although  more  frequent  in  the  negro,  is  more 
common  in  the  whites  of  this  and  even  more  Northern  latitudes  than 
authorities  admit.  Many  speak  of  it  as  an  affection  almost  peculiar 
to  the  black  race  of  the  tropics ;  yet  I  have  seen  3  most  striking 
instances  of  this  disease  in  white  males,  all  past  forty,  within  the  last 
four  months.  I  have  seen  the  disease  more  often  in  the  white  than  in 
the  black  race. 

Keloid  is  also,  I  take  it,  more  common  in  the  white  race  than  many 
believe ;  though  it  is  certainly  many  times  less  frequent  than  in  the 
negro.  1  have  seen  a  number  of  typical  keloids  supervening  upon 
vaccination-scars,  on  the  lobule  of  the  ear  after  piercing,  and  on  cica- 
trices variously  situated  in  the  white  race. 

Age. — As  has  been  intimated,  the  very  young  are  practically  exempt 
from  benign  neoplasms.  The  first  deccnnium  suffers  rarely,  and  then 
usually  from  congenital  angiomata  and  lymphangiomata. 

Anetuysm. — According  to  the  Eleventh  Census  Report,  aneurysm 
is  far  more  common  (3  :  1)  in  the  colored  than  in  the  white  race.  The 
records  of  the  Health  Office  in  Louisville  agree  fully  with  Billings's  sta- 
tistics, showing  that  in  a  population  of  1  :  4  there  were  nearly  as  many 
deaths  in  negroes  as  in  whites  in  the  last  decennial  period. 

Of  aneurysms  treated  at  the  Louisville  City  Hospital  for  ten  years 
past,  there  were  more  than  twice  as  many  in  negroes  as  in  whites, 
although  the  proportion  of  white  to  colored  patients  in  this  institution 
has  been  nearly  3:1. 

I  "The  Malignant  Tumors  oi  InTancyi  Childhood,  and  Vou(h,"  Ix>ndon  Lancet,  May 
I,  1897. 
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Age  also  lias  a  mnst  rlirect  bearing,  as  aneurysm  rarely  occurs  before 
thirty.     In  the  series  analyzed  by  myself,  none  occurrc<l  under  twent>-- 

fivc;  there  were  but  3  under  thirty, 
aged  l^^cnty-fi\'e,  twcnty-cijjht,  aiid 
twenty-eiyht,  respectively. 

The  greatest  number  of  cases  will 
be  ftnmd  Ik'Iwcch  lliirtj'-five  and  fifty- 
five.     The  di.suasc  Is  rare  after  sJxtj'. 

Aneurysm,  apparently,  is  far  more 
common  in  some  races  than  in  others. 
bang  vcr>'  frequent  and  seemingly  i»- 
creasing  in  lingland;  while  it  is  one 
nf  the  rarest  aficctituis  in  China,  due, 
it  is  said,  to  the  non-slimulating  rice- 
diet,  temperate  habits,  and  phlegmatic 
temperament  of  the  Chinese. 

Hunter  McGuire.  of  Richmond, 
Virginia,  states  that  "anenrA'sm  i» 
mucli  in«>rc  coiimion  in  the  negro  than 
in  the  while,  in  my  experience."  Tif- 
fany, of  Baltimore,  writes  of  the  fre- 
quency with  which  aneur>-.<<m  occurs 
in  the  black  race.  Nearly  all  .sur- 
geons from  whom  replies  have  been 
received  to  my  inquiries  have  re- 
marked upnn  tile  grtrater  liability  of 
the  black  race  to  aneurysm.  These 
statements,  however,  arc  merely  im- 
pressions gained  from  a  large  expe- 
rience, but  not  substantiated  by  sta- 
tistics. It  is  certainly  my  own  co: 
viction  that  aneurysm  is  relatively  far 
more  common  in  the  negro;  and 
therefore  1  cannot  agree  with  Mata% 
when  he  states  that  aneur>'snK  arc 
somewhat  less  common  in  the  African,  on  account,  as  he  thinks,  of 
their  comparative  immunity  to  gout.  rheimiaiiHiTi,  and  alcoholism. 

Appendicitis. — That  apjK-ndicitis  i'i  rL-Iatively  a  rare  lUseasc  with 
negroes  is  a  fact  substantialttd  by  all  I.outsvitle  surgeons  and  nlhcrs 
wlio  have  been  interrogate<l.  In  an  analysis  of  250  cases  operated  utntn 
by  Louisville  surgeons,  but  5  cases  have  been  reported  in  negroes.  This 
would  indicate  a  striking  immunit)*.  as  it  shows  the  disease  to  be  only 
one-tenth  as  common  in  the  black  as  in  the  white  race. 

Age. — The  influence  of  age  Is  not  less  marked  than  that  of  race 
Tlie  disease  is  most  common  Ix-tween  fifteen  and  thirty-five.  Though 
Holt.  Villard.  and  uthiirs  report  cases  under  five  years  of  age,  but  few 
arc  of  record  ;  and  wc  arc  justified  in  saying  that  the  first  quinquennium 
of  life  enjoys  a  practical  exemption  from  this  affection,  his  rare  in  the 
second  quinquennium,  more  common  in  the  third;  the  liability  further 
incrca.ses  in  the  fourth,  and  reaches  the  maximum  hi  the  fifth  quinquen- 
nial jKriod;  it  then  declines  slowly  in  the  sixth,  seventh,  and  eight,  to 
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become  thereafter  a  rare  disease.     I  have  analyzed  92  cases  with  refer- 
ence to  age,  and  find  there  were: 

Under    5  years  1  case  (3^  years). 

5  to  10  years 9  cases. 

10  to  15  ■'  II     " 

IS  to  20  "  18     •' 

20  to  25  "  19     " 

25  to  30  '*  16     " 

301035  "  4     " 

35  to  40  "  4     " 

401045  "  5     " 

45  to  50  "  2     ** 

5oto55  "  3     "  (51.  52,  and  S3  years). 

92  cases. 
Average  age 23.12  years. 

In  Fowler's  169  cases,'  the  age  of  the  youngest  was  two  and  a  half 
years  ;  the  oldest,  sixty-eight.  In  the  youngest  case,  the  disease  was 
tubercular  in  character  This  was  the  only  case  occurring  under  five 
years  of  age. 

Between    s  <">(1  'o  years 8  cases. 

"       10  and  15     "        21  " 

"       15  and  20     "       29  " 

"       20  and  2S     "       43  " 

<•      2S  and  30     "       23  " 

"       30  and  40     " 28  " 

Over  40  years 16  " 

Congenital  Deformities. — Harelip,  cleft-palate,  club-foot,  spina 
bifida,  and  all  congenital  deformities  are  certainly  less  frequent  in  the 
negro. 

Club-foot  and  spina  bifida  in  the  negro  have  never  been  encountered 
in  my  practice ;  nor,  so  far  as  1  can  learn,  in  the  practice  of  other 
Louisville  surgeons. 

Congenital  deformities  of  all  kinds  are  also  reported  to  be  rare  with 
Indians.  The  only  deformity  reported  by  any  of  the  many  army  sur- 
geons interrogated  was  i  case  of  club-foot  and  i  of  double  harelip,  both 
in  Sioux  children,  reported  by  Major  William  L.  Knecdler,  of  the  United 
States  Army,  Other  army  surgeons  have  stated  that  they  never  met 
with  these  deformities  in  Indians;  most  of  them,  however,  stating  that 
they  may  not  be  so  rare  as  their  observations  would  indicate,  for  it  is 
the  custom  of  Indians  to  put  deformed  children  to  death  soon  after 
birth. 

The  Mexicans,  as  a  race,  suffer  more  frequently  than  Indians  from 
all  congenital  deformities ;  and  a  number  of  cases  of  harelip,  clubfoot, 
supernumerary  digits,  and  like  deformities  have  been  reported  to  me. 

Jews,  it  would  seem,  suffer  infrequently  from  congenital  deformities, 

^nlarg'ed  Prostate. — My  own  experience  leads  me  to  believe  that 
enlargement  of  the  prostate,  as  a  senescent  change,  is  common  enough 
in  the  white  after  fifty ;  but  that  it  is  rarely  seen  in  the  negro.  Every 
surgeon  to  whom  I  have  written  expresses  the  same  opinion,  many 
stating  that  they  have  never  seen  it  in  the  full  black. 

*  Annals  ef  Surgtry,  May,  1894. 
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Hunter  MctiuifF  wiilM  mc  u,  follow* :  "  As  much  a?  I  have  hat]  to  do  with  this  subject, 
]  never  uur  a  cau  of  chronic  hy|>cTtrophy  of  th^  pnistate  gland  in  ■  pure  ncgn>:  I  >ce  ii 
»ery  often  in  the  mulatto  and  miKCd  breeds." 

John  1'.  Hryaun,  of  Si.  Ixiui^,  writes  that  while  he  often  sees  lubMculosis  of  Ihft  proMate 
and  testicle  in  the  negro,  he  lia*  never  »een  a  nnglc  case  of  prostatic  hypertiophy  ;  nor  dw 
the  recnnU  of  ihe  college  and  hospiiaU  of  St.  I.Qui«  uriih  which  he  iii  cunnecied  rIiow  a 
single  instance  of  this  afT<clioii. 

)'.  S.  Conner,  oT  (..'iiiciniiati,  wriles  thai  "  Knlarged  pmHtatc  is  infrequently  founf)  in 

F.  C.  l.cbcT,  who  W3>  t'"'^tdenl  of  the  Ixmisvilie  Uoatd  of  Cxamiiwn  of  I'ensinnen, 
sajrsihat  in  his  fourycjire'  service  no  case  of  enlatf^  prostate  in  the  ne^io  pteseoied  for  et- 
aminaliun.     i  le  tin>  ni^t  Kcn  il  in  pnvnte  or  hospital  pmvOce  in  thitty-seven  yenre'  experience. 

(ilher  l.nuUville  surjteoiis  iiavc  never  wen  enlar^td  proiiate  tn  the  neirto,  notwithstarKUng 
the  fact  that  ihe  ne^ro  population  i«  I  :  4,  and  our  clinjcs  aic  made  up  nlmoai  entirely  ftocn 
the  nrgni  jiopiilaitdn. 

1  have  men  I  caw;  in  a  negm  paU  eitjht^  in  iwcnly  years'  experience. 

Tlic  records  of  the  l^ui^ville  City  llo^piial  for  the  pa^  ten  )'far%  have  been  most  cate- 
fully  examined,  and  not  a  tingle  catc  occurring  in  the  negro  has  been  found. 

]  therefore  agree  with  Matas,  that  chronic  enlargement  of  the  pros- 
tate gland  is  a  rare  disease  in  hosjMt^J  practice  in  Lniiisville,  as  it  is  in 
New  Orleans  ;  but  cannot  agree  with  him  that  it  is  relatively  nearly 
twice  as  common  in  the  black  race. 

Age. — Of  course,  age  has  a  most  important  bearing  upon  enlarged 
prostate ;  and  it  is  practically  ne\'er  seen  before  middle  life.  It  is  said 
by  most  authors  that  about  one-third  of  all  males  past  middle  life  are 
subject  to  some  enlargement  of  the  prostate;  in  only  about  one-tenth 
of  these,  however,  is  the  enlargement  of  such  nature  as  to  be  of  patho- 
logical import.  I  am  sure  that  I  have  never  seen  enlarged  pro.statc,  not 
clearly  due  to  malignant  disca.sc,  prior  to  ftfty,  and  icvi  cases  under 
sixt>'. 

White  and  Martin  .state  that  prostatic  enlargement  occurs,  as  a  rule, 
in  men  who  have  passed  the  age  of  fifty-five ;  and  that,  "  on  the  basis 
of  extensive  tabulations,  it  is,  however,  apparent  that  enlargement  of 
tlie  prostate  begins  only  exceptionally  under  tlic  age  of  fifty  or  aAcr 
that  of  seventy." ' 

Btysipelas. — The  total  number  of  deaths  from  ery.sipclas  in  the 
United  State.s  Census  Report  just  issued  was  2663.  The  death-rate 
per   icxj.ooo  inhabitants  was  as  follows: 

Under    5  yeara  - Jl-Ai 

$  to  15  yean o.Sk 

15  to  45     "       Z.8a 

45  10 1)5     "       .       &.8S 

Few  cases  were  fc^>^^rlcd  a.*  occurring  in  the  ncpro. 

A  careful  examination  of  Ihe  reeurds  nf  the  Oiy  llnspital  and  the  I.QUisville  Health 
Office  shows  ihal  the  diteaw  it  not  so  rare  in  ihe  negro  as  many  suppose.  Of  79  dealha 
due  Id  erysipelas  reported  to  the  Health  tieparlineni  in  the  past  ten  yean,  17  were  colored, 
which  is  about  the  norrna)  proportion,  our  (mpuUlion  being  I  :  4. 

Those  unaccustomed  to  seeing  cr>-sipclas  in  the  negro  easily  over- 
look it  on  account  of  the  color  of  the  .skin. 

The  two  extremes  of  life  suffer  by  far  most  frequently,  young  adults 
and  middle-aged  (x:rs«>ns  having  it  but  rarely;  and  when  they  do. being 
predisposed  t<>  it,  as  a  rule,  by  Bright's  disease,  diabetes,  and  alco- 
holism. 

Gall-stones. ^Gall-stones  practically  never  occur  during  the  first 

*  /Vwr.  Amfr,  MtJ.  Ast^.,  1S98 ;  author's  address,  Section  od  SatKery. 
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decade  of  life,  and  but  rarely  in  the  second.  It  may  safely  be  said  that 
they  are  infrequently  seen  prior  to  thirty.  Afterward,  they  become 
prc^ressively  more  common  with  advancing  years.  In  more  than 
90CX>  autopsies  gall-stones  were  found  in  1  case  in  every  30  by  Naunyn; 
in  persons  past  sixty,  i  out  of  every  6  is  affected  (Naunyn).  That  the 
colored  race  is  far  less  frequently  affected  than  the  white  seems  certain. 
Of  106  cases  operated  upon  by  Louisville  surgeons,  but  i  was  in  a 
negro. 

Further,  Solomon,  curator  of  the  City  Hospital,  has  kept  a  record 
of  every  post-mortem  examination  since  he  became  curator  (two  years), 
and  in  not  a  single  instance  have  stones  been  found  in  the  gall-bladder 
oi  a  negro.  It  was  examined,  of  course,  in  every  case.  He  found 
them  frequently  in  whites. 

That  the  negro  should  suffer  less  frequently  is,  I  think,  explained  by 
their  more  active  life,  better  teeth,  and  stronger  digestion,  coupled  with 
the  fact  that  they  do  not  indulge  in  the  highly  seasoned  food  of  the 
whites ;  they  are  also  less  liable  to  malaria  and  other  conditions  depend- 
ent upon,  or  associated  with,  a  torpid  liver. 

Acute  Intestinal  Obstruction.— Omitting  congenital  malforma- 
tions as  a  cause  of  obstruction,  we  have,  first,  invagination  or  intussus- 
ception; secondly,  impaction  of  foreign  bodies,  notably  gall-stones; 
thirdly,  volvulus,  or  twisting  of  the  bowel  upon  its  axis,  said  to  be  due 
to  elongation  of  the  mesenteric  attachment  of  the  gut ;  and,  fourthly, 
internal  strangulation,  due  either  to  an  inflammatory  band,  a  Meckel's 
diverticulum,  or  a  protrusion  of  the  gut  through  an  internal  opening, 

I  have  chosen  to  consider  only  acute  obstruction,  as  it  would  seem 
to  have  a  more  direct  bearing  upon  the  questions  of  age  and  race. 

Intussusception. — Intussusception  causes  at  least  one-third  of  all 
cases  of  acute  intestinal  obstruction.  According  to  \V.  Brinton,  who 
analyzed  12,000  post-mortem  examinations,  intussusception  causes 
about  43  per  cent,  of  all  cases.  I^ichtenstem  and  Fitz  place  the  fig- 
ures at  38  per  cent. ;  others  place  them  as  low  as  30  per  cent.  Intus- 
susception is  pre-eminently  an  affection  of  infancy  and  early  childhood. 
I*  Emmett  Holt  has  collected  385  cases  of  intussusception  in  young 
children:  141  were  under  si.\  months  old;  89  between  six  and  twelve 
months ;  32  between  the  first  and  second  years ;  96  between  two  and  ten 
years.  It  will  be  seen  that  considerably  more  than  one-half  of  these 
cases  occurred  within  the  first  year.  At  least  one-half  of  all  cases  of 
intussusception  occur  at  the  ileocecal  junction.  Of  the  remaining  cases, 
twice  as  many  will  occur  in  the  small  intestine  as  in  the  colon. 

Impaction  of  Foreign  Bodies. — Foreign  bodies,  hardened  feces,  and 
especially  gall-stones,  occasionally  cause  intestinal  obstruction ;  and 
from  statistics  it  would  .seem  that  this  will  explain  about  1  case  in  1 5  of 
intestinal  obstruction.  Occasionally,  an  instance  will  be  met  with  in  a 
child  who  has  swallowed  foreign  bodies.  Cases  due  to  fecal  impaction 
are  usually  in  elderly  subjects,  a  decided  preponderance  being  females. 

Volvulus. — Intestinal  obstruction  due  to  volvulus  is  comparatively 
rare.  It  nearly  always  occurs  after  middle  life,  frequently  in  elderly 
people,  and  is  three  or  four  times  as  common  in  nten  as  in  women. 
Elongation  of  the  mesentery,  which  is  supposed  to  act  as  a  cause,  may 
be  congenital ;  but  is  usually  exaggerated  late  in  Ufe  as  a  result  of  pro 
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longed  traction,  therefore  explaining  the  relative  frequency  of  this  affec- 
tion in  i:ldcrly  iiibjt:cts,  just  as  hernia  is  accounted  for  in  the  same  way. 

Internal  Strangulation. — Thi;;  variety  of  intestinal  obstruction  is 
the  most  frequent  of  all.  It  maybe  caused  by  a  Meckel's  diverticulum, 
inflammatory  bands,  retroperitoneal  hernia;,  prolapse  of  the  intestine  into 
an  abnormal  pouch,  or  it  may  be  a  form  of  internal  hernia.  As  intus- 
susception is  closely  identified  with  the  first  decennial  period  of  life,  and 
volvulus  with  elderly  subjects,  this  variet)'  is  associated  with  individuals 
between  the  two  extremes  of  life.  This  is,  as  we  might  expect,  on 
account  of  occupation,  exposure,  and  the  diseases  to  which  we  are  liable 
during  the  active  period  of  existence.  In  men  it  may  follow  appendi- 
citis caused  by  a  baud  constricting  the  bowel ;  in  women  it  not  infre- 
quently follows  pelvic  inflammation. 

R(Ui\ — Of  45  fatal  cases  of  Intestinal  obstruction  reported  to  the 
Louisville  Health  Oflice  for  the  pa.st  ten  years,  40  were  white  and  5  col- 
ored. This  would  indicate  a  mortality  in  the  white  race  exactly  double 
that  in  the  black,  the  normal  population  being  i  :4. 

Ovarian  Growths. — Ovarian  tumors,  cystic  and  solid,  occur  in  all 
ages  and  in  evcr>'  race.  The  more  usual  form  of  growth  is  cj'stic  in 
character,  simple  or  dermoid.  Hoth  varieties  may  be  congenital,  and 
then  only  await  the  stimulation  that  puberty  brings  to  awaken  them  into 
renewed  activit)'.  Therefore,  although  tliere  arc  many  instances  of 
operations  upon  simple  and  dermoid  cy.sts  in  children,  we  may  say  that 
prior  to  puberty  ovarian  growths  arc  relatively  rare. 

Aq  inTanC  rouir  monlh*  old  was  succc^^riilly  nfiirniletl  upon  by  D'Aicy  Powct  for  an  ot«- 
rfain  ryiit.  HiifTniiiii  rr|>i>rls  nn  utiMin^NKful  uinc  sI  llirei*  iiumth^.  llit  lumor  wrighmg  lo 
pounds.  Iliuch  <.i{>cratcd  unsuccc^^ully  U|<on  au  ovarian  cyst  in  a  child  twcniy-four  monttift 
ohl.  Dp  SanU  ■\iiiin  iniuivril  n  <LcrTn<>i<]  cyst  in  n  «:liil<l  «me  ycnr  old,  oiid  RtKhrncr  one 
&oin  a  child  tweriy  monilis  old,  and  .S<!hwartz  'ine  from  a  child  four  years  old. 

Mcars,  Barker,  nml  Krin  have  oi)cniird  in  ta«r»  (>(  children  under  »evL-n  yK*n  of  age ; 
wKHe  TTiomioii,  Lucas,  Hamaker,  Ciipplcs,  and  Chenowoth  have  opcruted  in  chLldmi  from 
seven  to  scrm  and  onc-hAlf  years  old,  Sir  Spencer  Vcllj  and  ntany  oUiet»  report  upcra- 
liona  in  children  under  ten  year>  of  age. 

As  to  the  other  extreme  of  life,  the  same  may  be  said,  not  even  the 
octogenarian  being  immune.  A  great  many  cases  have  been  reported  in 
women  pa.st  .seventy,  and  a  number  were  in  subjects  eighty  and  beyond. 

CftrHedpe.  of  Louiaville,  recently  uperatcd  succewfully  upon  a  c»ac  past  eighty-one  t 
KfirtiBiu  repiirlit  a  caw  at  cighly-lwii.  Kill  whil<-  it  is  Inie  ihnl  ttvariun  cysttt  may,  and 
du,  pre^rit  theuuielvca  at  any  uue.  it  i>  alv.>  (rue  that  tUcy  are  most  likely  (o  develop  during 
the  ftexuni  life  nf  the  hoRt.  Pulierly  MimuMles  not  a  few  In  a  rapid  growth,  o^iecially  drr- 
mojdn :  thcreft're  it  I*  not  uitiu>uul  t*>  litid  s-ach  prx>i«lh»  under  twenty.  They  and  alt  other 
nvarinn  tumors  arc  more  cutnnton,  however,  dutiiif'  (lie  next  ibrce  decadn  uf  life. 

Cystic  di-'iease  of  the  ovary  ts  unquestionably  less  common  in  the 
negro;  but  the  difference  in  liability  of  the  two  races  which  is  su|>}>osed 
by  many  surgeons  to  exist,  is  not  supported  by  accurate  statistical  data. 
A  large  number  of  ovarian  cysts  in  negroes — full-bloods  as  well  as 
mulattoes — have  been  reported  by  various  surgeons  of  the  South. 

The  records  of  the  Health  Office  of  the  City  of  Louisville  show  that 
there  have  been  nearly  one-third  as  nvany  tiealhs  from  ovarian  tumors 
in  the  colored  race  as  in  the  white  during  the  past  ten  years.  This  would 
indicate  that  they  are  even  more  common  than  in  the  white,  as  the  nor- 
mal proportion  of  colored  to  white  population  is  1:4;  yet  this  is  not 
the  case,  I  think,  as  the  discrcpanc>-  is  easily  explained  in  several  ways : 
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In  the  first  place,  the  colored  race  is  less  resistant  to  surgery  of  all  kinds,  a  Tact  which 
seems  clearly  established  by  Matas,  from  the  enormous  experience  of  the  Charily  Hospital  of 
New  Orleans.  In  the  second  place,  negroes  are  oftentimes  operated  upon  by  less  skilled 
abdominal  surgeons  and  under  environments  less  advantageous  than  whites  enjoy.  Finally, 
I  am  satisfied  that  the  immunity  which  the  negro  is  thought  by  many  to  enjoy  does  not  exist 
except  to  a  limited  degree,  if  at  all  ;  for  if  they  were  immune  at  one  time,  the  immunity 
hitherto  enjoyed  has,  like  that  from  malaria  and  yellow  fever,  almost  wholly  disappeared. 

Malignant  disease  (usually  sarcoma)  of  the  ovary  may  occur.  It  is 
four  times  as  common  before  the  age  of  fifteen  as  afterward.  Twenty- 
five  per  cent,  die  from  operative  interference,  and  nearly  all  within  a  year 
from  recurrence.  Moreover,  convalescence  is  tedious  in  those  who 
survive  operation. 

Rectal  Diseases. — That  all  periods  of  life  do  not  suffer  equally 
from  the  several  diseases  of  the  rectum  is  apparent  to  every  observant 
practitioner.  Children  frequently  have  prolapsus  ani  and  polypi,  but 
rarely  other  rectal  affections.  Elderly  persons  also  enjoy  a  relative 
immunity  from  rectal  disorders,  and  suffer  infrequently  from  the  more 
common  troubles — hemorrhoids  and  fistula.  Carcinoma  is  more  fre- 
quent with  them  ;  but  even  this  is,  comparatively  speaking,  a  rare  disease. 

Middle  life  is  the  time  when  piles,  ischiorectal  abscesses,  fistulas,  and 
fissures  are  most  prone  to  occur.     They  are  all  frequent 

An  analysis  of  70  cases  of  hemonhoids  shows  only  3  patients  under  twenty  to  have  suf- 
fered— at  the  ages  of  fourteen,  eighteen,  and  nineteen  years,  respectively.  Fourteen  suf- 
fered in  the  third  decennium;  15  in  the  fourth  decennium;  19  in  the  fifth  decenoium;  19 
in  the  sixth  decennium,  and  3  in  the  seventh  decennium. 

Race  has  a  marked  influence,  there  having  been  60  whites  to  10  col- 
ored. As  these  were  hospital  cjises,  where  the  proportion  of  colored 
to  white  patients  was  about  i  :  3,  piles  seem  to  be  more  than  twice  as 
common  in  the  white. 

Hemorrhoids  are  said  by  army  surgeons  and  others  to  be  rare 
among  the  North  American  Indians.  The  celebrated  authority  Van 
Buren,  who  spent  some  years  among  them,  stated  that  he  never  saw  a 
case  of  piles  in  an  Indian. 

F.  A.  Winter,  Assistant  Surgeon,  U.  S.  A.,  informs  me  that  hemor- 
rhoids are  reported  to  be  common  with  Mexicans,  and  their  liability  is 
supposed  to  be  due  to  the  free  use  of  mescal.  Piles  are  common  with 
the  Mexicans  of  New  Mexico,  where  pulque  is  not  used  as  a  beverage; 
and  is  supposed,  by  nearly  all  of  the  practitioners  of  this  territory,  to 
be  due  to  the  free  eating  of  cayenne  pepper. 

I  am  told  by  careful  observers  with  e.xtensive  practice  among  Jews, 
that  they  arc,  as  a  race,  liable  to  rectal  afltctions.  Gerster,  of  New 
York,  for  many  years  surgeon  to  Mt.  Sinai  Hospital,  in  which  patients 
are  mostly  Hebrews,  has  stated,  in  a  paper  read  before  the  American 
Surreal  Association,  that  this  race  frequently  suffers  from  rectal  affec- 
tions. 

Fistula  in  ana  is  equally  as  common,  or  nearly  so.  in  the  colored 
race  as  in  the  white.  An  analysis  of  43  hospital  cases  shows  33  in 
white,  10  in  negroes ;  normal  proportion  of  colored  to  white  nearly 
I  :  3.  The  liability  of  the  negro  to  tuberculo.sis  explains  his  being 
more  frequently  affected  with  fistula  than  with  piles. 

Age. — The  first  decade,  as  in  piles,  furnished  no  cases;  the  second, 
but   5  cases,  aged  thirteen,  sixteen,  seventeen,  eighteen,  and  nineteen 
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years,  respectively.  The  third  decennium  furnished  I2  cases;  the 
fourth,  lo ;  the  fifth,  4 ;  the  sixth,  11;  the  seventh,  2. 

Fistula  is  undoubtedly  more  fatal  in  the  colored  race.  Of  the  fatal 
cases  reported  to  the  Louisville  Health  Office  during  the  past  ten  years, 
there  were  nearly  twice  as  many  deaths  in  negroes,  although  the  nor- 
mal proportion  of  colored  to  white  population  is  only  i  :  4.  This 
would  indicate  that  fistula  in  the  negro  is  nearly  eight  times  as  fatal  as 
in  the  white. 

The  excessive  mortality  in  the  colored  race  can  be  explained  by 
their  greater  tendency  to  tuberculosis,  sepsis,  and  syphilis, 

StOtie  in  the  Bladder. — Johnston,  of  Richmond,  Va..  has  made  a 
careful  investigation  of  1068  cases  of  urinary  calculi  occurring  in  twelve 
Southern  States,  and  finds  that  the  negro  is  less  immune  to  this  affec- 
tiqn  than  has  hitherto  been  believed  by  many  surgeons.  It  occurs  once 
in  every  1 1,732  whites;  and  in  the  black  race,  once  in  55,305.  It  is 
then  nearly  five  times  (4.72)  more  frequent  in  the  Caucasian. 

Gross  analyzed  6042  cases  of  urinary  calculi  with  reference  to  age, 
and  found  that : 

?"roni  the  first  to  the  tenth  year,  2334  occurrcil ;  1079  from  the  tenth  to  the  twentieth 
year  ;  513  from  the  tenth  to  tlie  thirtieth  year ;  353  from  the  thirtieth  to  the  forticih  year ; 
422  from  the  fortieth  to  the  fiftieth  year;  536  from  the  fiftieth  to  the  sixtieth  year ;  587 
from  the  sixtieth  to  the  seventieth  year;  201  from  the  seventieth  to  the  eightieth  year;  and 
17  from  the  eightieth  to  the  ninetieth  year. 

It  will  be  seen  that  more  than  one-half  of  all  cases  occurred  within 
the  first  two  decades  of  life,  and  that  the  first  furnishes  more  than 
double  as  many  cases  as  the  second,  and  the  latter  more  than  double 
the  number  in  the  third  decade ;  the  ratio  is  then  pretty  well  maintained 
until  the  sixth  decade,  when  an  increase  is  noted;  this  increase  to  be 
still  further  augmented  in  the  seventh  decade. 

When  it  is  remembered  that  there  are  relatively  fewer  persons  living 
in  the  sixth  and  seventh  decades,  it  will  at  once  be  seen  that  the  two 
extremes  of  life,  the  first  and  seventh  decades,  respectively,  are  most 
obno.xious  to  urinary  calculi. 

Stone  in  the  bladder  occurs  everywhere,  affecting  every  race  ;  but  it 
is  found  in  some  coimtries  more  frequently  than  in  others.  In  North 
America,  it  is  found  most  frequently  in  Kentucky,  Tennessee,  Ohio, 
Missouri,  North  and  South  Carolina,  Virginia,  and  Georgia.  New  Eng- 
land is  relatively  exempt,  as  are  also  Mississippi,  Alabama,  Louisiana, 
and  a  few  other  Southern  States. 

Stone  is  common  in  France,  Austria,  Hungary,  and  Russia,  and 
seldom  seen  in  Spain  and  Switzerland.  It  is  also  frequent  in  England, 
though  less  so  in  Ireland.  It  is  very  common  in  India.  In  China, 
gravel  and  calculus  are,  according  to  Gudgeon,  of  Pekin,  among  the 
rarest  of  affections.  Stones  are  common  at  Canton,  but  of  infrequent 
occurrence  at  other  points.  It  has  been  supposed  to  be  due  to  the  fact 
that  the  inhabitants  here  live  largely  upon  fish  ;  but  this  can  hardly  be, 
as  Gudgeon  states  that  the  diet,  water,  and  habits  are  the  same  here  as 
at  other  Chinese  centers. 

Opium-eating  is  supposed  to  les.sen  the  liability  of  the  Chinese,  as  a 
race,  to  stone.     Certainly  it  is  not  the  drinking  of  limestone-water,  as 
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river-water  is  universally  drunk,  and  very  generally  boiled  before 
drinking.     Little  cold  water  is  drunk  in  China. 

A  number  of  surgeons  in  the  medical  corps  of  the  United  States 
Army  assure  me  that  stones  in  the  bladder  and  kidney  are  rare  among 
the  North  American  Indians  ;  and  the  reported  cases  will  generally  be 
found  to  have  occurred  as  a  result  of  traumatism,  a  nucleus  in  the 
bladder  inviting  the  deposition  around  it  of  the  solid  constituents  of 
the  urine. 

I  have  reports  which  justify  me  in  stating  that  vesical  calculi  are 
more  common  with  Mexicans,  one  operator  in  the  small  town  of  Santa 
Fe  reporting  5  operative  cases. 

Stone  in  the  Kidney. — Practically  all  that  has  been  said  of  vesi- 
cal calculus  applies  with  equal  force  to  the  renal  variety. 

Tetanus. — While  tetanus  is  coextensive  with  civilization,  affecting 
every  race  and  clime,  it  is  more  common  in  subjects  hving  in  hot 
climates  and  possessed  of  dark  skins.  Negroes,  Hindus,  South  Sea 
Islanders,  Italians,  Spanish,  and  French  are  less  resistant  to  the  germ 
of  Nicolaier.  In  this  country  the  negro  is  unquestionably  more  liable 
than  the  white,  the  infant  mortality  being  heaviest.  Appreciating 
the  indifference  with  which  negroes  treat  minor  injuries,  and  their  pro- 
verbial uncleanliness,  we  can  well  understand  their  greater  liability  to 
infection. 

The  mortality  among  colored  infants  is  particularly  high  in  compar- 
ison with  the  white,  which  is  explained  by  racial  predisposition,  on  the 
one  hand,  perhaps,  and  by  the  greater  chance  for  infection  through  the 
cord  of  the  newborn,  cut  as  it  is  with  dirty  scissors,  handled  with  dirtier 
hands,  and  wrapped  in  unclean  rags,  A  large  per  cent,  of  colored 
infants  on  Southern  plantations  die  from  trismus  neonatorum,  death 
usually  occurring  within  a  fortnight  after  birth.  In  the  island  of  Jamaica 
and  other  more  southern  countries,  the  death-rate  is  at  times  frightful, 
being  from  one-quarter  to  one-half  of  all  infants  bom ;  yet  the  whites 
here  do  not  suffer  to  any  degree. 

According  to  the  Eleventh  Census,  there  were  2019  deaths  from 
tetanus  in  the  census  year.  Persons  from  five  to  fifteen  years  show 
the  highest  death-rate,  1.74;  those  from  15  1045,  1.04;  and  over  45, 
1.42. 

There  were  60  deaths  in  Chicago  during  the  month  of  July,  1881, 
due  to  toy-pistol  accidents.  This,  I  think,  explains  the  greater  number 
of  cases  in  young  subjects.  They  meet  with  more  accidents  and  are 
careless  in  the  treatment  of  their  wounds. 

Tetanus  is  frequently  encountered  in  military  practice.  English 
soldiers  in  Spain  suffered  from  tetanus  in  proportion  of  i  ;  80  wounded ; 
and  in  the  East  Indies,  in  1872,  twice  as  often. 

During  the  Civil  War  our  troops  were  more  fortunate.  Surgeon- 
Major  J.  C.  Merrill.  U.  S.  Army,  Librarian  of  the  Surgeon -General's 
Office,  states  that  out  of  246,712  injuries  by  weapons  of  war,  505  (0.20 
per  cent.,  or  a  little  over  2  in  1000)  were  followed  by  tetanus. 

The  Italians.  Spanish,  and  French  have  suffered  more  in  their  wars 
than  soldiers  of  more  northern  countries,  with  fairer  skins. 

I  am  informed  by  Hebrew  surgeons  that  trismus  neonatorum  is 
more  common  than  it  should  be  in  Jewish  infants.     It  can  well  be 
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CNpIained  by  the  manner  of  performing  tlie  ritual  drcLimcision.  The 
Mohel  is  necessarily  surtjically  unclean  and  careless  in  pcrforminjT  the 
0]>eration,  and  infection  must  be  more  frequent  than  if  this  function 
were  tnnsfcrrcti  to  .sur^-ical  lumds. 

Tuberculosis  of  the  Bones,  Joints,  Serous  Membranes,  and 
Glands. — Pulmonary  consuin|>lion,  which  was  practically  unknouTi  to 
the  Africans  and  Indians  of  North  Anifrica  several  generations  ago,  is 
now  their  deadliest  foe.  It  is  more  than  twice  as  common  in  tl»e 
African  than  in  the  white,  and  still  more  prevalent  with  the  Indian,  tiic 
latter  race  sufTerinjf  directly  in  propoition  as  they  jjive  up  their  tcpce 
life  and  live  in  poorly  ventilated  buildings.  Therefore,  it  is  not  surpris- 
ing that  local  tuberculosis  of  the  bones,  joints,  lymphatic  glands,  and 
serous  membranes  should  show  the  same  proportion  of  cases  in  the 
three  races. 

I  am  informed  by  reliable  observers  in  the  Medical  Corps  of  the 
Army  and  Indian  liepartments  that  an  enormous  per  cent  of  Indian 
boys  and  pirls  de\'elop  one  or  more  varieties  of  surgical  tuberculosis 
when  the>'  give  up  thdr  outdoor  life  for  the  schoolroom.     Tuberculosis 


Fm.  403.— Tubercular  glandi  d<  the  neck  in  r  young  negro. 

In  all  of  tt<i  manifestations  has  increased  with  the  Mexican  in  the  same 
ratio  as  with  the  Indians. 

Age  has  a  distinct  influence,  and  a  majority  of  such  cases  occur  in 
the  first  deccnnium  ;  about  one-fourth  in  the  second ;  and  the  remainder 
after  twenty. 

Varicocele. — This  disease  is  closely  associated  with  the  evolution 
of  the  sexual  apparatus ;  and  is  therefore  largely  encountered  in  ado- 
lescence. In  my  own  scries  of  222  operative  cases,  and  many  others 
not  so  treated.  I  have  never  found  it  to  begin  before  puberty,  and  rarely 
after  thirty.  The  immense  preponderance  of  cases  will  be  met  with  in 
the  decennium  from  fifteen  to  twenty-five.  Occurring,  as  it  generally 
does,  in  youths  who  have  not  begun  a  sexual  life,  it  is,  as  a  rule,  cured 
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by  marriage,  unless  of  long  standing  and  accompanied  with  atrophy 
of  the  testicles.  While  relatively  rare  in  married  men,  I  have  operated 
Mfithin  the  last  year  upon  4  such  cases  in  men  aged  twenty-four,  thirty, 
thirty-five,  and  fifty-seven,  respectively,  the  last  being  older  than  any 
other  case  in  my  series ;  in  fact,  his  was  the  only  instance  of  the  disease 
I  have  seen  past  forty. 

Negroes  are  practically  immune  to  varicocele.  It  has  been  frequently 
observed  that  this  race  enjoys  a  relative  immunity  to  varices  in  general. 
Varicose  veins  of  the  legs,  and  hemorrhoids,  are  noticeably  less  common 
in  the  negro ;  still,  a  number  of  such  cases  have  come  under  my  obser- 
vation. In  an  analysis  of  more  than  600  cases  treated  and  operated 
upon  by  Louisville  surgeons,  not  a  single  case  has  been  seen  in  the  full- 
blooded  negro,  and  only  i  encountered  in  a  mulatto.  The  records  of  the 
four  large  dispensary  services  of  Louisville  do  not  furnish  a  single  case 
of  varicocele  in  a  negro,  notwithstanding  the  fact  that  nine-tenths  of  the 
patients  are  colored.  Correspondence  with  surgeons  and  clinical  teach- 
ers of  other  cities  has  almost  invariably  been  followed  by  the  statement, 
"  Have  not  seen  varicocele  in  negroes."' 

There  are  good  reasons,  anatomica!  and  physiological,  for  the  negro's 
immunity :  The  testicles  do  not  hang  so  low  as  in  the  white,  are  not  so 
large,  though  the  penis  is  lai^er,  and  the  scrotum  is  close  fitting  and 
less  lax  than  in  the  white  man,  giving  a  better  support  to  the  veins  of 
the  pampiniform  plexus.  In  the  negro  the  condition  is  much  like  the 
scrotum  of  the  dog. 

Physiologically,  the  negro  begins  his  sexual  life  at  puberty,  and  is 
never  continent  thereafter. 

Varicocele  is  rare  in  those  who  functionate  regularly.  It  is  reported 
to  be  uncommon  in  Indians. 

Varicose  Veins. — ^ Varices  of  the  limbs  are  but  seldom  encountered 
in  negroes.  Of  23  cases  of  varicose  veins  of  the  legs  without  ulcer, 
there  was  but  a  single  case  in  a  negro,  a  man  aged  forty-four.  Of  22 
varicose  ulcers,  there  was  only  i  case  in  a  negro,  a  man  aged  fifty-three. 

Varicose  veins  are  rare  before  thirty,  there  being  but  2  in  the  series, 
aged  twenty-seven  and  twenty-eight,  respectively.  Between  thirty  and 
forty  there  were  4  cases ;  forty  and  fifty,  4  cases ;  fifty  and  sixty,  6 
cases ;  sixty  and  seventy,  7  cases ;  and  seventy  and  eighty,   2  cases. 

Varicose  veins  of  the  limbs  are  uncommon  with  Indians  Mexicans, 
and  Chinese. 

'  S«e  author's  address,  Prot,  Amer.  Med,  <Astoc.,  1898,  Section  on  SutRery.  Since  the 
above  was  wriUen  I  have  operated  upon  a  case  of  well-marked  varicocele  in  a  full-blooded 
negro,  twenty-two  years  of  age,  who  claims  to  have  led  a  strictly  continent  life. 


CHAPTER  XXV. 
GONORRHEA- 
GONORRHEA  is  a  suppurative  disease  of  the  tissues  of  the  human 
body,  caused  by  infection  with  the  micrococcus  of  Neisser,  or  the  gono- 
coccus.  It  always  is  primary  in  mucous  membranes  ;  but,  secondarily, 
it  may  attack  serous  membranes  and  fibrous  tissue — synovial  sacs,  bursa:, 
tendon-sheaths,  the  peritoneum,  pleura,  and  pericardium. 

In  many  cases  the  infection  is  a  mixed  infection  of  gonococci  and  pus-oi^anisms.  The 
term  gonorrhea,  used  without  qualification,  means  a  specific  inflammation  of  aonie  portion 
of  the  geni  to -urinary  tract  from  infection  with  gonococci  by  sexual  intercourse.  Gonorrhea 
may,  however,  be  acquired  in  other  ways — by  instrumentation,  by  use  of  infected  towels,  etc. ; 
and  may  occur  on  mucous  membranes  in  other  parts  of  the  body — the  rectum,  nose,  throat 
and  mouih,  and  eye.  These  unusual  regions  may  be  infected  by  contact  with  dirty  fingers, 
instruments,  etc.,  or  by  perverted  sexual  acts.  Gonorrhea  in  the  male  sex  commonly  means 
a  suppurative  urethritis  from  sexual  infection.     ( For  Bacteriology,  see  Vol.  I,  p.  j^. ) 

Diagnosis. — -The  diagnosis  of  gonorrhea  should  only  be  made 
positively  when  gonococci  have  been  found,  with  their  characteristic 
peculiarities  of  staining,  location  in  cells,  etc.  Most  cases  of  profuse 
urethral  discharge  coming  on  after  a  suspicious  connection  present  no 
doubtful  features;  but  in  certain  cases  of  slight  discharge  of  long  stand- 
ing or  short  incubation,  in  which  the  sexual  or  marital  history  cannot 
be  depended  upon,  the  diagnosis  may  be  difficult,  and  may  involve  large 
responsibility. 

Until  recent  years,  it  was  the  fashion  to  regard  many  cases  of  atypical  urethral  discharge 
as  non- gonorrheal.  The  practice  of  most  men  at  the  present  time  is  to  be  very  careful  in 
deciding  that  any  urethritis  is  due  to  other  causes  than  infection  with  gonococci. 

Urethritis  and  urethral  dischai^e  may,  it  is  true,  result  from  other  causes.  They  may  be 
caused  by  the  trauma  of  injury  or  inslnimentation  ;  by  the  excretion  of  irritating  ingesta  or  the 
passage  of  calculi  ;  by  prolonged  sexual  excitement  or  masturbation.  They  may  occasionally, 
though  rarely,  be  found  as  complications  of  rheumatism  or  gout,  of  lyplioid  fever,  diabetes, 
muntps  with  orchitis,  lead -poisoning,  and  genito-urinary  tuberculosis,  A  cause  of  urethral 
discharge  thai  should  always  be  considered  is  the  presence  of  a  syphilitic  chancre  within  the 
urethra.  In  these  conditions  the  history,  the  associated  disease  or  Injury,  and  the  failure  to 
find  gonococci  will  make  the  diagnosis  of  a  non -gonorrheal  urethritis. 

The  vast  majority  of  cases  of  urethritis  hitherto  regarded  as  due  to  irritating  discha^es 
in  the  fenmle  are  undoubtedly  due  to  Infection  with  gonococci.  It  is  certain  that  gonococci 
may  be  latent  for  months  and  years  in  the  follicles  and  glands  of  the  cervix,  female  urethra, 
or  vagina,  and  in  the  follicles  and  cr\'pls  of  the  male  urethra.  Urethral  discharge  alter  sexual 
connection  is,  in  all  probability,  caused  by  infection  with  gonococci  latent  in  some  part  of  ihe 
female  passages  or  by  auto- infect  ion  by  germs  long  latent  in  the  male  parts  after  a  supposedly 
cured  gleet.  No  case  .should  be  pronounced  non -gonorrheal  until  it  has  been  studied  with 
care  and  for  some  period  of  time. 

When  pus  from  an  acute  or  chronic  urethritis  is  examined,  and  diplococci  in  any  numbers 
are  found  in  the  protoplasm  of  the  leukocytes  and  epithelial  cells,  which  genns  lose  their 
color  by  Gram's  method  of  staining,  the  infection  is  surely  gonorrheal. 

In  some  cases  an  element  of  doubt  may  exist.  There  arc  undoubtedly  diplococci  which 
are  nonspecific,  the  "  pseudo- gonococci  "  ;  but  they  are  rare,  are  always  few  in  Dumber,  and 
are  usually  associated  with  an  excess  of  other  micro-organisms. 
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The  diagnosis  must  always  rest  on  both  clinical  and  bacteriological 
evidence.     We  may  have : 

a.  Acute  gonorrheal  urethritis  primary,  from  direct  infection  from 
the  female,  characterized  by  severe  inflammation  appearing  in  from 
three  to  seven  days  after  intercourse,  gonococci  being  present  in  the 
discharge. 

b.  Secondary  gonorrheal  infection,  or  auto-infection  from  gonococci 
latent  in  the  urethral  recesses  in  cases  of  uncured  or  supposedly  cured 
chronic  urethritis.  This  is  the  lighting  up  of  the  old  process  by  inter- 
course, excessive  or  otherwise,  with  or  without  alcoholic  excess.  The 
discharge  and  inflammation  appear  in  from  twenty-four  to  thirty-six 
hours  after  intercourse,  and  gonococci  are  present. 

€.  Urethral  suppuration  from  non-specific  causes,  from  contact  with 
irritating  uterine  discharges,  from  gout,  tuberculosis,  etc. ;  in  this  form 
no  gonococci,  but  pus-organisms,  are  found. 

Men  differ  in  their  susceptibility  to  gonorrheal  infection.  Not  everj' 
connection  with  a  diseased  woman  conveys  gonorrhea.  There  are  un- 
doubtedly conditions  of  immunity,  natural  or  acquired,  varying  with 
the  individual  and  with  the  conditions  of  health  in  the  same  individual, 
which  render  some  men  safer  than  others  in  impure  intercourse. 

Pathology. — Any  mucous  membrane  may  be  infected  primarily; 
but  that  which  is  lined  with  cylindrical-cell  epithelium  is  most  readily 
involved.     Pavement-epithelium  seenos  less  susceptible  to  the  infection. 

The  infected  mucous  membrane  becomes  inflamed,  swollen,  and  red,  with  desqaamation 
of  the  epithelial  cells.  Pus-organisms,  either  already  within  the  urethra  or  finding  speedy 
entrance,  render  the  infection  a  mixed  one.  The  germs  rapidly  invade  the  mucous  membrane 
and  the  submucous  tissues.  In  many  cases  the  process  is  limited  to  the  penile  urethra,  but  in 
a  larger  number  it  extends  to  the  deep  urethra,  bladder,  and  seminal  vesicles.  Extension  of 
the  infection  to  the  ureters  and  kidneys  is  not  common,  but  does  occur.  The  infection  may 
spread  to  surrounding  tissues  by  direct  extension  in  continuity,  it  may  be  conveyed  by  the 
lymphatics  to  neighboring  or  remote  glands,  it  may  be  carried  to  serous  membranes  or  fibrous 
tissues  by  the  blood-current,  thus  causing  metastatic  infection  of  the  joints,  tendons,  pleurK, 
pericardium,  peritoneum,  etc.  The  follicles  and  (he  glands  which  open  into  the  urethra  are 
frequently  involved  ;  and  it  is  noteworthy  clinically  that  in  these  the  gonococci  often  remain 
latent  for  months,  or  perhaps  years,  after  the  urethritis  or  gleet  is  supposedly  cured,  and  may 
be  the  cause  of  infection,  or  reinfection,  at  some  remote  time.  The  discharge  in  acute  gonor- 
tiiea  is  made  up  chiefly  of  pus-cells  and  desquamated  epithelial  cells  with  swollen  nuclei. 

The  Clinical  Conrae. — Acute  gonorrhea  begins  as  an  acute 
inflammation  of  the  anterior  or  penile  urethra.  The  course  of  an 
uncomplicated  case  of  acute  anterior  urethritis  may  be  divided  into 
three  stages : 

I.  The  Stage  of  Incubation. — This  is  from  three  to  five  days  in 
fresh  cases.  In  cases  which  have  had  previous  attacks  the  incubation- 
stage  may  be  shorter — one  to  two  days.  Longer  periods  of  incuba- 
tion than  five  to  seven  days  should  rou.se  the  suspicion  of  some  other 
cause  for  the  urethritis  than  gonorrhea.  Sooner  or  later  during  the 
incubation-period,  a  tickling,  itching,  or  burning  sensation  around  the 
meatus  is  noted,  followed  by  scalding  on  urination ;  the  lips  of  the 
meatus  are  gummed  or  stuck  together.     These  symptoms  inaugurate 

3.  The  Acute  Stage. — A  feeling  of  general  malaise  and  some  slight 
fever  may  be  associated  with  the  prodromal  symptoms.  The  local  con- 
ditions rapidly  become  acute;  painful  micturition  is  a  prominent  symp- 
tom ;  the  purulent  discharge  from  the  urethra  becomes  thick  and  profuse 
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and  contains  many  gonococci.  Swelling  of  the  fjlans  penis  and  prepuce 
is  prcijcnt.  In  a  small  number  of  ciiscs  rL-U-ntion  *.>i  urine,  due  to 
swelling  of  tlic  mucfiiis  meinhrare  or  to  reflex  mu.scular  spasm,  nwy 
be  present;  cxten.siuii  of  the  inflammation  from  the  urethral  submucosa 
into  the  surrounding  tissuei  of  the  corpii.s  spongiosum  is  a  usual  occur- 
rence :  the  whole  penis  is  congested,  .swollen,  and  tender.  Sexual  excite- 
ment i.**  common  and  erections  frequent.  These  are  painful  because  the 
engorged  and  infiltrated  corpus  spongiosum  and  urethra,  being  put  on 
the  stretch,  bend  the  penis  downward.  ThiM  piiififul  erection  is  called 
ckortUf,  and  rs  most  fre<iuent  and  annoyiny  nt  night. 

3.  The  Stage  of  Decline. — The  acute  stage  persists  from  ten  days  to 
three  weeks.  Usually,  at  the  end  of  two  to  three  weeks  from  the  outset 
of  the  symptoms  the  stage  of  decline  or  subsidence  begins :  the  dis- 
charge gradn.dly  lessens  and  becomes  thinner;  the  ardor  urina;  and 
painful  erecliuns  disappear.  The  discharge  may,  however,  persist  for 
several  weeks  after  paici  and  painful  niieturiUon  have  ceased. 

The  above  is  the  counc  of  an  acute  gonorrbca  limited  to  the  penile  arclhni  without  cocd- 
plicatioM.  In  ntsttly  every  case  of  guunnhcA,  howovrr,  the  prDce>N  in  oot  ttmited  lo  tbc 
penile  urcthm,  hul  cmnplicatictnt,  dii«  id  extension  ti{  the  iniieciion  and  varyin|[  in  evcty 
case,  are  cnusl  iiupunaitt  fealuresof  ()ie  Ji>ca»e.  It  i>a  iniMake to  couMdcr  goiionlica  as  con< 
fined  to  the  nmtrriof  urethra  :  wtirn  it  invad»  deeper  tissues,  as  it  doe.i  frequently,  it  menu 
acriuus  COM  wit  ration. 

Complications.^-The  complications  of  acute  anterior  urethritis  are 
numerous.  The  most  important  is  extension  of  the  infection  to  the 
deep  urethra,  causing  a  posterior  urethritis,  with  its  own  special  comph- 
cations.  Before  considering  this,  however,  it  may  be  well  to  take  up 
some  other  and  less  serious  complications  of  anterior  urethritis.  Balan- 
itis, phimosis  and  paraphimosis,  warts  on  the  glans  and  prepuce,  and 
chordcc  arc  considered  in  Chapter  XVII.  Retention  of  urine  has  been 
mentioned  as  a  possible,  though  uncommon,  complication. 

Folliculitis  and  Peri-urethral  Suppuration. — The  follicles  of  the 
urethra  are  more  or  less  involved  by  tlie  suppurative  process  in  every 
case,  and  can  frequently  be  felt  as  tender,  shot-like  bodies  along  the 
urethra  near  the  frenum.  These  di.stended  follicles,  may  discharge  into 
the  urethra  or  externally.  If  those  situated  in  the  deeper  portions  of 
the  penile  urethra  rupture  externally,  they  may  set  up  a  phlegmonous 
inflammation  of  the  tissues  external  to  the  urethra,  and  be  the  cause  of 
a  peri-urethral  abscess.  Thus  [»eri-urethra!  suppuration  may  be  the  slart- 
ing-poitit  of  extensive  inflammation,  with  infiltralion  of  the  entire 
peni.s;  and  is  often  the  cause  of  urinar)'  fistula:.  The  signs  of  peri- 
urethral infiltration  are  pain  and  swelling,  with  redness — the  usual 
clinical  picture  of  localized  suppuration. 

Bubo. — Frequently,  the  inguinal  glands  are  somewhat  swollen  and 
tender  from  an  attack  of  acute  anterior  urethritis.  In  a  few  cases 
abscess  of  these  gl.nnds  may  result. 

Deep  Posterior  Urethritis. — .Acute  posterior  urethritis  occurs  in  the 
great  majority  of  cases  of  gonorrhea,  whether  the  anterior  urethritis  lias 
been  treated  or  not.     It  usually  appears  in  the  third  week  of  the  acute 

Process.    It  may  occur  earlier,  even  when  injections  have  not  been  used, 
t  is  not  unusual  to  find  posterior  urethritis  in  the  first  or  second  week 
of  the  disease.     Extension  of  the  inflammation  to  the  deeper  urethra 


and  neck  of  the  bladder  is  by  simple  continuity  and  also  along  the  lym- 
phatics. Eiirly  infccttciii  of  the  deep  parts  may  be  caused  by  forcing 
the  gertti-ladcn  pus  hack  past  the  cut-«)tT  muscle  by  injections  or  by  the 
passage  of  instruments. 

Laic  infection  of  the  deep  urethra  may  be  caused  by  excess  in 
sexual  intercourse  or  alcohol  during  convalescence  from  a  simple  ante- 
rior urethritis.  It  is  said  that  horseback-  or  bicycle- riding  predisposes 
to  extension  of  the  infection. 

The  cUief  sj'M/ifam  nf  the  extension  of  the  disease  to  the  deep  urethra 
Is  marked  increase  in  frequency  of  micturition.  Thedcsirc  to  urinate  is 
almost  con.stant,  although  at  each  attempt  only  a  .small  amount,  and 
often  but  a  few  drops,  of  urine  are  passed.  This  frequent  urination  is 
attended  witli  great  pain,  and  at  times  there  ts  great  difficulty  in  expel- 
ling the  urine.  Blood  is  frequently  passed  with  the  urine  or  at  the  close 
of  the  act  of  urination.  The  cnngeslton  of  the  prostatic  urethra  causes 
prolonged  erectiims.  which,  hnwcver,  are  not  usually  painful ;  and  also 
frequent  nocturnal  seminal  emission.*;. 

There  is  a  feeling  of  painful  heat  and  distention  in  the  perineum, 
rectum,  and  above  the  pubis.  With  the  onset  of  the  posterior  ure- 
thritis, tile  discharge  from  the  meatus  is  lessened  appreciably.  The 
development  of  po-sterior  urclhritis  is  always  a  serious  matter;  it  may 
prolong  the  d(.scase  fur  months,  and  may  tend  to  other  complications. 
Kxtensinn  of  the  disease  from  the  prostatic  urethra  may  cause  epididy- 
mitis and  orchitis,  vesiculitis.  prost.Uitis  and  prostatic  abscess,  and  cyst- 
itis. The  infection  may  extend  up  the  ureters  to  the  kidneys,  although 
this  is  rare. 

Cowperitis  is  the  specific  inflammation  of  the  two  large  follicles — 
"  Cowjxt's  glands  " — situated  between  the  layers  of  the  triangular  liga- 
ment ;  it  may  be  the  cause  of  an  abscess  in  the  perineum. 

Kpididymilis.  Orchitis.  Vesiculitis,  Prostatitis,  and  Cystitis  are  dis- 
cussed elsewhere  Isce  Chapters  XVH.  and  XX.). 

Treatment  of  Acute  Gonorrhea.— The  treatment  of  acute  ante- 
rior urethritis  should  be  general  and  local.  The  general  principles  of 
hygiene,  bndily  rest,  and  the  exhibition  of  internal  medicine  are  fully  as 
important  in  effecting  a  cure  as  the  use  of  any  local  treatment.  Complete 
bodily  rest  is  desiniblc.  Confinement  to  bed  is  a  good  thing  to  advise, 
but  patients  are  seldom  willing  to  accept  this.  The  diet  must  be  very 
light — liquids,  mainly  milk,  and  semi-solids,  with  no  meat.  Coffee,  tea, 
and  all  alcoholic  drinks  and  tobacco  must  be  forbidden  absolutely.  The 
bowels  must  be  kept  open,  and  large  amounts  of  water  drunk.  The 
litpiid  diet,  with  free  use  of  pure  water  and  total  abandoning  of  stimu- 
lants, is  one  of  the  mos-t  important  conditions  of  treatment ;  but  in  this, 
as  well  as  in  securing  freedom  from  exertion,  patients  arc  prone  to  fail. 


The  <liin|ten>ui  nsUurv  of  the  urcthml  dixlianiv  mu^t  br  explained,  and  the  patient  must 
Ijc  iijxMjially  cautiuned  agaiti^t  conveying  (he  infeciion  to  his  tyea.  He  must  be  carefoWf 
in«inic(ed  in  TefcnTd  lo  di  sin  feeling  his  hands,  ond  sterilizing  all  clothing  or  dreuinp  by 
boiling ;  and  in  regant  lo  weating  over  Ihe  penis  a  bng,  made  o(  rubber  or  cinth.  into 
wbith  the  urethnvl  diwimrge  may  be  rereived.  The  habit  of  rrtaining  a  plug  of  absoibpnt 
cotton  inside  the  prepuce  should  be  forbidden,  as  it  lends  l<i  dam  tip  Ihe  discharge  and  to 
cause  balanitis.  A11  <4-KUiil  suggestion  or  enrileirent  sboiilH  he  vraptilotisly  avoided.  Com- 
pJele  re«t,  catharsis,  a  inilk-dict.  and  absolute  giving  up  of  alcoholic  and  stimulating  drinks 
are  the  most  imponanl  features  In  the  treatment. 
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The  chief  uses  of  internal  medication  in  acute  pjonorrhea  are  to  pro- 
duce catharsis;  to  render  the  urine  bland, and  thus  diminish  ardor  urina^; 
to  reduce  the  tendency  to  chordec.  The  bowels  should  be  kqjt  open 
with  small  <io.ses  of  salines,  with  the  occasional  use  of  calomel  in 
small  amounts. 

riie  best  diuretic  is  potassium  ellrattor  acetate,  in  doses  of  20  grains, 
well  diluted  with  water,  after  meals.  In  addition  to  these  simple  diu- 
retics, there  arc  various  drugs  which  not  only  render  the  urine  bland, 
but  arc  chiefly  valuable  because  of  ilieir  restrictive  action  on  the 
urethral  discharge:  Biiisam  of  copaiba,  oleoresin  of  cubcbs.  and 
.santal  cjil,  as  well  as  salol  and  boric  acid.  Of  these,  santal  oil,  in  20- 
minim  dnsts  in  capsules,  should  be  given  from  three  to  six  times  a  day, 
if  tlie  stomach  does  not  rebel.  Copaiba  may  produce  severe  gastric 
disturbance,  and  in  some  cases  a  general  cr>'thcmatous  rash.  Salol,  in 
doses  of  10  grains  three  times  a  day,  may  be  given. 

The  frequent  use  of  hot  water  as  an  external  apphcatioii  in  acute 
gonorrhea  is  of  the  greatest  value.  Hot  sitz  baths,  as  well  as  the 
immersion  of  the  ]K'nis  in  hot  water  frequently,  and  especially  during 
urination,  are  to  be  advised.  If  this  treatment  is  followed,  the  ardor 
urinx,  as  well  as  the  painful  chordee,  is  much  lessened. 

The  tendency  to  chordcc  at  night  may  be  lessened  by  the  use  of 
potassium  bromid,  20  grains  three  times  a  day,  or  30  grains  an  hour 
before  bedtime.  Suppositories  of  belladonna  and  opium  are  effective 
in  preventing  chordee;  hut  must  be  used  carefully,  because  of  their 
tendency  to  produce  constipalimn. 

Local  Treatment  by  Injection  or  by  Irrl^tlon. — Ry  local  treatment 
is  meant  application  to  the  anterior  urethra  of  antiseptic  solutions,  either 
by  injection  or  by  prolonged  irrigation.  At  what  stage  of  acute  gonor- 
rhea it  is  wise  to  begin  local  treatment  is  still  a  disputed  point.  Some 
advise  the  use  of  irrigation  or  injections  in  the  earliest  days,  claiming^ 
that  by  such  treatment  the  duration  of  the  discharge  and  severity  of  the 
disease  are  lessened,  and  in  certain  cases  the  attack  is  .aborted.  Otiicrs 
claim  that  any  .such  line  of  procedure  is  dangerous;  and  that  while  it 
may  quickly  cut  down  the  discharge,  the  chance  of  complications  and 
prolongation  of  the  disease  is  greater.  It  can  be  positively  stated  that 
no  injections  or  irrigations  given  by  the  patient  should  be  allowed  until 
the  acute  stage  has  begun  to  subside.  The  only  local  treatment  in  the 
acute  stage  should  be  prolonged  irrigation  carried  out  by  the  surgeon. 
In  those  cases  in  which  the  surgeon  cm  have  the  patient  under  care 
from  the  beginning,  this  irrigation  method  may  effect  such  an  astonish- 
ingly rapid  cessation  of  discharge  and  of  all  symptoms  as  to  justify  the 
use  of  the  term  "abortive." 

The  best  irrigating  fluid  is  an  aqueous  solution  of  potassium 
permanganate.  For  the  first  week,  it  should  be  used  in  a  strength 
of  I  :  4000.  This  may  bo  increased  in  the  second  week  to  a  strength 
of  I  :  2000.  The  best  way  to  irrigate  is  by  means  of  a  soft-rubber 
catheter,  attiched  by  a  long  rubber  tulx:  to  an  irrigating  jar,  or  foun- 
tain-syringe. The  jar  containing  the  irrigating  fluid  should  be  raised 
from  3  to  5  feet  above  the  level  of  the  penis.  Kicfer*s  blunt 
two-flow  irrigating  nozzle  may  be  used,  but  is  not  so  efficient  as  a 
catheter. 
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Before  irri^Uon  is  begua  the  urine  should  be  passed,  and  ttie  meatus  and  glans  penis 
thoroughly  washed  with  an  antiseptic  solution.  The  catheter  should  be  covered  with  glyce- 
rin or  boroglycerid,  and  not  with  oil  or  vaselin.  From  i  to  3  pints  of  the  fluid  should 
be  used  at  each  irrigation  :  no  force  should  be  used.  This  treatment  should  be  carried  out 
daily,  in  association  with  the  hygienic  and  medical  treatment. 

It  has  been  found  that  in  those  cases  where  it  is  possible  to  use  this  irrigation  method 
with  care  all  symptoms  rapidly  diminish.  Various  other  solutions  have  been  used  for 
irrigating,  but  the  permanganate  is  the  best  In  certain  cases  a  thin,  mucopurulent  dis- 
charge, slight  in  amount,  will  persist  in  spite  of  the  permanganate  inigatton ;  this  must  be 
treated  by  astringent  injections. 

Local  treatment  by  injections  given  by  the  patient  himself  shouM 
never  be  begun  until  the  acute  stage  of  the  urethritis  is  at  an  end. 
Injections  should  be  given  with  a  special  blunt-pointed  hard-rubber 
syringe  holding  about  \  ounce.  Careful  directions  should  be  given 
each  patient  as  to  how  to  use  the  injection.  The  bladder  should  be 
emptied ;  no  force  should  be  used,  but  the  fluid  should  be  injected 
slowly.  The  patient  should  sit  upon  a  chair-back  covered  by  a 
folded  towel,  so  that  the  towel  compresses  the  perineum  and  mem-^ 
branous  urethra  and  prevents  the  possible  penetration  of  the  fluid 
farther  than  the  anterior  urethra.  The  injected  fluid  should  be  held  in 
the  urethra  for  a  full  minute. 

The  various  antiseptics  and  astringents  that  have  been  used  as  local 
injections  are  legion.  A  mild  anti.septic  and  astringent,  the  strength  of 
which  can  be  gradually  increased,  is  the  desideratum.  No  one  chemical 
is  a  specific.  Some  one  of  the  following  salts  of  zinc,  either  singly  or  in 
combination,  will  be  found  most  useful;  Zinc  permanganate,  1:4000; 
or  the  acetate,  chlorid,  or  sulphate  of  zinc,  i  grain  to  the  ounce.  The 
strength  of  the  solutions  may  be  cautiously  increased  as  the  discharge 
lessens  in  amount  and  becomes  thinner.  A  solution  of  silver  nitrate, 
I  :  4000,  and  gradually  increased  to  i  :  2000,  or  even  stronger,  may  be 
used ;  but  the  reaction  from  this  is  often  severe,  and  the  danger  of  set- 
ting up  complications — epididymitis,  etc. — greater.  Bichlorid  of  mer- 
cury or  carbolic  acid,  in  very  weak  solutions,  may  be  combined  with 
some  one  of  the  zinc  salts,  if  desired. 

Under  such  general  and  local  treatment  many  cases  of  acute  gonor- 
rhea will  be  cured  in  from  four  to  seven  weeks.  The  persistence  of 
pus-shreds  in  the  urine,  and  gluing  together  of  the  meatus,  especially  in 
the  morning,  will  point  to  the  existence  of  a  chronic  process  in  some 
portion  of  the  urethra. 

Treatment  of  Acute  Posterior  Urethritis. — At  the  first  sign  of  the 
extension  of  the  acute  process  to  the  deep  uretlira  all  injections  or 
irrigations  should  be  stopped.  The  patient  should  be  treated  by  rest  in 
bed,  hot  fomentations,  and  sitz  baths ;  vesical  tenesmus  and  painful 
urination  may  be  relieved  by  hot  or  cold  rectal  douches  and  supposi- 
tories. No  local  treatment  of  the  deep  urethra  should  be  attempted 
until  the  acute  .symptoms  have  subsided. 

Acute  epididymitis,  prostatitis  and  cystitis,  and  vesiculitis  are  not 
infrequent  complications  of  acute  infection  of  the  posterior  urethra. 
Their  treatment  is  di.scussed  in  Chapters  XVII.  and  XX. 

The  treatment  of  folliculitis  and  peri-urethral  suppuration  is  that 
of  localized  inflammation  and  suppuration.  The  stage  of  brawny  infil- 
tration is  best  treated  by  heat,  immersing  the  i^enis  in  hot  water  or 
applying  hot  antiseptic  compresses.     When  pus  is  evident,  it  should  be 
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thoroughly  evacuated  and  the  phlegmonous  condition  treated  antisep- 
lically. 

PlUmosiSy  paraphimosis,  and  balanitis  occur  in  acute  gonorrhea.  The 
best  treatment  for  these  conditions  is  prolonged  immersion  of  the  penis 
in  hot  antiseptic  solutions— corrosive  subHniale,  i :  10,000,  or  creolin, 
1 :  400. 

Chronic  Urethritis. — When  a  urethral  discharge  lias  persisted  Tor 
eight  or  nine  weeks  it  is  called  chronic.  Urethritis  may  become  chronic 
through  ill-advised  or  neglected  treatment,  because  of  the  localization 
of  the  infection  in  one  or  more  of  the  follicles,  glands,  or  recesses  of  the 
urethra.  The  terra  gleet  is  often  used  synonymously  with  chronic 
urethritis:  as  properly  used,  the  iirrni  means  the  discharge  in  chronic 
urethritis,  and  not  the  disease  itself. 

Chronic  urethritis  is  the  persistence  of  a  discharge  caused  by  the 
existence  of  one  or  more  spots  of  ulceration  somewhere  in  the  course 
of  the  urethra.  These  localities  are  in  and  around  one  or  more  of  the 
urethral  follicles — the  glands  of  Littrc. 

Chronic  anterior  urethritis  is  due  to  the  existence  of  the  diseased 
patches  anywhere  in  the  pendulous  urethra,  the  most  common  site 
being  in  the  bulbous  portion.  The  symptoms  are  not  severe.  A 
mucoid  discharge  may  he  noticeable  at  the  meatus  during  the  day,  and 
a  distinct  "  morning  drop  "  of  pus.  The  slight  amount  of  urethral  pus 
accumulates  during  the  night  and  can  be  pressed  out  in  the  morning. 
There  may  be  slight  increase  in  the  frequency  of  urination,  and  the 
urine  will  contain  shreds  of  pus,  epithelial  cells,  and  mucus — the  so- 
called  "  cliip  shreds"  or  "  trijiper  faden."  In  these  shreds  gonococci 
can   b(.:   fli;in(nistralt-d, 

Chronic  posterior  urethritis  has  for  its  chief  symptoms  frequent 
urination  and  vesical  tenesmus,  and  is  often  associated  with  chronic 
disease  of  the  prostate  and  seminal  vesicles.  Mental  depression  and 
neurasthenia  arc  frccpieiit  accom|Ktnimcnts  of  chronic  gonorrhea,  and 
the  treatment  of  the  imaginary  iulnicnts  and  the  mental  worry  is  often  a 
most  important  feature  «if  these  c;ises. 

It  is  to  be  notcti  that  a  gonorrhea  may  be  chronic  in  the  deep 
urethra  and  .seminal  ducts  when  no  discharge  from  the  meatus,  or  gleet, 
exists.  It  is  not  uncommon  for  a  chronic  posterior  urcihritis  to  exist 
without  a  discharge  from  the  meatus;  pus  may  or  may  not  be  kept 
back  by  the  cut-off  muscle. 

The  treatment  tif  a  chronic  urelhriti-s  will  obviously  depend  upon 
the  locality  of  the  diseased  areas.  Plastic  exudation  into  the  sub- 
mucous tissues  causes  stricture  or  a  narrowing  of  the  caliber  of  the 
urethra. 

.Stricture-formation  is  a  predominant  sequel  to  gonorrhea,  and  the 
presence  of  ulcerating  areas  behind  and  at  strictures  is  an  obstinate  fac- 
tor in  causing  chronic  urethral  discharge  (for  Stricture,  see  p.  532). 
Exploration  of  the  urelhra  to  cletermiru-  the-  existence  of  tilcerations 
and  strictures,  and  examination  of  the  seminal  vesicles  by  digital  palpa- 
tion, are  es.sentials  in  the  accurate  treatment  of  chronic  gonorrhea. 

Ta  del«nnin«  ihc  source  of  the  discluriir,  whether  it  comeft  from  the  uiienor  ukUhs 
only,  what  is  known  a.s  the  "  three-glass  test"  is  imporljiiit.  After  the  patieiii  luubeMUs 
urine  for  two  hours  or  more,  a  sufi-mbber  catheter,  anoinied  with  glyccfin  or  boiagtjrccitd. 
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ii  paned  w  br  as  the  bulbouv  urcllini,  and  ihc  antrrior  urclhra  is  ([cnily  irrigated  with 
boric-Acid  soluliftn,  a  ptr  ccnL  1  hii  rcnwHfcs  t]>e  pu*  and  slircds  frooi  Ibc  aatcnor  urcthia. 
The  patient  tlicD  iMwvtnbuul  anuunccof  urine  inlu  the  finl  glass;  this  will  contain  )itts 
from  ttic  dcrp  urclhra.  The  prostate  and  scminiil  voicles  sboald  be  then  muM^cd  hy  ibe 
linger  poMcd  in(u  tlie  rocturn,  after  which  the  unne  is  parsed  into  the  sccotid  glius  tlina 
givirm  endcncr  a_^  to  disease  of  the  seminal  veskles  and  duets.  The  rr^l  of  the  urine  is 
poiMd  into  a  third  and  UiKci'  ghu*.  If,  after  vrashitig  (he  aolcrior  urethra  and  nuMaging 
the  ptaslate  aod  dtu:ts,  the  urine  is  free  from  pu^-shreds  and  pui,  the  dlvaitc  is  local  in 
tbe  anterior  unrthra. 

*nic  uw  of  bulbous  sieel  sounds  in  (he  anierinr  uretlini  wilt  detrnnine  the  prrsrrK-e  of 
Mrictum,  and  al*o  demonctntle  the  tilccntting  patches.  When  the  sound  is  wiihdntwn, 
touching  the  ^rsRuIalioD-arcas  wilt  cau!«  pain  and  ttcrhnps  hlenling.  even  if  no  appre- 
ciable narmu-ing  of  the  caliber  of  the  urrlhrs  exists.  If  ihe  tncatuii  i>  loo  unall  lo  adiiul  Ibe 
larger  siies  u(  the  liuugie*.  it  niny  be  divided  uudei  cucaia-ancXhexia  ;  or,  if  this  U  aol  done, 
Otis"*  urrthnnntter  •^ould  be  used. 

Ocular  examination  of  ihc  entire  urethra  va^j  be  ublainetl  by  use  of  the  endowope. 
There  are  several  varieties  of  endo!M;u|»cs.  and  their  use  reijuires  some  ii[tecial  training.  It 
i*  dctitabic  that  every  ca>e  uf  ihixmic  urethritis  be  examined  and  treated  wilh  the  endoscope. 
Il  is  the  musl  rational  and  inlcllii^cni  method.  Many  ease.s,  it  Is  true.,  will  lie  cuml  wrilhout 
tl ;  but.  an  the  other  hand,  in  certain  ubstinatp  coses  its  U*c  is  ini|>rTa(iTe. 

'Ilic  CDdo9CO|K  devised  by  KloU,  with  Otis's  nvodification  and  eleL-iricHitai-hmcni.t,  is  the 
best  form  to  use.  Klniz  endouopei^  mnsiM  of  a  straight  silver  tube,  with  a  fUiige  at  the 
outer  end.  An  tibturatur  is  used  lo  radlilale  in.->erli(ii).  Thruugh  this  lube  the  cnlire 
length  of  the  nrelhm  con  b*  esamined  by  mrans  of  rcficciird  light  thrown  in  by  ihc  bend* 
niiriur.  Tieatmenl  uf  the  diseaM»l  arcaii  is  by  direct  appUcatiun  of  o  strung  tululiun  ■H'  Mlvcr 
nitrate,  5  lo  30  grains  Id  the  ounce.  Applications  should  nol  he  made  oflencr  than  once  a 
week.  The  modiGcations  uf  Otis,  >•  Inch  cunccnlrate  the  rays  of  on  cicctnt  lamp  and  throw 
ihrm  tlown  the  tube,  ate  specially  valuable. 

TIic  most  important  trc;ilmciit  tii  any  case  of  jjlcct  is  llic  rt-gular  use 
of  steel  sounds.  Tlic>ic  should  be  intioiiuccd  the  entire  length  of  the 
urethra  every  third  or  fourth  day.  By  thLs  iir(«;cdure  the  incipient 
strictures  and  granulation-patches  arc  dilated  and  ironed  out.  No  gleet 
can  be  cured  unlc&s  all  strictures  arc  completely  dilated.  If  the  meatus 
is  too  small  to  ailmit  the  large  size  sount^,  it  should  be  divided.  The 
sounds,  as  well  as  all  other  instruments  used  in  the  urethra,  should  be 
sterilized  by  boiling. 

Accompanying  this  regular  use  of  steel  sounds,  some  form  of 
injection  or  irrigation  should  be  used  on  one  of  the  intervening  days. 
For  the  anterior  urethra,  an  injection  of  silver  nitrate,  i  :2000,  or  of 
sulphate  or  chlorid  of  zinc,  i  or  2  grains  to  the  ounce,  should  be 
used.  The  strength  and  frequenc>*  of  the  injections  must  be  governed 
by  the  amount  and  .severity  of  the  reaction,  pain,  and  increased  dis- 
charge. 

For  chronic  posterior  urethritis,  injections,  or  rather  instillations,  of  a 
fcw  drops  of  silveo  nitrate,  2  per  cent,  lo  10  jicr  cent.,  in  increasing 
strength,  given  by  an  Ultzmann  prostatic  syringe,  or  irrigation  of  the 
deep  urethra  with  [lermanganatc,  1  :  4000,  or  silver  nitrate,  i  :  8000,  may 
be  used.  This  irrigation  of  the  deep  urethra  is  best  accomplished  ^r 
passing  a  sterilized  soft-rubber  or  metal  catheter  into  the  prostatic 
urethra  after  the  p;)tient  has  passed  urine,  and  injecting  slowly  with  a 
piston  syringe  about  3  or  4  ounces  of  the  fluid.  The  fluid  should  be 
nclt)  in  tlie  bladder  as  long  as  possible.  The  anterior  urethra  should 
first  be  washed  out. 

Suppuration  in  the  seminal  ducts  and  vesicles  is  an  important  com- 
plication of  chronic  posterior  urethritis.  Digital  examination  of  the 
structures  through  the  rectum  should  always  be  made. 

The  general  hygienic  and  tonic  treatment  in  chronic  urethritis  is 
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imp^/rtant.  Toe  neT\-o-^  cocd^tioK  of  manv  of  tiie  cases  needs  carcAiI 
study. 

Gonorrhea  in  the  Fcmale-^Tre  exter.t  ■-<*  the  isKcskn  \^nes. 
The  i."jlva  ar^d  'jrethra,  as  well  as  the  cervix  uteri,  are  comnaooh' 
involved  The  \-aginaI  epsthejum  s^ttns  less  s'-iscepcb^  to  infection 
with  g'-/nococci,  but  undoabtecly  gonorrheal  \"a^J:i5  does  oonir. 
The  glands  of  Bartholin  are  fre<q-jer.tly  iniected. 

The  chief  omptication  and  dar.ger  in  gonorrhea  in  the  tetnalc  is  the 
infection  of  the  uteraa  and  uterine  apper.da^es.  Gonorrhea  is  the  chief 
source  of  lai^ingiiis  and  pel\-ic  peritonitis,  and  may  cause  general  peri- 
tonitis. 

The  treatmeat  of  acute  gonorrhea  Ln  the  ferrule  consists  in  hot  anti- 
septic vaginal  douches  and  sitz  baths,  and  local  treatment  of  the  urethra 
and  cervix  uteri  b}*  application  of  strong  silver  nitrate.  In  additicMi,  general 
medical  treatment,  rest,  light  diet,  cathartics,  and  diuretics  should  be  used. 

Gonorrheal  Arthritis^  or  Gonorrheal  Rhemna  tism  .^^Gonor- 
rhcal  infection  of  mucous  membranes,  whether  urethral  or  elsewhere, 
may  at  any  time  cause  acute  or  subacute  inflammation  of  one  or  more 
joints.  About  2  to  3  per  cent  of  the  cases  of  gonorrheal  urethritis 
present  the  complication.  It  comes  on  in  the  majoritj-  of  cases  affected 
in  the  third  week  of  the  disease  or  later,  but  may  appear  at  any  period 
from  two  days  to  three  or  four  months  after  the  priman'  infection.  It 
most  frequently  occurs  in  cases  of  chronic  posterior  urethritis.  The 
infection  is  carried  by  the  blood-current,  and  may  involve  serous  mem- 
branes or  Bbrous  tissues.  The  knee-joint  is  most  frequently  attacked, 
and  after  this  the  elbow  and  shoulder  and  the  joints  of  the  feet  and 
hands  are  specially  prone  to  involvement,  though  any  joint  may  be 
affected.  The  inflammation  may  appear  as  an  acute  process,  accom- 
panied with  chills,  fever,  and  swelling.  This  form  may  go  on  to  sup- 
puration and  pyemia,  though  this  is  rare.  The  acute  form  runs  a  rapid 
course ;  the  chronic  forms  last  for  several  years.  It  is  not  common  to 
find  more  than  one  joint  affected.  In  addition  to  the  joints,  the  infection 
may  involve  fascia;,  bursas,  and  the  fibrous  sheaths  of  nerves  (especially 
the  great  sciatic). 

The  morbid  appearance  of  the  joints  or  fibrous  tissues  affected 
presents  no  characteristic  features,  save  that  gonococci  may  in  some 
cases  be  demonstrated  in  the  e.Kudate. 

The  symptoms  usually  resemble  those  of  acute  or  chronic  articular 
rheumatism.  If  no  history  of  gonorrhea  can  be  obtained,  a  differential 
diagnosis  from  true  rheumatism  can  only  be  made  by  the  small  number 
of  joints  involved,  by  the  absence  of  marked  fever  and  sweating,  and  by 
the  tendency  of  the  process  to  become  chronic.  Cardiac  complications 
arc  very  rare. 

Treatment. — The  use  of  salicylates  and  other  antirheumatic  treat- 
ment is  of  absolutely  no  value.  The  urethral  discharge  should  be 
cured  by  both  local  and  general  treatment.  Urinary  antiseptics,  as  salol 
or  boric  acid,  may  be  given  in  full  doses.  The  inflamed  joints  should  be 
trented  by  rest,  splints  if  necessary,  hot  fomentations  and  blisters,  or,  in 
the  first  stages,  by  ice-bags.  In  the  chronic  stages,  massage,  hot  air, 
and  general  tonic  and  supporting  treatment,  with  moderate  doses  of 
potassium  iodid,  are  indicated. 


CHAPTER    XXVr. 
SYPHILIS. 
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Definitdon,  Btiolo^,  and  Methods  of  Infection. — Syphilis  is 
an  eminently  contagious  disease,  not  infectious  in  the  strict  sense  of  the 
word,  believed  to  be  peculiar  to  the  human  subject,  and  found  in  every 
part  of  the  civilized  world.  The  disease  is  most  commonly  communi- 
cated and  acquired  during  sexual  intercourse,  when  delicate  and  easily 
abraded  surfaces  of  diflcrcnt  individuals  arc  brought  into  intimate  con- 
tact while  in  a  state  of  great  hyix:rcmia  and  receptivity  ;  hence  the  name 
"venereal  disease."  It  must  never  be  forgotten,  however,  that  the  dis- 
ease may  be,  and  very  frequently  is,  acquired  in  other  ways.  A  medical 
man,  for  instance,  may  accidentally  acquire  the  disease  in  the  discharge 
of  his  professional  duties.  Hoth  medical  men  and  midwivcs  have  become 
infected  by  attending  syphilitic  women  during  childbirth ;  whole  families 
have  been  infected  by  using  drinking-cups,  spoons,  or  other  articles  in 
common  ^vith  some  infected,  often  unsustxxted,  person.  Syphilis  has 
been  convej'cd  in  the  act  of  kissing  from  brotJier  to  sister,  or  to  other 
members  of  a  family.  Among  work -people,  such  as  glassblowers,  the 
use  in  common  of  inflating-tubcs  or  other  tools  has  frequently  been  the 
means  of  propagating  the  disease  on  an  extensive  scale. 

It  is  in  the  highest  degree  important  to  bear  these  facts  in  mind,  so 
as  to  recc^nize  syphilis  in  unusual  positions.  Medical  men  have  to  be 
constantly  on  their  guard,  lest  the  real  nature  of  a  sore  be  mistaken. 
A  great  deal  of  misery  may  result  from  accidental  contamination,  owing 
to  the  highly  and  protractedly  contagious  nature  of  this  disease.  The 
abraded  surface  of  a  healthy  individual  brought  into  conlaa  with  the 
syphilitic  virus,  no  matter  where  or  when,  will  in  all  probability  become 
the  seat  of  a  primary  sore  ;  and  the  manifold  sequelae  which  character- 
ize lJ»e  disease  will  follow  in  due  course,  whether  the  disease  is  acquired" 
in  impure  sexual  intercourse  or  convc>'cd  accidentally  to  the  innocent. 

Microbe  ol  Syphilis. — The  resemblance  in  many  of  its  clinical 
characters  to  the  specilic  fevers  has  led  to  the  belief  that  the  essential 
factor  of  the  disea.se  is  a  microbe ;  but  though  Lustgarten  some  years 
ago  found  anil  described  a  bacillus  in  some  aiscs  of  syphilis,  neither 
he  nor  subsequent  observers  (who  are  still  working  at  the  subject)  have 
been  able  to  establish  a  <lefinite  etiological  connection.  Kustgartcn's 
bacillus  is  not  consLintly  present — i.  c,  it  is  not  constantly  found — in 
syphilitic  products ;  and  all  attempts  to  cultivate  it  have  liitherto  failed ; 
furthermore,  an  identical  bacillus  is  said  to  have  been  found  in  other 
pathological  products  which  are  certainly  not  syphilitic. 

Incubation. — Seeing,  then,  how  little  we  know  of  the  maUrits 
morbi,  it  is  tUHficult  to  s]>eak  with  precision  as  to  the  ]ieriod  of  incu- 
bation. The  average  interval  between  the  specific  infection  and  the 
appearance  of  the  earliest  local  symptoms  varies  from  two  to  six  weeks, 
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with  a  mean  of  ^>out  one  month.  During  this  time  the  patient  remains 
quite  well,  and  unconscious  of  the  disease  which  is  incubating  within 
him.  This  variation  in  time  seems  to  dejiend  on  idiosyncrasy,  about 
which  little  or  nothing  is  known ;  a  predisposition  in  some  persons 
undoubtedly  plays  a  prominent  part  in  hastening  development.  It  is 
not  improbable  that  the  personal  factor  in  this  and  all  other  diseases 
finds  its  analo^^y  in  the  bacteriological  laboratory'  in  the  relative  facility 
with  which  micro-organisms  can  be  culti\aled  in  various  artificial  media 
— the  growth  in  some  media  being  rapid  and  typical,  in  others  slow 
and  at>'pical.  As  regards  syphilis,  it  is  extremely  doubtful  whether  any 
healthy  person  adequately  exposed  to  the  infection  is  proof  against  it. 

As  syphilis  runs  a  ver>*  chronic  course,  it  is  usual  in  describing  it 
to  distinguish  three  stages  in  tlic  disease:  i.  I'rimarj',  the  initial  sore. 

2.  Secondary,  the  symptoms  which  follow  during  the  next  two  years. 

3.  Tertiary,  the  later  symptoms. 


\ 


KiG.  404. — Primary  Iciton  (White). 

Primary  Syphilis:  The  Hard  Chancre. — The  virus  having 
been  duly  inoculated  and  liaving  had  time  to  incubate,  there  appears  at 
the  site  of  inoculation  a  little  inflammatory  redness,  which  quickly 
becomes  a  piipulr;  this  increases  in  size,  chiefly  on  the  surface,  and 
generally  ulcerates  superficially.  At  about  the  tenth  day  we  find  a 
more  or  less  circular,  sharjjily  defined  sore,  with  a  glassy  surface,  having 
an  elevated  border,  a  depressed  center,  and  an  indurated  base.  The 
ulcer  is  almost  painless,  and  yields  a  scanty.  \*isdd,  serous  discharge. 
This  is  the  "  Hunlerian,"  true,  or  hard  chancre. 

Induration. — Induration  is  one  of  the  chief  clinical  features  of  such 
a  sore.  Gni.s|K.(l  between  finger  and  thumb,  the  sore  will  be  found  to 
have  a  hard  base  as  well  as  a  hardcnetl  border,  both  sharf)ly  defined 
and  -somewhat  greater  in  extent  than  the  sore  itself  The  induration 
varies  in  amount,  possessing  a  peculiar  cartilaginous  quality;  it  is  some- 
thing stti  generis,  and  docs  not  seem  to  stand  in  any  direct  relation  with 
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the  amount,  more  or  less,  of  subcutaneous  tissue  normally  present  at 
the  site,  nor  with  that  of  the  tiiflammation.  nor  with  the  intensity  of  the 
syphihtic  virus.  The  onset  in  most  cases  is  gradual ;  it  is  not  found 
at  its  maximum  until  healing  is  well  advanced ;  in  some  coses  it  may 
per<ust  after  healing  of  the  sore  is  completed.  In  men  induration  is 
seldom  absent ;  in  women,  however,  it  docs  appear  to  vaiy,  and  in  a 
certain  number  of  cases  it  may  be  so  slight  as  to  be  appreciated  with 
difficulty. 

Characters  of  Hard  Chancre. — The  true  chancre  is  usually  single  ; 
but  niiitiy  cases  of  multiple  chancre  are  met  with — 2  not  infreiiuenlly, 
while  as  many  as  19  hard  chancres  on  t}>e  .same  individual  at  one  time 
are  recortled  by  Kicord.  In  these  latter  cases,  it  is  to  be  presumed  that 
the  virus  imtcrcd  the  body  at  several  different  places,  though  not  neces- 
sarily from  the  same  source,  about  the  same  tinie.  but  before  the  dis- 
ease had  had  time  to  become  generalizeti.  The  size  of  a  hard  chancre 
ap{x:ars  to  (]e|>end  in  some  mea.sure  on  the  si7.e  oi  the  original  abrasion 
on  which  inoculation  occurred.  The  abrasion  may  be  e.\ccedingly 
small — so  insignificant,  indeed,  as  to  escape  notice.  Some  authorities 
teach  that  inoculation  may  occur  without  any  abiasion  at  all.  Given  a 
delicate  mucous  membrane,  an  adequate  supply  of  infective  material, 
and  a  suftidently  long  contact,  there  should  be  no  difficultj'  about 
inoculation.  But.  though  possible,  this  mode  oi  inoculation  (without 
abrasion)  nuist  Ix*  regarded  as  unusual. 

Glandular  Enlargenwnt. — Wherever  a  hard  chancre  occurs,  the 
nearest  lymphatic  glands  will  always  be  found  aflected ;  they  gradually 
begin  to  swell,  and  are  usually  quite  painless,  Ijke  the  chancre  itself, 
these  diseased  glands  are  characterized  by  a  specific  hardnes.s ;  hence 
the  term  "bullet-bubo,"  by  which  name  they  are  sometimes  known. 
Tlie  lymphatic  vessels  proceeding  from  the  sore  to  the  affected  glands 
participate  in  this  Induration,  and  can  often  be  felt  beneath  the  skin  like 
fine  cords.  The  induration  develops  pari  /wssu  with  the  sore;  but 
oflen  persists  long  after  the  latter  has  healed,  es[>cd;illy  in  cases  in 
which  the  secondarj-  symptoms  are  going  to  Ih:  well  marked.  Unless 
specially  irritated,  these  .syphilitic  glands  rarely  suppurate.  The  per- 
sisting induration  is  sometimes  useful  in  clearing  up  a  diagnosis  after  a 
small,  ill-marked  sore  lias  healed. 

Mixed  Infection. — In  the  majority  tjf  chancres  on  the  genitals 
acquired  in  promiscuous  sexual  intercourse,  along  with  syphilis,  other 
forms  of  infective  agencies  .ire  commonly  engrafted ;  the  resulting 
lesion  is  thus  a  compound  one.  and  may  vary  from  the  t>'pe-form  and 
course  within  considerable  limits.  Instead  of  a  hard  chancre,  pure  and 
simple,  we  may  have  to  deal  with  a  lesion  of  a  mixed  character;  with 
the  effccts  of  various  contagia,  such  as  pus  from  soft  chancres,  from 
gonorrhea,  from  balanitis,  and  from  other  infective  (though  not  syph- 
ilitic) inflammations.  The  appearance,  mode  of  development,  and 
cflects  of  such  mixed  contagia  arc  entirely  different  from  those  just 
described  in  the  case  of  a  typical  hard  chancre.  In  the  former  there  is 
practically  no  incubation -period,  signs  of  inflammation  appearing 
within  a  few  hours  of  infection.  Soft  chancres  arc  quite  commonly 
multiple  ;  they  secrete  a  copious  and  very  infective  discharge,  and  auto- 
inoculation  may  occur  to  any  extent.     In  unhealthy  individuals,  and 
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when  not  carefully  treated,  the  inflammation  is  often  of  a  spreading  and 
destructive  kind  ;  the  lyniph:ilic  vessels  and  glands  are  rapidly  involved 
in  the  acute  suppurative  intUininatiun. 

in  such  cases  it  is  often  only  when  the  acute  sUige  is  jKist  that  the 
mixed  nature  of  the  contagion  becomes  manifest ;  for  the  syphilitic 
virus,  whether  iiioculatetl  pure  or  in  conjunction  with  other  sejrtic  mat- 
ters, after  a  certain  iieriod  for  its  incubation,  breetls  remarkably  true. 
This  should  always  be  borne  in  mind  in  ftimiinp  an  opinion  in  any 
jjiven  case.  The  allcj^ed  occurrence  of  constitutional  syphilis  after  soft 
chancres  is  probably  to  be  explained  by  such  dual  contajjion.  the  more 
rapidly  developing  an<l  acuter  symptoms  of  the  soft  chancres  diverting 
attention  from  the  vastly  nmre  important,  but  less  prominent,  symptoms 
characterizing  the  earliest  development  of  a  haril  chancre  and  the  onset 
of  true  syphilis. 

Scarring. — A  true  chancre  is  usually  a  source  of  very  little  trouble. 


FlC.  40s. — CtwiHroid  of  ihc  penis,  with  contnct-chitncmid  on  the  tMgh,  ud  a  bubo  at  ihe 
npex  of  Scarpa's  inanglc  (Poricf). 

tlie  discharge  being  scanty  and  pain  practically  absent.  Even  when 
left  to  themselves,  they  tend  to  heal  after  three  or  four  weeks;  in 
healthy  subjects,  and  when  kept  clean  and  protected  from  irritation, 
they  often  follow  so  mild  a  course  that  their  significance  is  apt  to  be 
overlooked.  Chancres  leave  no  scar  behind ;  when  associated  witli 
much  inflammation,  which,  as  already  said,  is  no  essential  part  of  the 
process,  but  rather  a  complication,  scarring  may  result 

Secondary  Incubation. — For  a  certain  time,  varying  from  three 
weeks  to  three  months,  during  which  they  may  quite  disappear,  the 
chancre  and  the  as.sociated  hard  glands  represent  the  whole  disease,  a 
period  which  some  authors  describe  as  the  "secondary  incubation."  It 
represents  the  time  necessary  for  the  multiplication  of  the  poison  and  it* 
dissemination  through  the  body.  Some  persons  remain  the  while  quite 
unaffected  in  tlieir  general  health ;  others  begin  to  feci  ill,  especially 
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during  the  later  part  of  this  period ;  depression,  malaise,  elevation  of 
temperature  set  in,  and  may  increase  to  such  an  extent  as  to  necessitate 
confinement  to  bed ;  aches  and  pains  in  the  bones  and  joints,  and  head- 
ache, chiefly  at  night,  are  not  infrequent  among  the  symptoms  of  this 
secondary  incubation-period.  These  symptoms  var\'  both  in  detail  and 
in  sc\erity.  the  personal  clement  again  being  ttirgcly  predominant.  As 
a  rule,  the  more  rapid  their  onset  the  more  severe  is  their  type;  that  is 
to  say.  a  short  secondarj*  incubation  generally  means  a  marked  consti- 
tutional proclivity,  and  therefore  a  severer  type  of  disease. 

Diagnosis. — As  regards  the  diagnosis  of  hard  chancres,  little  diffi- 
culty will  be  experienced  in  a  vast  majority  of  cases.  When  sores  occur 
on  the  jijenitals,  our  first  suspicion  is  always  of  syphilis ;  and  the  history 
^nerally  heljw  to  decide  the  question.  It  is  in  dealing  with  chancres  in 
unusual  places,  and  without  any  trustworthy -history,  that  difficult)'  and 


Flu.  406. — CbsncR  ol  ibr  np|ier  Iqi  (Piirier). 

doubt  are  chiefly  cx|Hrrienccd.  and  then  only  in  the  early  stages.     This, 
however,  is  the  moment  when  a  correct  diagnosis  is  most  imperative. 

Until  induration  has  cK;curred.  even  a  practised  eye  may  be  deceived. 
A  small,  single,  indolent  sore  occurring  on  the  lip.  or  tongue,  or  eyelid, 
or  finger,  which,  instead  of  healing,  tends  rather  to  increase,  and  which 
assumes  an  indurated  character  and  is  assodated  with  indolent  indura- 
tion of  the  nearest  glands,  can  only  be  u  hard  chancre,  No  papule,  or 
acne  spot,  or  tubercle  in  the  skin,  or  epithelioma,  or  wart,  or  local  injury, 
or  sting  behaves  in  the  same  way.  Given  such  a  sore,  the  surgeon 
should  carefully  w-nrk  up  to  a  diagnosis  by  the  method  of  exclusion. 
Occasionally  it  is  inconvenient  to  admit  the  possibiltt}'  of  this  disease, 
both  on  the  |»rt  of  the  patient  and  of  the  surgeon ;  in  such  cases,  and 
in  all  cases  of  doubt,  a  protective  dressing  and  a  mild  course  of  mer- 
curial treatment  should  be  recommended  and  commenced  as  a  tem- 
porar>'  expedient. 
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Prosrnosls. — The  prognosis  in  cases  of  hard  chancre  should  always 
be  guarded.  Secondary*  syniptunis  arc  almost  certain  to  follow,  and 
their  severity  does  nut  appear  to  dqjcnd  an  the  lai^e  or  small  size  of 
the  primary  sore.  Tlie  i>ri)gnnsis,  however,  may  \vz  very  hopeful,  for 
there  is  now  no  room  In  doubt  tliat  all  the  subsetjucnt  manifestations  of 
the  syphilitic  virus,  ailcr  the  appearance  of  a  true  chancre,  arc  modified, 
antl  to  an  extent  controlled,  by  treatment  begun  early,  efficiaitly  carried 
out,  and  continued  for  a  sufficient  period. 

Secondary  Period, — The  onset  of  constitutional  infection  l*;  usually 
ushered  in  with  :i  iiuirc  or  less  marked  rise  of  temperature.  This  is 
especially  true  in  women.  The  pyrexia  is  not  of  teing  duration,  rarely 
exceeds  103''  F,,  and  rapidly  comes  down  as  the  eruption  apix'ars.  In 
a  few  cases  successive  crops  of  eruption  are  associated  with  rises 
of  tem[X!rature.  On  the  other  hand,  manj-  cases  are  either  quite  free 
from  fever,  or  I«hat  is  more  probable),  tlic  icver  bctn^  slight,  escapes 
obsen.'ation. 

Coincidcntly  with  this  feverish  condition  there  occur  symptoms  of 
malaise,  loss  oi  appetite,  localized  aches  and  i>ains,  pallor,  and  a  feeling 
of  weakness.  In  not  a  few  ca.ses  a  general  enlargement,  with  tender- 
ness, of  the  superficial  lymphatic  glands  may  be  tliscovercd  on  examina- 
tion at  all  places  where  glands  usually  exist.  The  late  M.  Ricord  con- 
sidered this  adenitis  the  earliest,  most  constant,  and  characteri-stic  sign 
of  constitutional  syphilis,  and  that  its  extent  was  a  fairly  reliable  cri- 
terion of  the  degree  of  severity  of  the  oneomiiig  attack.  Autiiors  arc 
not  agreed  whetlier  this  glandular  enlargement  precedes  or  accompanies 
the  exanthem,  or  whether  it  is  independent  of  it.  In  the  neck,  where 
the  glands  are  usually  (|uilc  easy  In  examine,  they  are  generally  second- 
ary to  affections  of  the  throat  and  mouth,  and  .T,p[>ear  to  stand  in  direct 
relation  to  the  severity  of  the  mouth-aftecUon. 

General  Infection. — Skin»aflectitm.<(. — Among  the  earliest  objective 
signs  that  the  disease  has  generalized  itself  and  has  become  constitu- 
tional is  the  appearance  of  certain  highly  characteristic  eruptions  on  the 
skin  and  mucous  membnmes.  So  constant  are  these  eruptions  that  their 
presence  is  regarded  as  almost  essential  to  establish  the  tliagnosis.  In 
some  patients  the  eruption  is  ver>'  copious  and  very  perNistent,  with 
intermissions  ;  in  others,  slight  and  fleeting.  It  seems  not  improbable 
that  the  extent  and  intcnsitj'  depend  on  the  personal  peculiarity  of  the 
patient  rather  than  on  the  virus;  for  almost  any  rash  to  which  the  skin 
is  liable  in  a  general  way  may  be  foimd  in  association  with  sj"phtlis. 
Syphilis,  however,  does  impress  upon  these  eruptions  characters  which. 
taken  together,  stamp  them  as  specific. 

In  contrast  with  the  skin-diseases  of  a  later  period,  the  secondary 
eruptions  are  remarkably  symmetrical ;  according  to  Hutchinson,  they 
affect  the  flexor  in  preference  to  the  extcnsbr  aspects  of  the  timbs.  As 
regards  color,  it  may  be  said,  that  the>'  are  of  a  dull-red,  coppery,  or 
!ean-of-ham  tint,  due  to  the  presence  of  pigment  from  disturbance  of  the 
r(tf  Malpighii.  Various  eruptions  and  varjnng  stages  arc  commonly 
present  In  the  same  subject  at  the  same  time.  As  a  rule,  there  is  no 
itching  or  other  irritation,  and  patients  are  often  quite  unaware  of  the 
presence  of  the  eruption. 

Koscoh. — The  commonest  of  the  early  rashes  is  roseola.     It  occurs 


most  markedly  on  the  trunk  and  limbs,  perhaps  because  they  are  cov- 
ered ;  but  may  occur  also  on  exposed  parts.  The  rash  may  be  very 
abundant  or  sparsely  scattered  about :  very  evanescent,  and  so  even 
escape  notice,  or  more  chronic  in  its  duration,  and  be  followed  by  a 
slight  desquamation  and  pigniL-ntation.  The  eruption  (Kcurs  as  small 
dusky,  rosc-colorcd,  discrete  |)."ilches.  varj'ing  in  size  from  a  niillct-secd 
to  a  bean  ;  nut  appreciable  to  the  touch,  disajijxranng  momentarily  when 
pressed,  and  generally  circular  or  ovoid  in  form.  The  presence  of  such 
a  roseola  is  highly  charactenstic.  not  merely  of  syphilid,  but  of  quite 
recent  syphilis;  and  most  frequently. on  careful  search, other  signs. such 
as  the  remains  of  a  chancre,  induration,  or  hard  bubo,  will  be  found. 

Papitlis. — Perhaps  the  next  commonest  is  the  papular  syphilidc. 
This  occurs  as  a  crop  of  sli[»htly  niised  papules,  round  or  ovoid  in 
shape,  as  large  as  lentils  or  beans  even,  brownish  in  color,  with  a  smooth, 
glazed  surface.  The  papules  develop  gradually,  attaining  their  full  size 
within  about  a  week ;  they  arc  neither  painful  nor  irritable,  and  may  be 
found  scattered  over  tlic  body  generally,  or  grouped  in  some  of  the 
regions  more  especially  selected  by  syphilitic  eruptions.  Sometimes 
they  remain  unchanged  in  their  fully  developtd  cnndition  for  several 
weeks  or  even  longer,  and  then  gradually  begin  to  clear  up;  the  course 
depending  somewhat  on  the  si/.e  of  the  papule  and  the  amount  of  the 
exudation  present.  Kven  after  rcabsorplion  of  the  exudation  there  will 
persist  for  some  time  patches  of  somewhat  pigmented  and  atropliied 
skin,  which  are  very  characteristic  of  syphilis.  Not  infrequently  this  and 
the  roseola  just  described  may  be  found  side  by  side  in  the  same  patient. 

Modifii-d  PapuliS. — This  papular  syphilide  ap|x*ars  also  in  places  and 
under  conditions  which  greatly  modit)'  its  appeanmce.  Tlius,  in  the 
palms  of  the  h.Tnds  ,-ind  on  the  soles  of  the  feet  it  becomes  known  as 

t  palmar  or  plantar  psoria.'us.  The  differences  in  character  depend  on  the 
individual  hand  or  foot ;  the  more  or  less  thickened  epidermis  being 
chiefly  responsible.  In  some  cases,  where  the  papules  are  ver>-  numer- 
ous and  the  skin  hard  and  brittle,  painful  lissures  will  occur  and  the  epi- 
dermis will  (>eel  off  in  flakes.  This  eruption  is  often  ver>'  chronic  and 
liable  to  relapses.  As  ordinary  psoriasis  nc\'er  occurs  in  these  situa- 
tioas,  the  afl*ection  of  the  palms  and  of  the  soles  is  highly  cliaractcristic 
of  syphilis. 

Mucous  Membrants. — On  the  mucous  membrane  of  the  mouth  and 
fauces  the  papules  take  the  form  of  raised  "  mucous  patches  "  (plaques 
muqucuscs).  The  tonsils,  on  account  of  Iheir  peculiar  structure,  are 
cs[xxia!ly  prone  to  a  form  of  ulceration  which  is  almost  characteristic 
of  syphilis.  The  ulcers  are  symmetrical,  generally  superfidal,  and  kid- 
ney-snaped.  In  persons  whose  tonsils  arc  naturally  large  and  fleshy, 
these  sores  may  be  extensive ;  while  in  those  u-tth  small  harder  tonsils, 
there  may  be  little  more  than  congestion,  or  merely  a  thin  white  film — 
"snail-track" — on  their  .surface,  similar  to  that  found  on  the  mucous 
surface  of  the  clieeks  and  lips.  The  mucous  membrane  of  the  soft  pal- 
ate, uvula,  and  iMllars  of  the  fauces  is  usually  inflamed  and  edematous; 
in  j>crson-s  in  bad  health  this  iiiflamm-ition  may  assume  a  sloughy  char- 
acter and  be  associated  with  constitutional  di.sturbancc.  In  hard  smokers 
and  drinkers  the  mouth,  lips,  and  tongue  sometimes  suflcr  severely. 

Condylomata. — Further,  in  moist  situations  on  the  skin-surface,  the 
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papules  take  the  form  of  raised  "  white  patches"  ;  they  arc  most  com- 
monly found  where  two  surfaces  are  in  contact,  moist,  and  subject  to  a 
good  deal  of  irritation,  as  about  the  {genitals  and  around  the  anus,  where 
they  are  often  described  as  condyloniata.  Their  extent,  siix'.  and  dura- 
lion  appear  to  depend  on  the  uinuunt  oi  direct  irritation  to  which  tJiey 
are  subjected.  They  arc  more  common  in  women  than  in  men.  which 
is  to  be  explained  by  the  greater  irritatinn  to  which  these  parts  arc  sub- 
ject In  women.  Their  tlevelnprncitt  is  jjreatly  favtircd  by  inattention  to 
cleanliness  ;  they  readily  ulcerate,  and  then  pve  rise  to  a  mucopurulent 
discharge  of  a  highly  infective  nature,  and  they  spread  from  the  mucous 
orifices  where  they  originate  to  the  soft  and  moist  skin  adjoining. 


FlC.  407. — Laic  serpiginous  ulcemlinK  &yphilid«  (While). 

These  condylomata  are  well  defined,  usually  circular  or  ovoid  in  shape; 
thtir  surface  is  slJti^htly  raised,  and  on  close  examinattnn  will  be  found 
to  be  finely  fiapillated.  I  lisloloyically,  they  result  from  hj*perplasia  of 
the  papilla;  of  the  true  skin,  with  inflammatory'  changes  in  the  adjacent 
parts.  It  is  from  these  condylomata,  when  neglected  and  clironic,  that 
"  venereal  warts  "  arise  in  the  later  stages  of  syphilis. 

Rupia;  Lupus. — ^The  foregoing  are  among  the  commonest  forms  of 
skin-affection,  and  are  met  with  in  almost  e\'ery  case  of  syphilis  during  the 
early  secondary  j>criod.  Other  forms  undoubtedly  occur,  and  especially 
in  debilitated  and  cachectic  subjects.  Whether  they  arc  to  be  consid- 
ered pro[jerly  syphilitic  is  somewhat  doubtful.  Thus,  we  may  meet  with 
vesicular  and  pustular  eruptions,  the  latter  apparently  a  later  stage  of 
the  former;  as  the  scabs  fall  off,  patches  of  unhealthy  sujjerficial  ulcer- 
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ation  arc  left  behind.  Lichen  and  acne  occur  quite  commonly  among 
the  syphilitic,  and  arc  distinguished  from  the  ordinary  forms  only  by 
a  greater  tendency  to  ulcerate,  by  thfir  occurrence  in  positions  not 
usually  afiected,  and  by  the  concurrence  of  other  undoubted  si<jns  of 
syphilis.  Rupia  sometimes  occurs  among  the  early  secondaries,  though 
it  is  rare,  and  has  usually  been  considered  a  tertiary  manifestation.  It 
begins  as  a  bulla,  the  contents  of  which  dry  into  a  scab;  as  the  base 
of  the  sore  gradujilty  enlarges  by  ulceration,  so  the  size  of  the  succes- 
sive scabs  enlarges,  and  thus  a  thick-pointed  scab,  roughly  resembling 
a  coarse  oyster-  or  a  limpet-shell,  is  formed.  This  eruption  is  very 
chronic  and  obstinate;  general  remedies  are  quite  as  necessary  as  spe- 
cific ones.  A  serpiginous  disease  like  lupus  is  occasionally  met  with  at 
this  period.  It  results  from  the  breaking  down  of  small,  closely  ^nng, 
gummatous  nodules  in  the  skin  ;  or  they  may  be  tubercular  in  origin, 
which  become  modified  by  the  syphilitic  poi.son ;  they  run  their  course 
very  slowly,  recur  and  relapse,  and  more  properly  belong  to  the  tertiary 
period. 

Hair. — As  an  appendage  of  the  skin,  the  hair  partakes  in  the  gen- 
eral disturbance ;  it  usually  begins  to  fall  oi|t  during  the  early  sec- 
ondar)'  period,  especially  when  it  is  brushed.  In  some  few  cases  com- 
plete baldness  may  come  on.  More  commonly,  however,  matters  do 
not  go  qitite  so  far.  The  hair  loses  its  gloss  and  becomes  dry ;  the 
scalp  is  often  not  appreciably  altered  on  the  surface.  The  falling  out  is 
due  to  some  temporar>'  trophic  disturbance  of  the  hair-papilla;.  In 
young  subjects  the  hair  is  rapidly  reproduced  ;  while  in  elderly  persons, 
in  whom  the  hair  is  naturally  thinning  and  becoming  gray,  baldness 
may  be  almost  complete  and  permanent. 

Eye. — Intts. — Another  ver>"  important  lesion  at  this  stage  of  syphilis 
is  iritis.  According  to  the  severity  of  llie  attack,  the  patient  will  com- 
plain of  impairment  of  sight,  discomfort  in  the  e\'e,  and  of  brow-ache, 
and  sometimes  of  acute  pain  in  the  eye.  On  examination,  sluggish- 
ness, with  more  or  less  contraction  of  pupil  and  change  in  color  of  the 
iris,  will  be  seen,  together  with  a  well-marked  zone  of  ciliary  rednes.*;. 
There  is  not  much  photophobia  in  the  syphilitic  varict>'  of  iritis.  In 
some  cases  nodules  of  lymph  occur  at  the  pupillary-  margin,  and  when 
present  are  highly  characteristic.  They  are  suggestive  of  an  extensive 
inflammation  of  the  stroma  of  the  iris,  and,  unless  actively  treated, 
permanent  damage  to  the  eye  or  sight  may  result.  Iritis  occurs  from 
three  to  six  months  after  the  chancre,  and  is  sometimes  the  first  among 
the  secondary  symptoms:  more  usually  it  occurs  while  the  cxanthem 
stage  is  at  its  height.  Occasionally,  iritis  has  attracted  a  more  careful 
attention  to  other  slight  and  unsuspected  symptoms,  and  has  led  up  to 
the  correct  diagnosis  and  treatment.  In  all  cases  the  instillation  of  a 
solution  of  atropin  is  indicated,  in  order  to  dilate  the  pui»l  and  thus 
prevent  adhesions,  which  might  possibly  occlude  it  permanently.  Iritis 
is  verj*  apt  to  relapse.  Choroiditis  also  occurs ;  but  is  of  relatively 
small  importance.  Retinitis  occasionally  develops,  and  fortunately 
quickly  attracts  attention  by  the  dimness  of  vision  with  which  it  is 
associated.  It  may  occur  in  one  eye  or  in  both.  Vision  may  even  be 
lost.  The  ophthalmoscope  should  always  be  used,  and  the  extent  of 
the  mischief  ascertained.     Needless  to  say,  treatment  must  be  begun 
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early  and  continued  long  ;  the  patient  should  be  confined  to  a  darkened 
roum  and  carefully  supervised. 

By  the  time  the  foregoing  symptoms  have  been  experienced  and 
have  disappeared,  an  average  period  of  eighteen  to  twcntj'-four  months 
will  have  elapsed  since  the  priniar)'  infection  first  occurred.  Whetlier 
there  will  be  recrudescences  or  recurrences  of  any  of  the  symptoms, 
or,  in  other  words,  whether  the  patient  has  been  cured  of  liis  disease  or 
not.  will  depend  upon  the  treatment  which  has  been  adopted,  the  time 
when  treatment  was  commenced,  and  upon  the  personal  susceptibility 
and  idiosynci-asics  of  the  patient;  upon  the  absence  or  presence  of 
other  diseases,  such  as  tubercle,  rheumatism,  malaria;  and  upon  the 
attention  given  to  the  general  health.  If  treatment  has  been  thorough, 
a  long  interval  of  good  hciiltli  may  follow.  In  not  a  few  cases  no  sub- 
sequent reminders  will  be  experienced  at  Jill. 

Tertiary  Period.— It  must  be  freely  admitted  that  there  is  no  vci>- 
precise  line  of  demarcation  between  the  secondarj-  and  the  tertiaf>* 
periods.  The  lesions  arc  ccrtainl)'  less  generalized  over  the  body  ;  ihat 
is  to  say,  the>'  arc  less  copious  and  therefore  less  symmetrical  than  are 
the  secondaries.  And  whereas  the  secondarj-  lesions  have  chiefiy  affected 
the  tissues  derived  from  the  external  embryonic  layer — the  skin  and  its 
appendages — the  tertiary  lesions  seem  to  attack  by  preference  the  deriv- 
atives from  the  middle  layer,  viz.,  the  connective -tissue  scries — bone, 
periosteum,  muscles,  nen.cs.  arteries,  and  the  viscera.  A  doctrine  for- 
merly held  by  a  few  prominent  teachers,  that  .secondar>- symptoms  yield 
to  mercury,  while  potassium  iodid  is  the  remedy  for  tertiary  lesions,  has 
not  been  substantiated  bj-  longer  clinical  experience.  The  most  import- 
ant clinical  difference  is  the  diminishing  infcctivity  of  the  lesions  of  the 
tertiary  period.  As  is  well  known,  the  secondary  lesions  are  highly 
con^^gious  as  well  as  transmissible.  In  the  tertiar)*.  and  especially  in 
the  advanced  lertiar>'.  period,  there  is  neither  infectivit>*  nor  transmis- 
sibilit)^ ;  but  it  is  exceedingly  difficult  to  know  exactly  when  tliis  latter 
stage  is  reached. 

The  essential  feature  of  the  syphilitic  lesion  of  the  tertiarj'  period 
is  a  low  form  of  new  growth — the  so-called  gumma.  This  may  occur 
cither  as  a  diffuse  infiltration  or  as  discrete  nodules,  and  may  ariect  any 
of  the  tissues  as  well  as  the  internal  organs.  Gummata  may  be  oif 
any  size,  from  that  of  a  pin's  head  and  upward,  single  or  multiple. 
They  resemble  some  forms  of  tumor-growth ;  but.  unlike  the  simple 
tumors,  they  cannot  be  shelled  out.  and.  unlike  the  malignant  tumora, 
they  are  purely  local  and  do  not  infect  the  body  at  lai^e.  Histologi- 
cally, this  new  growth  is  embrjonlc  in  character,  and  apparently  inca- 
pable of  higher  organization ;  like  all  other  syphilitic  products,  it  is 
essentially  short-lived,  liable  to  degenerate,  and  thus  to  retrogress.  A 
typical  gumma,  whatever  its  size,  almost  always  shows  traces  of  d^en- 
eration  in  its  center,  due  to  its  want  of  \-ascuIarity.  After  attaining  a 
certain  size,  and  especially  when  superficial.  the\*  break  down  in  the 
center  and  slough  out ;  in  other  cases  they  ulcerate  slowly,  undcrmia- 
ing  the  neighboring  tissue. 

Bones  and  JolntA. — It  has  long  been  known  that  the  bones  and  peri- 
osteum suffer  severely  in  syphilis;  and  reference  has  already  been  made 
to  fleeting  aches  and  pains  which  not  infrequently  accompany  the  earlier 
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miinirestation  of  the  secondary  period.  Duriiij^  the  lertiary  period,  how- 
ever, these  pains  and  bone-affections  arc  more  lasting  and  more  intense. 
The  pain  is  especially  severe  at  night,  and  \cry  apt  to  occur  near  the 
attachment  of  large  muscles.  At  first  there  is  no  change  appreciable, 
either  to  the  eye  or  the  hand ;  but  later  on  either  local  or  general 
swelling,  sometimes  with  great  tenderness,  becomes  apparent.  This 
is  chiefly  the  case  where  the  bones  arc  superficial,  as  on  the  shins  and 
on  the  skull,  (icncrally,  after  some  prcliminarj"  disconitbrt,  a  .swelling, 
more  or  less  ovoid  in  shape,  gradually  appears  and  increases  in  size  and 
extent;  its  growth  may  be  chiefly  central,  toward  the  medullar)'  cavity 
«r  the  bone  (the  tibia,  for  instancf).  or  more  toward  the  surface  ;  it  may 
be  quite  unconnected  with  the  jKrntJsieuni.    When  localized,  such  swcU- 
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ings  are  called  nodes ;  when  a  bone  is  more  extensively  affected,  it  may 
be  better  described  as  a  hyperostosis.  The  nodes  may  remain  hard,  or 
gnidually  .stiftcn,  inflame,  and  slough  out  like  a  gumma  in  any  other 
situation.  The  process  is  one  of  slow  chronic  inflammation;  and  the 
pain  is  due  to  the  unyielding  nature  of  the  ti.ssue  affected.  The  course 
taken  depends  very  much  on  the  individual  case  and  on  the  treatment, 
previous  as  well  as  actual,  adopted.  Injuries  not  infrequently  .seem  to 
determine  the  occurrence  of  these  no<les.  The  whole  of  a  long  bone 
may  be  affected  and  beconic  hj'pertrophic  ;  or  nodes  may  appear  locally, 
when  the  bone  will  assume  ;i  bossy  apiJearance.  When  single,  these 
nodes  very  usually  occupy  the  middle  of  the  shaft,  in  this  respect  con- 
trasting with  tuberculosis  as. well  as  malignant  disease,  the  favorite  seat 
of  which  is  near  the  expanded  extremity  adjoining  the  epiphysis. 
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Periosteum. — The  bone  disease  is  sometimes  most  marked  near  the 
surface  and  associated  with  periostitis.  Periosteal  nodes  are  very  com- 
mon, and  arc  brought  about  much  jn  the  same  way  as  the  nodes — by 
chronic  inflammation  of  a  somewhat  low  tj'pe.  They  may  be  very 
,  painful,  owing  to  tlic  unyielding  tint ii re  of  the  tissue.  In  some  cases 
tlic  process  may  be  very  slow  and  chronic ;  and,  instead  of  ulceration, 
an  ivory-like  thickening  of  the  l«»ne  takes  place,  which  remains  perma- 
nently, or  only  disappears  after  years.  Certain  bones  seem  specially 
prone  to  tlie  disease;  tlius  the  tibia:,  the  clavicles,  the  ribs,  and  the 
bones  of  the  skull  suffer  with  t:;reat  relative  frequency.  The  palate  and 
nasal  bones  are  also  very  prone  to  the  disease,  which  often  assumes  a 
semi-gangrenous  and  offensive  character,  and  leads  to  more  or  less  local 
dcfomiity,  the  nose,  mouth,  and  pharynx  being  opened  into  one  cavity. 
Ozena  is  quite  frequently  the  result  of  syphilitic  disease  of  the  nasal 
bone,  in  conjunction  with  the  adjacent  mucous  membrane.  It  is  doulii- 
ful  whether  tliis  is  a  primar\*  bone  disease ;  more  pmbably  it  starts  in 
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the  mucous  membrane  and  then  attacks  the  bone.  In  a  few  cases  the 
base  of  the  skull  becomes  involved  in  the  disease,  which  may  spread 
thnnigh  the  dura  mater  to  the  brain  and  the  nerve-trunks  arising  there- 
frcni,  with  the  ni6sl  varieil  and  nften  disastrous  results.  The  bones  of 
the  cranium,  especially  the  frontal  and  the  parietal,  are  apt  to  ulcerate; 
first,  there  is  a  gummatous  infiltration,  citlicr  in  the  bone  itself  or  in  the 
pericranium,  which  gradually  breaks  down  and  involves  all  tl»e  structures, 
leading  to  ugly  undemnned  ulceration  in  the  soft  parts,  with  exfoliation 
of  areas  of  the  bone,  and.  if  recovery  ijccurs,  to  extensive  scarring. 

Tlic  pathoh^ical  apix-arances  of  a  tibia,  for  example,  affected  with 
this  disease  will  vary  with  the  jx^riod  at  which  the  bone  is  examined. 
If  ciirly  the  bone  may  only  appear  more  vascular  than  usual ;  at  a  later 
period  the  medullar)'  cavity*  may  be  more  or  less  filled  with  new  growth ; 
lor  the  entire  shaft  nwy  be  enlarged,  uniformly  or  otherwise,  and  heavier 
than  normal ;  or  localized  areas  may  be  infiltrated  with  ^mmatous 
material. 

Joints. — The  fibrous  structures  around  joints  arc  not  infrequently 
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aflcctctl,  nodes  making  ihcir  apjicarance ;  the  joint-cavities  also  suffer 
primarily,  a  sort  of  spurious  rheumatism  sometimes  supervening;  in 
snme  cases  disease  in  the  bones  tlicmsclves  spreads  to  the  joints  more 
itr  less  acutely.  In  other  cases  there  is  a  more  chronic  and  relapsinj^ 
synovitis,  which  may  jjivc  rise  to  a  ^jreat  deal  of  trouble.  Subjects  with 
the  rheumatic  diathesis  seem  specially  prt^ne  to  these  joint -affections  in 
the  course  of  their  syphilis. 

Muscles. — (jumniala  occur  also  in  the  muscles,  sometimes  very 
large  ones ;  and,  according  to  their  scat,  give  rise  to  considerable  incon- 
venience. 

Tonffue. — Owing,  doubtless,  to  the  many  sources  of  irritation  to 
which  the  tongue  is  subjected,  gunmiata  occur  with  considerable  fre- 
quency in  its  substance;  they  appear  at  first  as  round  or  elongated, 
hardened  masses  in  the  substance  tif  the  oi^an.  gradually  growing 
toward  the  surface.  They  are  often  painless.  On  the  other  hand,  they 
not  iiifrc<|uenlly  ulcerate,  become  very  intractable,  and  simulate  epithe- 
litMna.  Syphilis,  however,  is  less  painful  than  epithelioma,  and  there  is 
less  implication  of  the  lymphatic  glands.  The  lingual  raucous  mem- 
brane sometimes  hypertrophies  and  becomes  fissured  and  tender,  either 
in  patches  or  over  its  whole  extent.  This  condition  is  analogous  to  the 
warts  found  in  nther  places.  Tongue  disejtse  is  nmst  frequent  and  seen 
in  its  worst  fimn  among  those  who  are  excessive  tobacco-smokers. 

Nervous  System. — There  are  many  reasons  why  tertiary  .syphili.s 
of  the  nen-nus  system  should  demand  special  attention,  for  not  only 
may  it  suffer  directly,  but  it  may  also  be  implicated  secondarily,  and  in 
either  case  grave  consequences  result.  If  the  central  nervous  substance 
is  attacked  directly,  there  is  danger  of  this  highly  spedali7.ed  tissue 
being  completely  destroyed,  or  the  fibrous  stroma  in  which  the  proper 
nerve-elements  are  embedded  may  be  affected  and  seriously  jeopardize 
their  function ;  or  a  ner\'e  trunk  may  be  pressed  upon  as  it  passes 
through  a  bony  foramen  or  along  some  bony  groove.  Again,  the 
nutrition  of  the  ner\'e-substance  may  be  altered  In  consequence  of 
changes  in  the  arterial  sj-stcm.  The  clinical  results  of  such  various 
leitiom  will  obviously  dcjx'nd  on  circumstances ;  there  may  be  abolition 
of  function,  complete  or  only  partial ;  and  this  again  may  be  either  per- 
manent or  temporary.  For  instance,  should  the  retina  lx;comc  affected, 
blindness  may  result;  should  the  spinal  cord  be  attacked,  locomotor 
ataxia  will  ensue.  Affections  of  other  parts  will  have,  each  accord- 
ing to  its  function,  a  corresponding  sequel ;  and  in  proportion  to  the 
specialization  of  the  ncrxx  afTcctcd,  so  will  be  the  gravity  of  the  lesion 
and  of  the  prognosis  to  be  given. 

Viscera. — Gummata  may  afTcct  any  of  the  viscera.  Of  chief  impor- 
tance are  afTections  of  the  liver  and  of  the  testis,  as  much  by  reason  of 
thar  frequency  as  of  the  importance  of  these  organs.  They  occur  in 
the  lungs;  in  the  heart-muscle;  probably  also  in  the  stomach,  where 
the>-  may  be  a  cause  of  ulceration,  and  in  the  rectum,  bdng  not  infre- 
quently a  cause  of  stricture.  The  reader  is  referred  to  the  chapters 
dealing  with  these  special  organs  for  a  more  detailed  account. 

Syphilis  of  tlic  upper  slr-passiiKes  presents  nothing  special.  It 
may,  howe\*cr,  sometimes  prnvc  dangerous  to  life,  because  of  the 
importance  of  the  respiratory  function  rather  than  because  of  its  extent 
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or  scvcriry.  I-jtIicr  the  mucous  nicmhninc  or  the  cartilaginous  frame- 
work of  the  larj'nx.  or  both,  niay  be  the  parts  first  affccttd  ;  and  owing 
to  swelling  ur  to  edema  acute  and  dangerous  symptoms  may  set  in, 
and  with  sudden  and  startiin{»  rapidity.  In  more  chronic  cases,  after 
softening  and  sloughing,'  out  (»f  the  guminata.  cicatrietal  narrowing 
occurs. 

In  a  brief  e.'wuiy  of  thi.s  kind,  it  is  diPicult  to  do  more  than  sketch  the 
possibihtics  of  this  disease,  so  uncertain  and  yet  so  universal  in  their 
probable  incidence.  With  a  history  of  past  .syphilis,  obscure  symptoms 
in  viscera,  nervous  system,  or  eiscwhcre.  occurnng  without  other  obvious 
cause,  may  not  unfairly  be  suspected  to  be  due  to  ^philis,  and  cau- 
tiously tn*att:ti  by  tlu-  ;ii>propri;iCe  remedies, 

Hereditary  (or  Congfenital)  Syphilis.—The  offspring  of  parents 

actively  syphilitic  often  suffer  from  disease  itf  a  wcrll-niarked  type  and 
having  very  definite  features — so-called  hereditary  syphilis.  This  is 
hardly  the  place  to  discuss  in  detail  the  relative  share  taken  by  tither 
and  by  muther  in  the  production  of  syphilitic  children.  Speaking 
getierally,  it  niaj-  be  said  that  a  tliseased  father  or  a  diseased  mother 
suffices  to  eiulangcr  the  fetus;  when  both  parents  arc  infective,  the 
danger  to  the  fetus  is  still  greater.  The  activity  of  the  parents'  disease 
at  the  time  of  procreation — which  apiKrars  to  be  in  direct  ratio  to  the 
date  of  its  acquisition — is  a  contributory  element  of  the  first  importance 
in  insuring  botli  transmission  and  inten.*!ity.  The  varying  degrees  of 
severity  in  the  hereditary  disease  met  with  in  practice  arc  probably  thus 
explained.  A  few  children  are  bonv  with  the  disease  fully  out  on  them ; 
iFi  the  majority  of  cases  the  disease  only  becomes  manifest  some  weeks 
after  birth  ;  in  a  small  ]>ercentage  the  earliest  manifestations  may  be 
delayed  for  years.  The  following  descriptions  must  be  taken  as  col- 
lective rather  than  as  individual.  It  is  most  unusual  for  all  the  enu- 
merated symptoms  to  occur  in  each  case;  indeed,  the  greatest  latitude 
must  be  allowed. 

How  the  disease  is  conveyed  fnjni  the  s^KTrm  lo  the  ovum  is  not 
known.  Why  a  certain  number  of  children  suffer  from  the  disease, 
though  their  parents  show  no  .signs  of  syphilis;  why  a  certain  number 
of  chiltJrcn  of  obviously  syphilitic  parents  appear  to  escajw  the  disease 
altogether;  why,  in  the  case  of  twins,  occasionally  one  escapes  scot 
free,  while  the  other  suffers  severely,  are  among  the  problems  which  as 
yet  remain  quite  unexplained. 

This  much  we  know,  however,  that  the  syphilitic  prison  is  highly 
detrimental  to  the  ovum  in  a  large  i>roportion  of  cases,  destroying  it 
before  it  has  had  time  to  germinate — in  this  way  preventing  conception 
— or  at  a  later  jjcriod  blighting  the  fetus,  so  as  lo  lead  to  miscarriage  or 
premature  birth.  When  the  poison  is  more  attenuated,  the  fetus  may 
sur\*ive  to  term  and  be  bom  alive,  with  or  without  external  signs  of  its 
tainted  origin. 

General  Symptoms. — Sn'crc  Ctists. — Tlie  infant,  even  when  not 
prematurely  boni,  is  usually  small  and  atrophic ;  its  skin  is  often  thick, 
coarse,  and  wrinkled.  When  syphilis  is  manifest  at  the  time  of  birth, 
or  becomes  so  very  shortly  aftenvard.  it  is  always  of  a  severe  t)^^  and 
generally  fatal.  A  common  symptom  in  such  cases  is  pemphigus,  a 
bullous  eruption,  which,  while  occurring  over  any  part  of  the  body. 
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has  special  predilection  for  the  palms  of  the  hands  and  soles  of  the 
feet  The  buIlEe  vary  in  size  from  that  of  a  pea  to  an  egg,  occur  in  suc- 
cessive crops,  the  fluid  contents  of  which  rapidly  become  purulent. 
Sometimes  the  whole  body  appears  as  if  it  had  been  superficially 
scalded,  and  large  flakes  of  loosened  epidermis  can  be  peeled  off.  The 
anus  is  often  fissured  and  ulcerated.  The  scrotum  and  penis  are  swollen, 
red,  and  excoriated. 

The  mucous  metnbranes  usually  suffer  considerably.  A  diffuse  sto- 
matitis, with  "  white  patches  "  on  the  inner  surface  of  the  cheeks  and 
lips ;  small  ulcers  on  the  tongue ;  inflamed  gums  with,  occasionally, 
suppuration  of  the  dental  sacs,  may  be  present;  radiating  fissures  at  the 
angles  of  the  mouth,  with  excoriation  of  the  adjoining  parts,  are  found, 
as  a  rule.  The  cry  is  feeble  and  hoarse,  from  participation  of  laryngeal 
mucous  membrane  in  the  morbid  process.  The  nasopharynx  is  in  a 
similar  condition,  and  yields  a  copious  mucopurulent  discharge.  The 
mterference  with  nasal  breathing  is  often  considerable,  to  which  the 
term  "  snuffles  "  is  specifically  applied  ;  besides  being  a  source  of  great 
discomfort,  it  seriously  interferes  with  sucking,  and  so  adds  indirectly 
to  the  child's  danger. 

Multiple  Arthritis. — Another  not  infrequent  occurrence  in  these 
severe  forms  is  multiple  arthritis.  The  afiection  usually  comes  on 
acutely,  attacks  more  than  one  joint,  often  several  in  rapid  succession, 
and  leads  to  loss  of  power — pseudoparalysis  so-called.  The  infant 
attracts  attention  by  its  constant  moaning  cry,  especially  while  being 
handled  or  dressed  ;  sometimes  the  absence  of  movement  first  attracts 
the  mother's  attention.  On  examination  the  afiected  joints  will  be 
found  swollen,  excessively  tender,  sometimes  disorganized,  and  the 
limbs  below  quite  powerless. 

Symptoms  in  Milder  Cases. — The  syphilitic  infant,  however,  is  usually 
bom  without  any  signs  of  disease,  and  may  remain  apparently  healthy 
for  three  or  four  or  more  weeks  ;  it  may  even  be  fat  and  well  nourished. 
Then  gradually  it  begins  to  fail,  and  loses  its  plumpness  and  healthy 
color.  Nasal  catarrh — "  snuffles  " — begins  ;  and  this  is  quickly  followed 
by  a  coppery  roseola,  sometimes  by  a  papular  eruption,  with  or  without 
scales,  and  of  a  cafe-au-lait  tint  Usually,  sores  will  commence  about 
the  anus  ;  sometimes  well-marked  "  white  patches  "  will  be  found  there. 
These  symptoms  vary  very  much  in  their  intensity.  The  rash  may 
cover  the  whole  body  or  concentrate  itself  about  the  mucous  orifices. 
In  the  milder  forms  of  this  disease.  It  is  not  common  to  find  much 
afiection  of  the  mucous  membrane  of  the  mouth ;  but  the  mouth,  phar- 
ynx, and  even  the  larynx  may  be  affected  ;  and  besides  some  alteration 
in  the  voice,  swelling  may  occasionally  give  rise  to  difficulty  in  the  res- 
piration.    The  lymphatic  glands  in  the  neck  may  enlarge. 

The  symptoms  in  some  cases  are  most  scanty,  merely  snuffles  and 
a  few  spots ;  or  a  broad,  flattened  condyloma  about  the  anus  ;  or  just  a 
little  hoarseness — symptoms  which,  without  a  clear  history  of  syphilis 
in  the  parents,  would  hardly  suffice  for  a  diagnosis. 

The  skin-eruptions  arc  largely  influenced  and  located  by  external 
irritation  ;  hence  their  frequency  around  the  lips  and  in  the  neighbor- 
hood of  the  anus  and  scrotum.  Indeed,  external  irritations  often  deter- 
mine the  date  of  outbreak  of  the  skin-eruptions.     The  change  from  the 


772 


INTERS'ATIOS'AL    TEXTBOOK  OF  SURGERY. 


intra-utcrine  to  cxtra-utcrinc  surroundings  must  be  a  shock  to  any 
child :  and  when  thci>c  latter  arc  specially  unfavorable,  the  surface- 
lesions  of  inherited  syphilis  arc  proportionately  ajiyravated.  It  must 
never  be  forjjolten  tliat  many  infants  quite  free  from  sy]>hilis  sufit-r 
from  "  sore  bottoms  '  produced  by  the  irritation  of  unhealthy  feces  anti 
of  urine  and  by  want  of  attention  ;  consequently,  before  a  diagnosis  cS 
syphilis  can  be  ^ivcn,  other  more  specific  signs  must  be  present. 
Moreover,  the  aspect  of  the  lesions  is  easily  influenced  by  treatment; 
and  should  mercury  have  already  been  {^ven,  eitlicr  accidentally  or  b>' 
design,  before  the  child  comes  under  notice,  the  surgeon  may  easily 
arrive  at  a  wrong  conclusion  as  to  the  nature  of  the  case. 

Boms,. — Next,  both  in  frequency  and  In  im|K>rtance,  to  affections  of 
the  skin  come  those  of  the  bones.  As  the  skin  is  rarely  attacked  in 
its  whole  extent  at  one  and  the  same  time,  so  it  is  with  the  skeleton ;  as 
on  the  skin,  so  among  the  bones  there  arc  seats  of  election.  Some 
bones  show  a  proneness  to  suffer  more  severely  than  otliers ;  these  arc 
the  bones  of  the  skull-cap,  the  scapula,  the  ilium,  and  the  long  bones 
of  the  extremities,  though  all  other  parts  of  the  skeleton  may  suflcr  in 
verj'  severe  cases.  Clinicallj',  the  chief  character  of  the  affection  is  a 
peculiar  thickening  of  the  bone,  more  or  less  in  layers  or  bosses,  which 
is  found  to  depend  on  an  irregular  osteophytic  deposit  on  its  surface. 
in  marked  cases  this  condition  can  be  seen  as  well  as  felt.  The 
deposit  occurs  chiefly  along  the  sutural  mai^niis  of  the  skull-cap.  where 
it  can  be  traced  with  the  finger  as  a  rounded,  elevated  border;  it  is 
especially  observable  at  the  four  corners  of  the  anterior  fontanel,  extend- 
ing backward  and  forward  along  the  line  of  the  sutures,  to  which  the 
term  "  natiform  "  swelling  has  been  applied,  This  condition  of  the 
bones,  which  is  inflammator}'.  appears  to  lead  in  some  cases  to  prema- 
ture closing  of  the  sutures,  and  so  may  even  arrest  the  growth  of  the 
brain  in  very  marked  cases.  The  ]]arietal  bone  is  attacked  most  fre- 
quently, then  the  frontiil.  and  lastly  the  upper  |>art  of  the  occipital. 
The  parietal  and  frontal  eminences  are  not  attacked  until  the  whole 
bone  is  more  or  less  affected.  The  other  flat  bones — scapula  and  ilium 
—are  much  thickened,  especially  along  their  free  margins,  A  similar 
deposit  is  found  also  on  the  long  bones  of  the  extremities.  Jn  these 
the  osteophytic  deposit,  in  extreme  cases,  entirely  encases  the  bones, 
producing  during  life  a  thickened  condition,  with  tenderness  on  press- 
ure, by  means  of  which  the  disease  may  l>e  recognizetl.  The  deposit 
is  always  thicker  at  the  extremities  of  the  diaphysis ;  but  the  e^physis, 
notwithstanding,  may  he  quite  normal.  The  condition  is  distinct  from 
the  multiple  arthritis  alluded  to  in  a  preceding  paragraph  ;  it  affects,  as  a 
rule,  rather  older  children,  and  is  associated  with  a  less  se\'crc  tj'pc  of 
disease.  The  deposit  occurs  In  superim]>oscd  layers,  as  though  there 
were  inlerx'aN  oi  activity  and  of  rest,  comparable  with  the  tendenc>*  to 
relapse  not  seldom  seen  in  other  syphilitic  lesions,  or  perhaps  uith  the 
too  early  suspension  of  treatment.  The  accompanying  illustration  (Fig. 
410)  gives  a  verj'  correct  idea  of  this  form  nf  the  disease.  It  is  one  of 
the  lesions  most  amenable  to  mercurial  treatment,  under  which  it 
rapidly  disappears, 

A  less  common  form  of  bone  disease  in  infants  at  this  period  is 
shown  in  Fig.  410,  3.     Here,  instead  of  a  sheath  of  new  bone,  we  have 
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local  thickenings  similar  to  those  found  at  a  later  period  of  life,  to 
which  reference  will  presently  be  made. 

All  these  lesions  are  easily  intensified  by  rough  handling  ;  the  mere 
act  of  dressing  and  undressing,  muscular  movements,  and  the  like  tend 
to  aggravate  even  the  slighter  cases,  and  to  introduce  factors  and  con- 
ditions apart  from  syphilis.  When  such  conditions  are  suspected  or 
detected,  the  limbs  should  be  swathed  in  soft  dressings  and  carefully 
immobilized.  The  flat  bones — scapula  and  ilium — are  usually  found 
much  thickened  along  their  margins. 

Pathologically,  the  change  is  in  the  bone  itself,  and  not  in  the  peri- 
osteum, for  the  latter  will  peel  off  without  any  difficulty — indeed,  more 


Fig.  410.— Bone  disease  in  inbnis  (hereditary  syphilis),  i.  \^U  humerus;  shows  the 
sheath  of  new  bone  which  surrounds  the  lower  half  of  the  sh:ift,  llicrc  is  nothing  nlinonnal 
along  the  junction  of  the  shaft  with  the  epiphysis,  a.  Kight  tiliia :  the  whole  of  the  diaphysis 
is  enclosed,  as  it  were,  in  a  sheath  of  new  bone.  Epiphyseal  junction  normal.  3.  lA-ft  ulna: 
shows  the  nodulated  condition  of  the  surface  of  the  bone.  There  was  n<)  sheath  of  new  growth, 
Ai  in  the  other  hones,  along  the  whole  of  the  shaft,  hut  r.ither  a  local  thickening  in  two  or  three 
different  places.  (From  a  male  infant,  who  died  in  the  |-^s(  {.Ajndtm  Children's  Hospital, 
aged  nine  weeks.) 

easily  than  usual.  The  exact  appearance  of  this  osteophytic  infiltration 
will  depend  on  the  age  of  the  patient  and  of  the  disease  ;  whether  the 
case  has  been  treated  with  mercury  or  otherwise ;  and,  finally,  on 
whether  the  bones  arc  examined  immediately  after  death  or  after  mficer- 
ation  and  dr>'ing.  Seen  shortly  after  death,  these  bones  are  dark  red  or 
purple  in  color,  from  the  vascular  congestion.  Two  or  more  layers  of 
new  growth  may  be  found  superimposed,  the  outer  layers  being  gener- 
ally softer  than  the  deeper  ones.  The  de]K>sit  consists  of  a  coarse, 
open,  trabecular  framework  of  new  bone,  filled  with  an  inflammatory 
infiltration  of  newly  formed  embryonic  ti.ssuc.  The  bones  at  this  stage 
can  be  easily  cut  with  a  knife.  In  the  cases  in  which  treatment  arrests 
the  further  course  of  the  disease,  these  changes  slowly  retrogress,  and 
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in  course  of  time  may  di.sappcar  entirely ;  in  others,  cither  of  a  more- 
severe  type  or  untrciiled,  later  changes  of  an  ulcerative  type  set  in,  and 
more  or  less  caries,  with  its  results,  will  be  nbscrx'cd.  The  skull-cap 
(eitl)cr  within  or  without)  will  show  traces  «jf  erosion,  and  may  even  be 
pertorate<]. 

llstera. — In  a  considerable  number  of  cases  tlic  spleen  will  lie  found 
enlarged,  sometimes  considerably.  The  liver,  too.  is  occasionally  enlarged 
at  the  same  time.  Apart  from  mere  enlaqjcmcnt  now  referred  to,  and 
which  under  favorable  circunistaficcs  will  slowly  subside,  in  some  few 
cases  syphilitic  new  growth  may  be  found  in  b<ith  these  viscera  after  death. 
As  exceptional  occurrences,  these  uryans,  one  nr  t>nth,  may  be  found 
infiltrated  throughout  with  new  growth,  either  In  patches  or  uniformly, 
as  though  the  growth  had  commenced  early  during  intra-uterinc  life  and 
run  pan  passu  with  the  development  of  the  organ.  Severe  visceral 
lesions  of  this  kind  are  not  always  associated  with  the  most  marked 
surfaee-!csions,  |jerhaps  because  the  syphilitic  [Miison  has  concentrated 
and  exhauste<l  itself  in  pmducing  tlie  cunitition. 

Iritis. — According  to  llutclnn.son,  iniis  occurs  occasionally  in  sj-ph- 
ililic  infants ;  and,  on  account  of  the  slight  symptoms  which  attend 
it  in  many  instances,  it  is  hablc  to  be  overlooked.  C)nc  eye  or  both 
eyes  may  be  affected,  either  together  or  In  succession.  The  average 
age  is  five  months,  and  the  condition  is  mostly  associated  with  otlier 
symploms.  The  di-sease  is  mu^t  common  among  the  oftspring  of 
[wrents  who  have  themselves  but  recently  acquiretl  syphilis.  It  may  be 
recognized  by  alteration  in  the  color  of  the  iris,  by  irregularity  of  the 
pupil,  and  by  the  presence  of  more  or  less  lymph.  A  guarded  progno- 
sis should  be  given.  The  treatment  must  be  cautiously  pushed ;  and 
Etropin  instilled,  in  order  to  keep  the  pupil  as  widely  dilated  as  possible. 

The  testis  is  another  of  the  viscera  ftir  which  hereditary  syphilis  has 
a  marked  predilection;  the  di-sease  occurs  in  infants  of  tliree  months 
and  U[jw.ard.  Very  occasionally  a  di.seased  testis  has  l>et:n  found  in  a 
full-term  fetus.  On  examination  the  affected  testis  is  harder  and  larger 
than  a  normal  one,  uneven  on  the  surface,  and  sometimes  as.sociated 
with  hydrocele.  On  section  the  oi^an  is  found  infiltrated  with  gum. 
matous  deposit. 

Other  ivsions  occur,  though  less  frequently  ;  some  are  demonstrable 
only  after  death.  Indeed,  it  seems  as  if  any  part  of  the  bixly  may  be 
alTectud.  In  post-moriem  examination  of  young  children  the  subjects 
of  this  disease,  extensive  affection  of  the  arterial  system  (Hcubner's 
changes),  gummata  of  the  dura  mater,  of  the  cranial  nerves,  of  the 
heart,  lungs,  kidnc>'s,  and  extensive  choroidal  disease  have  been  found. 

When  the  early  period  of  the  disease  has  been  safely  passed,  many 
syphilitic  children  grow  up  vcr\'  much  like  other  children,  some  may 
even  show  no  further  signs  of  their  diathesis;  others  may  be  anemic 
and  weakly  for  a  time.  (Others,  again,  acquire  a  peculiar  and  unmisLik- 
able  physiognomy ;  the  nasopharyngeal  affections,  according  to  tljcir 
severity,  lead  to  the  destruction  of  the  vomer,  palate  bones,  or  ethmoid, 
as  well  as  of  the  soil  parts ;  or  to  alterations  in  conformation  and  atro- 
phy; and,  as  a  result,  the  face  and  nose  acquire  the  characteristic 
appearance  referred  to.  The  vault  of  the  cranium  ;md  the  forehead 
sometimes  become   permanently  tliickencd,  becoming  square-shaped. 
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Apart  from  this,  however,  the  health  is  good,  and  development  takes  a 
iiDrmal  course.  Much  depends  on  a  careful  and  well-sustainetl  course 
of  treatment  during  the  earliest  stages. 

The  ContasJousness  of  Inherited  Syphilis. — A  question  which 
the  surgeon  will  often  be  called  upon  to  decide  is.  "  How  shall  a  syph- 
ilitic infant  be  brought  up?"  The  disease  is  so  frequently  latent  and 
unsuspected  at  birth  that  the  mother  may  already  have  begun  to 
suckle  it  or  have  procured  a  wet-nurse;  and  it  is  only  some  days  or 
weeks  later  that  the  truth  liccomes  apparent.  What  is  to  be  done  under 
the  circumstances  ?  First,  in  those  cases  in  which  the  mother  is  nursing 
her  own  infant,  the  mother  may  continue  suckling,  with  the  fullest 
confidence  that  she  will  not  acquire  syphilitic  disease  from  her  own 
infant,  even  if  its  mouth  is  affected.  These  infants  can  ill  afford  to  be 
deprived  of  breast-milk  ;  and  on  no  account  should  they  be  weaned  as 
long  as  the  mother  is  able  and  willing  to  suckle  them.  It  is  quite  other- 
wise with  regard  to  the  wet-nurse;  and  should  an  infant  who  is  being 
suckled  by  a  stranger  nurse  develop  syphilis,  the  surgeon  will  naturally 
at  once  inform  both  the  parents  and  the  nurse,  and  point  out  the  |ws- 
sible  risks  of  infection.  In  all  probability,  e\'en  should  the  surgeon 
sanction  it.  the  wet-nurse  will  decide  not  to  incur  further  risk  :  it  will  he 
ncccssarj*.  however,  to  keep  her  under  close  observation  for  some 
weeks,  until  it  is  quite  certain  that  she  has  not  already  been  infected. 

It  was  about  the  ye;ir  1837  that  Abraham  CoUes.  the  celebrated 
Dublin  surgeon,  as  the  outcome  of  a  very  large  experience,  first  enun- 
ciated the  doctrine  that  a  congenitally  syphilitic  infant  never  infects  its 
own  mother  with  syphilis,  although  a  healthy  wct-nursc  rarely  escapes 
the  infection.  He  wrote :  "  I  have  never  seen  or  heard  of  a  single 
instance  in  which  a  syphilitic  infant  (although  its  mouth  be  ulcerated), 
suckled  by  its  own  mother,  had  produced  ulceration  of  her  breasts ; 
whereas  very  few  instances  have  occurred  where  a  syphihtic  infant  has 
not  infected  a  strange  hired  wet-nurse  who  had  been  previously  in  good 
health." 

This  doctrine  is  now  called  "  Colles's  law,"  and  is  very  generally 
accepted;  by  the  majorit>',  it  is  regarded  as  absolute;  by  a  small 
minority,  on  the  other  hand,  exceptions  to  the  rule  arc  allowed  to 
occur ;  but  these  exceptions  are  very  few  and  far  between,  and  prac- 
tically may  be  disregarded  in  connection  with  tlie  question  of  suckling 
by  the  mother,  though  she  herself  is  apparently  free  from  disease. 

There  is  no  recent  clinical  evidence  which  quite  realizes  Colles's 
teachings,  viz.,  that  a  healthy  wet-nurse  who  suckles  a  syphilitic  infant 
becomes  infected,  while  the  infant's  own  mother,  who  has  also  suckled 
this  same  child,  and  has  been  brought  into  closest  contact  with  it, 
escapes.  It  is  not  vcr>*  remarkable  that  a  mother  should  not  be  infected 
with  disease  from  suckling  and  handling  her  own  infant,  which  is  really 
part  of  herself.  It  is  only  when  this  same  infant  infects  ever>*  other 
healthy  person  with  whom  it  comes  in  contact  that  the  mother's  invari- 
able escape  becomes  so  striking.  The  importance  of  taking  Colles's 
teaching  as  a  whole  cannot,  thercfoa*.  be  overrated.  For.  obviously, 
some  one  must  be  infected  by  the  infant,  in  order  to  demonstrate  beyond 
doubt  that  its  disease  is  contagious.  In  the  instances  in  which  a  wet- 
nurse  alone  suckles  a  diseased  nursling  and  succumbs  to  infection,  wc 
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lack  the  demonstration,  in  the  given  case,  that  the  mother,  too,  would 
not  have  been  infected  had  she  nurseti  thi>i  obviously  contagious  infant 
to  an  equal  extent.  Colics  relates  instances  of  wet-nurses  and  thdr 
families  bccominf^  infected  from  infants  suffering  from  inherited  sj'philis. 
which  he  regarded  as  one  of  tlie  most  conUigious  of  nil  diseases.  It 
was  the  extreme  contagiousness  of  these  syiihilitic  infants  that  led  him 
to  make  the  observations  on  which  "  Colles's  law  "  now  rests. 

The  contagiousness  c^  what  is  now  called  inherited  syiihilis.  however, 
is  being  more  and  more  questioned  by  present-day  workers.  At  the 
children's  hospitals  in  London,  where  vast  numbers  of  children  witli  this 
inherited  disease  arc  annually  seen  as  outpatients,  few.  if  any.  cases  of 
clianc re-syphilis  infected  from  the  inherited  cases  arc  met  with,  although 
the  children  mostly  come  from  very  jxxir  and  overcrowded  homes,  where 
there  is  little  to  prevent,  and  much  to  favor,  the  spread  of  any  con- 
tagious disease  that  may  be  present.  In  the  Kast  Ivondon  Hospital  for 
Children,  where  there  is  a  special  ward  for  young  infants,  in  whidi  a 
great  number  of  the  severest  cases  have  been  nursed  during  the  past 
twenty  years,  no  single  case  of  accidental  infection  has  been  recorded. 

The  questions  thus  arise;  Has  inherited  syphilis  changed  in  char- 
acter since  Colles's  day  ?  Do  we  ajjply  the  term  more  widely  now  than 
was  formerly  done?  and.  Are  we  less  cxactint^  in  i>ur  requirements  as 
to  the  syphilitic  antecedents  of  an  individual  than  was  Colles?  It  setrms 
not  improbable  that  all  these  factors  are  at  work.  1  he  more  extended 
knowledge  of  syphilis  ;  its  earlier,  better,  and  more  systematic  treat- 
ment, thanks  to  advancing  medical  knowledge  and  to  the  facilities 
afibrded  by  public  hospitals  and  disi>ensaries  all  over  the  countr\\  are 
together  gradually  exercising  a  contnilling  inllncnce — in  the  Darwinian 
sense — on  the  disease.  Tlius.  it  is  highly  pmhablc  that  ver>'  much  of 
what  is  now  called  "inherited,*'  or  *' congenital."  syphilis  is  not  slridly 
.sypliilis.  in  that  it  is  not  contagious;  but  rather  a  new  type  of  malnu- 
trition, of  constitutional  deterioration  in  cliildren,  brought  about  by  the 
toxins  of  syphilis  acting  on  the  (wrents. 

In  a  few  cases  syphilis  lias  been  propagated  by  nurslings  supposed 
to  be  suffering  fn>ni  inlicritcd  syphilis,  Cnlles  records  one  such  case, 
which  at  first  he  took  to  lie  an  exception  to  his  doctrine  of  non-infcctiv- 
ily:  but  on  further  con.si deration  he  concluded  that  the  infant  in  ques- 
tion had  acquired  ordinary'  syphilis  after  birtli.  from  some  woman  other 
than  its  mother,  who  might  have  nursed  or  handled  it.  In  ever)'  case 
of  asserted  infection  by  a  congeiiilally  syphilitic  infant  this  jwssiblc 
fallacy  must  be  looked  into.  It  is  quite  easy  for  a  newborn  infant  to 
acquire  syphilis  dllicr  at  its  birth  froln  its  mother  or  after  birth  from 
some  other  source  of  contagion;  for  every- child  whose  parents  are  so 
actively  syphillUc  that  they  beget  infected  children  is  born  into  a  conta- 
gious environment,  and  may  readily  succumb.  The  writer  thinks  that 
when  syphilitic  infants  prove  contagious,  their  disease  has  been  acquired 
at  birth  or  immediately  after. 

Boerhaavc.  in  his  Aphorisms,  published  nearly  two  hundred  years 
ago.  recognized  both  the  acquired  and  the  congenital  forms  of  syphilis; 
but  warned  his  re;ulcrs  that  much  of  the  infantile  variety  might  be 
conveye<l  to  the  chiUl  by  infected  nurses.  The  surgeon  should  there- 
fore be  on  his  guard,  first  and  foremost,  not  to  mistake  acquired  syph- 
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ilis  for  the  hereditary  form ;  and,  secondly,  not  to  overlook  so  conta^ 
gious  a  maiad)'  as  this  when  it  occurs. 

That  chancre-syphilis  has  been  produced  by  infection  from  the  con- 
genital form  is  hardly  to  be  doubted ;  but  the  cases  are  extremely  rare. 
If  further  experience  demonstrates  that  much  of  what  we  now  call  hered- 
itary or  congenital  syphilis  is  not  contagious,  "  Colles's  law  "  will  lose 
something  of  its  present  significance ;  though  CoIIcs's  leaching  will  still 
have  a  very  important  bearing  on  practice.  It  will  lead,  probably,  to  a 
more  precise  nomenclature,  and  to  a  more  careful  study  of  tlic  disease 
and  the  conditions  of  its  production ;  and,  in  time,  to  a  recognitiun  of 
what  is  really  syphilis,  and  tJierefore  contagious;  and  what  is  {»?sstbly 
the  rt-iul/  of  syphilis,  and  therefore  non-contagious.  It  is  needless  to 
say  that  the  medicolegal  aspect  of  the  question  is  one  of  great  and 
grtjwing  importance. 

It  is  ver>'  interesting  to  note  that  the  subjects  of  this  inherited  dis- 
ease cannot  transmit  the  disease  to  their  descendants,  and  they  them- 
selves, when  adequately  exposed  to  the  contagion  of  onlinary  chancre- 
syplnlis.  become  infected  and  manifest  the  usual  train  of  symptoms. 

Vacclnosyphilts. — Thi-  contagiousness  or  the  non-contagiousness  of 
inherited  s\  philis  is  of  great  social  interest,  on  account  of  vaccination 
hitherto  practised  from  clnld  to  child.  Unfortunately,  syphilis  has  occa- 
sionally been  propagated  by  this  ojxrration.  Considering,  however,  the 
millions  of  vaccinations  that  have  taken  place,  the  almost  endless  num- 
ber of  infants  suffering  from  this  so-called  "  heretlitary  syphilis,"  and, 
notwithstanding,  the  very  small  number  of  recorded  cases  of  infection, 
it  must  be  conceded  that  the  risk  of  infection  U  small  indeed.  These 
facts,  on  the  other  hand,  may  not  unfairly  lie  usied  as  an  argument 
against  the  sjK-cific  contagiousness  of  the  congeniLil  form  of  syphilis. 
Were  this  inherited  disease  a.s  contagious  as  Colics  held  it  to  be,  the 
number  of  accidents  by  this  time  would  have  hjxx\  enormous.  Thb 
a.^pcct  of  the  question  loses  some  of  its  interest  now  thai  human  lymph 
has  been  discarded  in  favor  of  glyccrinaled  calf-lymph  for  pnrtectivc 
vaccination  against  small-pox.  In  this  connection  it  is  hardly  neces- 
sary' to  impress  on  the  young  sui^eon  the  need  of  the  greatest  care  in 
vaccinating  children,  whether  they  be  sypliilitic.i  or  otherwise ;  and  to 
avoid  the  use  of  vaccine  lymph  from  all  but  the  most  healthy  infants 
should  calf-lymph  not  be  obtainable. 

Late  Syi^ills. — Syphilis  sometimes  manifests  itself  at  a  much  later 
age,  either  in  cases  that  have  never  been  preWously  aflected  or  hut 
very  slightly  affected.  In  proportion  as  these  symptoms  occur  late,  the 
lesions  are  chronic  and  but  little  amenable  to  treatment.  Whether  we 
are  justified  in  regarding  such  cases  as  syphilitic  at  all  is  open  to  doubt. 
That  the  lesions  occur  in  children  who  have  had  earlier  signs  generally 
held  to  be  syphilitic  is  quite  true ;  but  they  occur  with  nearly  equal 
frequency  in  cases  in  which  neither  a  family  nor  a  personal  history  of 
syphilis  can  be  obtained. 

Chronic  Intfrstitinl  KeratUh. — This  is  one  of  the  earliest  of  the  later 
symptoms  of  inhurited  s\-philis.  Hutchinson,  who  was  the  first  to 
demonstrate  this  connection,  states  that  interstitial  keratitis  occurs 
between  the  ages  of  five  and  eighteen  years ;  that  it  almost  invariably 
affects  first  one  eye  and  Uien  the  other ;  and  Uiat  it  usually  commences 
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as  a  diffuse  haziness  near  the  center  of  the  cornea.  WTien  carefully 
examined,  the  haze  consists  of  "  dots  "  situated  in  the  substance  of  the 
cornea.  After  a  few  weeks  Uiese  "  dots  "  enlatfjc  and  then  coalesce, 
rendering'  the  wliole  cornea  densely  ojKiquc.  like  pround-(;lass.  There 
is  by  tliis  lime  some  intnlcrancc  uf  light,  with  pain  in  the  orbit;  and  the 
patient  has  only  bare  jjerception  of  light.  Under  favorable  circum- 
stances the  disease  may  begin  to  recede  atid  sight  be  uitimatcly  restored. 
In  more  severe  cases  the  cornea  becomes  salmon-colored  from  vascu- 
larity;  and  though  great  improvement  may  still  take  place  under  appro- 
priate treatment,  vision  is  often  considerably  damaged.  The  duration 
of  this  complication  varici  from  eighteen  months  tn  t^vo  years,  or  longer. 
T!u  Permamnt  /<•<•///.— The  permanent  central  incisor  teeth  are  often 
afiected.  and  in  so  characteristic  a  nvinner  as  to  become  almost  pathog- 
nomonic of  the  disease.  These  teeth  arc  usually  short  and  narrow, 
with  a  broad  vertical  notch  in  their  edges,  and  rounded  corners.  When 
present,  such  teeth  arc  a  valuable  corroboration  in  doubtful  casei; ;  and 
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KiG.  411,— Hutchinson'i  teeth :  i.  Tbe  centnl  up^r  inclson  of  a  l&d,  aced  firiecn  yean. 
Ihe  stultJM:!  uf  iutierilcd  ^rphlli3.  Thv  teeth  ore  abort,  convcrgetU.  narrgw  from  tide  to  tide  A 
iheir  edges,  and  show  in  each  11  vcntcil  notcti.  3.  These  teeth  piexnt  >unil3T  chAractcr>.  llic 
nulctu-^.  tinwevcr,  are  less  ilcep.  whils.!  [lie  niuruwiiiK  Itorii  aide  to  side  ia  Veil  nuiikeU.  %. 
The  upper  incisors  of  a  eirl  aged  uveniecn  ycsts.  'Ihcrc  it  a  wide  Kpace  between  the  cminl 
ones.  nnJ  >>olh  th^M;  let-ih.  nlihough  of  ne>irly  normnl  Icnclb,  arc  niitraw,  nntl  khow  Axt\i  vet- 
liciil  noichcft.  As  is  u»ua1,  the  l.-vienl  Incisors  are  of  nernuil  site  nnd  fom.  These  lecui  wv 
noi  so  typical  as  those  shown  in  t  and  a. 


when  well  marked  they  are  conclusive  of  syphilis.  Unfortunately,  they 
are  not  available  for  diagnostic  purposes  until  after  the  child  is  about 
eight  years  old.  Their  absence,  however,  cannot  be  held  to  exclude 
syphilis  when  other  signs  point  in  that  direction.  The  writer  ha.t  Hutch- 
inson's s[K:cial  permission  to  reproduce  the  accompanying  drawings  of 
the  "test  teeth  "  first  published  in  1863,  in  his  now  classical  work,  enti- 
tled Oinkat  Memoir  on  Certain  Diseases  of  the  Eye  ami  Ear  Consajuent 
on  Inherited  Syphilis,  in  which  the  reader  will  find  these  matters 
admirably  discussed  and  described. 

Bone-Usionsof  [mU-  Period. — Some  very  peculiar  aflectionsoftheboncs 
occtir  during  later  chililhond.  from  about  ten  years  of  age  and  onuanL 
The  aflTccted  bones  increase  until  they  may  become  almost  twice  ihtnr 
normal  size :  sometimes  the  whole  diaphysis,  sometimes  only  a  part,  is 
affected.  In  the  latter  case  the  thickenings  usually  tKCur  in  the  middle 
third  of  the  shafts.  In  other  cases,  instead  of  a  general  hypertrt>phy, 
there  are  localized  ovoid  swellings — osseous  nodes.     The  earliest  symi>- 
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torn  of  tlus  aflccUon  is  deep-seated,  persistent,  aching  pain,  sometimes 
very  severe  in  character.  The  changes  occur  very  slowly,  last  a  long 
time,  and  may  even  be  permanent ;  though  thc>*  yield,  as  a  rule,  to  a 
long -continued  treatment  with  mercury  and  potassium  iodid.  ^ngiy  or 
combined.  The  accompanying  illustration  (Fig.  412)  represents  a  xyp- 
ical  case. 

The  pttlicDt,  a  girl,  aged  itiirtecu  yean,  was  llie  »e4:uml  at  three  children,  and  liod  hith- 
CTln  enjofcd  good  health,     Tor  aboui  three  month?  heforc  coining  under  obscrrnijon  she 
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Fig.  4ia.~Bane  dbeuc  in  herrditary  lyptiiUs;  Urn  Iralanv  Julia  B.  ami  thineen 
yetn  ■  lytHmetrical  hirperiMiosu  on  lower  jaw,  carrrnxyDdiitg  wilh  ibc  inwiriion  or  th«  rnaue- 
ter  mnKlet.     Left  arm  irf  the  lamc  paiicni.  showing  localised  hypcroslokes  on  the  ruliitt  and 

tjllM. 


had  suffered  Truin  Krere  aod  iacrcuiiig  yma  in  several  bgnct:  then  ihe  uvoid  swellings 
gndiulljr  ap^arocl  over  the  angles  aiuj  ninua  af  ihe  InvriT  jaw  coireiponding  with  the 
ia»crtiufi»  uf  the  ota&wter  muaclcx  Kinallir.  ovoid  twellin^j^  on  the  niiildlc  third  ui  tlir  lefl 
clavirlr,  on  the  til>«a,  on  the  Irfl  hnmrra^  nulin*.  and  ntna  sluwljr  appeared  :  tliry  had 
nlMed  about  a  yeat  when  the  drawing*  were  made.  The  tectli  were  ([uite  noniul ;  the 
genemi  health  at  this  time  w«k  evcellenL  Mercnryand  potaisinm  iodid  were  ordered  sioffly 
and  cxunbined,  and  under  lhi>  trealmrnl  Ihe  {Eiin  >ul>«tdcd  :  the  ■wcUinf{on  the  clavicle 
aim  nbsiclcd,  but  the  other  cliivieic  beeanie  aflfecled  for  a  while  and  then  got  well.  The 
flvrllin)*  in  the  other  bone^  however,  ci»ntiniietl  li>  »iKrea«e,  and  tinwib*  appetired  in  some 
other  of  the  I(ii>(;  )M>nF!^  In  the  ne^t  three  nr  four  year^  iliiTin);  which  Oie  was  umler  rnn 
UanI  iihirfvalion,  &he  went  ihroush  an  attack  of  inler^ilial  fcenitib*.  6n>l  in  one  eye  atxl 
than  in  ihe  other.     She  became  liille  by  Utile  abuiliitely  deaf;  the  general  health  bc|^  ID 
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suflrr,  became  more  hikI  more  nlTeclH,  and  the  cirl  diet!  or  an  otiKUK  brain-lcsMMi,  DM 
improbably  dur,  as  wa&  llir  (Imfnc^s  li>  ptcssuK.'  uf  hyprrtrophicd  boiir  ud  vital  suudnm.. 
Thii)  girl'*  siMet  was  «lsi>  i«cdi  bi  shurt  intcn-aK  Ai  anc  time  *h^  apfMMircd  quite  well : 
then  iaicrauiia]  keratitis  came  on,  and  ran  ils  unuil  toune.  After  [hi;>  the  giil  wa&  luM 
sigbi  ol. 

Another  mid  !»itiewha.t  siuiilar  cue  ia  illiulrated  by  Kig.  4IJ.  The  pntienl,  ■  bojr, 
ag«I  riuiricrii,  with  niimutl  vyvs,  nn'l  while.  wcIl-ftimjMl  lecili,  i*  ihc  nldtrM  of  KTn 
childteii,  and  the  oul^  une  uiiecled.  Tlie  liisdiry  a^  lu  syphili^i  i»  uuilc  uegaljve.  The 
l»oy's  father  M-nh  marrtc-d  ai  the  agr  of  »cvctHn-n;  his  moiher.  at  tlic  age  of  nineteen- 
Neither  jmrcnt  shows  aii^r  trace  of  syphilid.  'Pic  palicnl  hiiDnelf  remained  normal  up  to  hi» 
serenih  year,  thuugh  he  was  smncwnnl  anrtnic.  At  this  period  hr  )>e^n  to  firow  :  llie 
eoUfigenienl  of  the  long  Itone*  began  ahom  the  same  time,  ai>d  has  slowly  progreMcd.     Ia 
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1^9^  he  came  under  the  care  of  the  vritcr's  cu1lee{rue,  Zum  Busch,  at  the  Gennan  Hos- 
pilal,  and  was  ordered  mercury  and  potassium  iodiU  ;  but  as  he  attended  very  imieularly 
and  for  short  peritKU  only,  the  result  of  trealmetit  wait  practically  nil.  Now  ( lltq9),  Ibc 
condition  of  (he  bones  im  well  ithown  in  Fi^:.  413.  Tliere  aie  al&o  wcll-marLed  Mj{i])urating 
euminiilB,  die  firtl  beginnings  of  which  iiidv  dale  Ixick  some  five  or  sia  tnonibs  Tfie  bnn« 
Dave  gradually  increased  to  their  pTc«ciil  iaik. 

Condylomata. — Another  late  symptom,  and  sometimes  a  .solttaiy 
one,  is  the  appearance  of  broad,  raised  condylomata  about  the  anus  and 
vulva  and  elsewhere  on  the  skin,  especially  on  parts  which,  from  being 
in  mutual  contact,  are  usually  moist.  Even  when  alone,  such  a  condi- 
tion may  be  pronounced  syphilitic,  and  should  be  treated  accordingly. 
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Mercury  should  be  given  internally,  in  small  doses  in  conjunction  with 
strict  cleanliness  <if  tfie  iiffcctcd  parts.  After  washing',  the  condylomata 
should  be  freely  dusted  with  a  powder  consisting  of  zinc  oxid,  3  parts; 
calomel,  I  purt. 

Malnutrition. — Malnutrition,  evidenced  by  chronic  pallor,  anemia, 
debility,  indefinite  aches  and  pains,  is  occasionally  the  sign  and  result 
of  a  syphihtic  taint.  In  such  oxses  mere  tonics  do  not  suffice  to  effect 
a  permanent  cure:  mercury  in  sonic  furni  or  utlier  mu.st  lie  added. 

I^n-nx. — The  brunt  of  the  disease  sometimes  falls  on  the  larynx 
and  air-passages.  In  early  infancy  the  mucous  membrane  suffers  in 
the  manner  alrcidy  referred  to ;  and  in  a  few  of  tliesc  cases  which  liavc 
resisted  treatment  or  relapsed,  chronic  thickening  of  the  mucous  mem- 
brane— even  a  wart>'  condition  of  the  lar).-nx — may  result,  and  become 
a  source  of  trouble  and  danger.  In  other  cases  ulceration  or  sh^ugh- 
ing  results;  and  in  later  yeiirs  dyspnea  may  supervene  from  shght 
causes  {*'.g.,  catarrh),  owing  to  cicatricial  changes  which  follow  healing. 

A  sotnewlml  utiiiMial  case  of  lbi>  VmA  came  urdrr  thr  wiilcr's  airv,  in  ihc  EasI  London 
Cblldrcn's  Hospital,  a  Tew  years  ol^o;  srii)  he  liai^  Mwn  othrr;^  of  tv  like  kind,  thiiugh  not 
;juite  of  ihc  MTUe  extent  or  severity.  The  palieni,  a  hoy.  Aged  fifteen  years,  havinK  a  wetl- 
mnrked  syyihililic  phyMognomy,  bnl  with  while,  wcllfunnctl  teeth  in  >oi]n>l  tonOiliun,  wu 
acimitced    with   a   irnch'eal    fimula   from  wearing  a   tmcheolomy-tube,  inlerstiitial   keratitis 
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KlO.  414. — Etvdoinichclii^  and  entlotiroTichiti^  (nniviral  site).  Fig.  415. — ^Trachea  at  bifur- 
cation, lloriionia]  KClton  ihfoUKh  ihe  trachea,  o.B  cm.  (oj  incht  above  Ihr  hifurcation, 
Ciirtilaitinoua  rlng»  are  normal.  The  lumen  ia  greatly  reduced  in  liic  by  Uic  hypcrtropliied 
iHUCOUi  mcrobnine. 

whicli  appeared  to  be  clejiring  op,  and  Ucgc  n^des  on  each  tibia,  thai  on  the  ri^hl  tide 
■oftcnlng,  exceedingly  tender,  and  ihrealened  with  suppunition,  that  on  (he  left  tide  le«)i 
advanciKl.  Besides  marked  stridor  and  djFtpnea.  there  were  evidences  of  chruiiic  and  exien- 
sLve  liinfF  diseu^,  from  which  he  ultinuicly  died.  He  wan  the  ihini  iif  q  rliildren,  of 
whutn  4  died  in  infancy  ;  none  of  ihc  survivor*  jJiowed  any  signs  of  syphilis,  neither  did 
his  father  nor  his  muiher.  .^  MXtijtfacii^  hiMorjf  *jf  infantile  »yphili»  cnidil  nni  lie  ohinined. 
When  abuut  ten  years  n(  age  he  began  to  \nntr  from  ulceration  of  the  soft  palate,  which 
allitnatcly  wa»  txuliiilly  dtniruycd,  the  icniauiit  becoming  odheTent  lo  tlic  pcuieriar  pharyn- 
geal wall.  «>  that  a  tube  paswd  thrciugh  cither  no^ril  cmitd  not  bo  made  to  reach  the  mouth, 
bome  cicatricial  narruwitig  af  Ihu  upper  air  piii)i'uigc&  hat]  also  taken  place,  and  durinf;  a 
ottatrhal  attack  had  nccessitnied  tracheotomy,  from  whicli  he  recovered.  Daring  the  nfxl 
five  Tears  he  reinaincd  under  con»Unt  obitcmition.  The  limbs  were  enveloped  in  fa«oda|;c( 
■preftd  wiih  mercurial  ointment ;  and  under  lhi-'>  treatment,  whidi  wa*  coniinnml,  with  fnier- 
miiMOfiB,  for  aomc  months,  the  node*  ami  the  pain  and  tendemeM  gradually  and  cumplelely 
di-4iplieared.  NoiwithKtiindinj;  every  mre,  change  of  air,  genemi  tnniri.  eir,  the  hoy 
Very  slowly  wasted  and  died  with  symptoms  of  chionk  fibroid  phlhiiii.  The  fvil-rnvrUm 
examination  revralcd  a  CDiulilinn  uf  ublilrralive  endotntcbeitis  and  endobronchitis  which 
an-  well  shown  in  Fi(;*  414.  415.  The  luiijj*  prciented  the  analortucal  n|i|>canincc*  o( 
cxlterac  inter*utial  infljuu nation,  with  lar^e  tract*  of  den^e  fibmu*  tissue  escrywht-re.  Two 
guramau  were  found  in  ihr  bnin.  just  above  the  corpus  callosum.  the  parieto-occi[HUl  fis- 
aure  running  bclweeti  IheoL  Tliev  contained  (hick,  t^mmy,  tenacious  pus.  The  eiido- 
Iracheitis,  in  all  mpects  corre^ponflin^t  to  the  ohliterative  erKlarleriiit  of  Heahner,  was  (be 
moi>1  striking  feature  of  the  ca^tc-  Tlie«e  changes  were  conlincd  to  the  interior  of  (be  tracht» 
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■nd  main  bTotirhi.  Thr  dmwii^s  arc  Ufe-iJEe  :  tliey  «huw  lliol  ihe  lumcii  is  mliu-rd  to  oac 
ttiird  of  Ji!>  noniMl  sue.  It  U  r«m&rkahSc  how  little  dyspnea  wa«  prexcni  until  withio  a  few 
dtyft  of  deoih. 

Prognosis  of  Syphilis. — Not  mcrclj'  because  syphilis  may  attack 
subjects  of  any  a^c,  but  because  of  its  long  and  uncertain  duration, 
must  tlic  prognosis  of  acquired  syphilis  be  guarded,  even  in  thusc  cases 
in  whicti  it  justifiably  sccnis  very  ho|x;ful.  In  some  |>eople  the  disease 
is  most  fonnidabic ;  in  others,  though  very  characteristic ,  mild  and 
apparently  fleeting.  The  younger  the  patient,  generally  speaking,  the 
more  serious  the  disease.  In  young,  growing  people,  wlio  have  sUll 
their  framework  to  build  up,  the  disease  may  prove  a  very  serious 
matter  indeed.  In  old  or  debilitated  subjects,  whose  recuperative 
powers  have  gone,  serious  complications  not  infrequently  supervene, 
and  aild  greatly  to  the  original  risks. 

In  early  manhood,  provided  there  is  no  other  constitutional  weak- 
ness, a  favorable  prognosis  may  be  given  in  ca-ses  in  which  a  .»;ysicmalic 
early  and  prolonged  course  of  treatment  can  be  assured.  Hut  tliough 
treatment  can  modify  syphilis,  it  cannot  always  eradicate  it;  nor  can  it 
be  depended  upon  to  entirely  ward  off  the  constitutional  symjitoms  which 
sooner  or  later  almost  certainly  follow  a  primary  chancre-infection. 
Before  attempting  a  progno.sis  a  good  history  *»f  the  case  from  llw 
very  commencement  must  be  had.  Patients  sometimes  will  not  tell  the 
truth;  sometimes  they  do  not  know  the  trutli.  Some  are  observant ; 
some  are  inditlcrcnt ;  a  few  purpo.sely  mislead  the  surgeon. 

Speaking  br<>adly,  it  is  safe  to  say  that  a  hard  chancre  will  be  fol- 
lowed by  secondary  symptoms ;  and  tliat  during  this  secondary  period 
the  patient  is  highly  infective.  Whether  and  t»i  wliat  extent  later  (ter- 
tiary) symptoms  will  super\'enc  will  dc|iend  in  large  measure  on  the 
treatment  that  is  or  has  been  adopted.  If  an  early  mercurial  treatment 
is  conscientiously  carried  out  by  the  patient,  his  .secondaries  may  pnnx 
almost  nominal,  and  he  may  entireSy  escape  all  tertiarics.  Some  pa- 
tients who  ap{H:ar  to  be  having  a  mild  attack  believe  themselves  wcU, 
and  leave  off  treatment  too  soon  ;  an  error  of  judgment  for  which  they 
may  have  to  jKiy  iluarly.  A  jKitirnt  should  not  consider  himself  well 
for  at  least  two  years  from  the  conimencenu-tit  uf  his  attack, even  though 
he  have  systematic  treatment,  and  no  .symptoms  have  manifested  them- 
selves for  six  or  eight  months. 

A  child  who  may  have  accidentally  been  contaminated  needs  even  a 
longer  course  of  treatment,  for  the  growing  tissues  of  the  young  prove 
a  most  favorable  cidlure-metliiun  for  the  syphilitic  virus,  and  special 
cfTorts  will  have  to  be  ninde  ti>  era<licate  it.  The  occurrrncc  of  other 
di.scascs  must  always  be  taken  into  account;  and  perhaps  the  m«»st 
serious  complication  of  all  is  disease  of  the  kidncy.s,  for  these  nephritic 
subjects  tolerate  an  antisvphilitic  treatment,  whether  by  mercury  or 
iodid,  very  badly.  If  a  tuberculous  patient  gets  sv-philis.  the  prc^^osis 
as  to  the  syphilis  (its  infecUvily  and  duration)  is  almost  the  same;  but 
there  is  a  superadded  difficulty,  dependent  on  the  tuberculosis,  on  its 
extent,  and  on  the  organ  affected;  and  so  with  other  intercurrent  dis- 
eases. 

In  hereditary  syphilis  a  cautiously  favorable  prognosis  can  be  given 
in  a  majority  of  the  cases  which  survive  for  from  four  to  six  months. 
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The  severest  cases  die  quite  young,  aiid  it  must  be  confessed  that  the 
mortality  is  very  great.  The  earlier  the  outbreak  of  the  initial  symp- 
toms, the  more  severe  the  ty^K  of  the  disease  and  the  greater  its  mor- 
tality. When  syphilis  manifests  itself  after  the  first  eight  or  ten  weeks 
of  life,  it  usually  proves  very  amenable  to  Ireatroenl :  when  it  occurs 
still  later,  it  is  seldom  danfjeroiis  to  life  unless  some  vital  orjjan  be 
attacked  and  neglected.  In  so-uillcd  lale  syphilis  ilic  danger  to  life  is 
far  Il'ss  than  the  danger  to  individual  organs :  on  tlic  other  hand,  treat- 
ment is  not  usually  very  successful,  "["he  birth  of  syphilitic  children 
proves  active  syphilis  in  the  parents,  one  or  both,  though  they  may  show 
no  out\vard  sign  of  their  taint,  and  calls  for  further  antisyphilitic  treat- 
ment, in  order  to  safeguard  any  further  offspring  tiiat  may  be  born 
to  them. 

Effects  of  Injury. — Injuries  sometimes  wake  up  latent  syphilis,  or 
recall  it  into  activity.  The  bone-lcsions  of  the  tcrtiar>'  period  not 
uncommonly  commence  after  a  slight  blow,  as,  for  instance,  a  kick  on 
the  shin.  Disease  of  the  tongue  is  frequently  started  and  kept  up  by 
sharp,  decayed  teeth,  by  the  irritation  of  hot  or  overspiced  foods,  by 
alcohol,  or  by  tobacco.  The  early  lesions  of  hereditarj-  syphilis  also 
are  frequently  determined  and  always  greatly  aggravated  by  external 
irritations  of  one  kind  or  another. 

Second  Attacks. — Second  attacks  of  syphilis  are  undoubtedly  met 
witli ;  though  the  cases  are  relatively  few  and  far  between.  There  is 
nothing  ver>'  remarkable  about  such  a  circumstance,  especially  if  the 
first  attack  has  been  adequately  treated.  Indeed,  these  second  attacks 
in  subjects  who  expose  themselves  to  new  infection  apfx:ar  to  the  writer 
to  prove  that  sj-philis  is  a  curable  disease ;  for  so  long  as  the  syphilitic 
virus  remains  in  the  system,  it  protects  its  host  against  further  att;icks. 
Seeing  the  marked  influence  which  mercur>'  exercises  on  syphilitic 
lesions,  it  is  not  difficult  to  imagine  that  it  efl^cts  a  complete  cure  in 
some  few  cases ;  and  so  it  is  only  to  be  expected  that  second  attacks 
should  occur  from  time  to  time. 

Should  Isoiatioir  b(  Insisted  On  f- — The  long -con  tinned  infcctivcncss 
of  syphilis,  even  after  all  external  Iciions  may  have  disappeared,  ren- 
ders precautionary  measures  of  the  utmost  im|X)rtancc.  As  ofien  hap- 
pens,a  young  man,  living  at  home  with  his  parents,  brothers. and  sisters, 
unfortunately  acquires  syphilis.  What  is  to  be  done  ?  Is  the  surgeon 
to  hide  the  fact  or  to  make  a  clean  breast  of  it  ?  Can  a  man  be  safely 
allowed  to  mix  with  his  family?  Should  a  man  kiss  either  mother  or 
sister  under  such  circumstances?  Can  he  have  all  that  attention  and 
that  thorough  treatment  which  are  desirable  as  long  as  the  real  nature 
of  his  disease  is  kept  .secret  ?  Is  he  to  continue  in  business  and  mix 
with  his  companions  while  the  subject  of  a  highly  contagious  malady 
like  syphilis?  If  an  accidental  infection  occurs,  in  what  position  would 
the  practitioner  staiid  who  had  kept  silence  ?  It  is  not  i>ossible,  within 
the  narrow  limits  of  this  chapter,  to  discuss  these  great  social  problems. 
Both  doctor  and  patient  must  bear  in  mind  the  contagious  nature  of  the 
blood  and  secretions  of  a  syphilitic  for  long  periods  after  the  primary 
infection,  and  take  every  possible  precaution  to  prevent  the  occurrence 
of  misfortune. 

Marriage. — W^hen  is  it  safe  to  marry  ?     For  how  long  after  an 


7«4 


INTEFNATIONAL    TEXTBOOK  OF  SURGERY. 


I 


attack  of  syphilis  should  a  man  refrain  from  marrjnng  ?  This  question 
is  one  of  the-  most  important  thai  can  possibly  be  raised.  It  is  well 
known  that  tlie  scxiui!  excitement  of  the  early  months  of  married  life 
often  leads  to  a  recrudescence  of  the  disease,  sometimes  even  after  a 
long  and  careful  course  of  treatment.  Most  surgeons  are  cognizant  of 
painful  instances  In  which  this  has  occurred.  Under  the  most  favorable 
circumstances  a  period  of  two  full  years  should  elapse  between  the 
original  infection  and  marriage ;  and  at  least  twelve  months  should 
elapse  between  marriage  and  the  last  rec<.>gnizablc  symptom.  It  should 
be  further  laid  down  that  these  are  the  minimum  periixls.  and  that  a 
thorough  course  of  treatment  h;is  been  j^onc  through.  Ev^en  where  no 
symptoms  have  presented  themselve.'^,  it  will  Ix-  wise  and  projicr  as  a 
precautionary  measure  to  recommend  a  mild  mercurial  course  during 
the  t^vo  or  three  months  immediately  preceding  the  marriage,  if  it  is 
decided  to  many  at  these  minimum  periods. 

Treatment  of  Syphilis. — The  great  antidote  to  syphilis  is  mer- 
cur>' :  in  patients  i.^^  ail  ages  and  in  all  stages  of  the  disease,  mercury 
is  the  sheet-anchor.  The  more  acti\-e  anti  unadulterated  the  syphilis, 
the  more  obvious  becomes  the  beneficial  effect  of  mercur>'  on  the  dis- 
ease. If  it  were  possible  to  recognize  wth  certainty  a  primary  sore 
before  induration  had  taken  place,  the  administration  of  mercury  would 
in  all  probability  cut  short  the  disease  absolutely.  In  doubtful  cases 
some  practitioners  even  withhold  mercury,  in  order  not  to  interfere  with 
the  development  of  symptoms,  with  a  view  to  a  correct  diagnosis ;  but 
it  is  vcrj-  much  safer  to  remain  in  doubt  than  to  allow  such  a  hateful 
disease  to  get  foothold  ;  it  is  much  easier  to  let  s>'phllls  in  than  to  erad- 
icate it,  once  it  has  gained  admission,  even  with  such  a  powerful  ally  as 
mercur>'  to  rely  upon. 

The  cases  in  which  mercury  in  any  form  disagrees  are  very  few  and 
far  between  :  if  found,  it  is  chiefly  during  the  late  stages,  when  the  con- 
stitutional powers  nf  the  [xjtient  are  weakened  by  causes  other  than 
syphilis  proper.  Nevertheless,  individuals  show  a  ver>'  var>'ing  sus- 
ceptibility to  the  drug,  a  fact  which  must  always  be  remembered  when 
prescribing  it.  Fortunately,  there  are  many  ways  of  administering  the 
drug ;  and  when  one  method  fails  another  can  always  be  tried. 

It  may  be  laid  down  as  a  canon  that  mercur)-.  to  be  really  cfTectua! 
in  syphilis,  must  be  given  in  small  doses,  and  that  its  administration 
must  be  continued  for  long  periods.  A  "small  dose  "  is  a  somcwh^ 
relative  expression,  for  an  amount  which  one  patient  tolerates  perfectly 
may  cause  considerable  irritation  in  another.  Moreover,  mercury  belongs 
to  the  class  of  drugs  which  exert  a  cumulative  action ;  by  which  is 
meant  that  for  a  while  the  dose  may  appear  to  exert  little  or  no  effect, 
and  then  suddenly  the  action  of  the  drug  begins  to  manifest  itself  in  a 
verj'  inten.se  form.  This  action  is  sometimes  set  in  action  by  other  drugs. 
Thus,  in  a  case  with  late  secondaries,  mercury  in  small  doses  had  been 
given  for  some  time  without  much  effect,  good  or  bad;  so  iodid  of 
pota.ssium  was  substituted,  and  witliin  three  days  the  most  profu.sc  .^ali- 
\-ation  occurred. 

As  a  rule,  adults  are  more  susceptible  to  mercury  than  children  ;  the 
latter  bear  the  drug  remarkably  well ;  even  young  infants  tolerate  a 
long  imld  course  without  any  detriment,  and  they  may  even  grow  fat 
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on  it  It  is  not  improbable  that  the  milk-diet,  on  which  infants  and 
children  largely  live,  forms  compounds  with  the  mercuty  which  lessen 
the  irritant  effects  that  the  drug  sometimes  exercises  on  older  people,  a 
fact  which  suggests  the  possible  advantages  of  milk  as  an  article  of 
diet  for  adults  undergoing  a  mercurial  course.  Mercury  internally  is 
better  borne  when  administered  shortly  after  food ;  it  then  gets  thor- 
oughly mixed  with  the  food  during  digestion,  while  the  process  of 
absorption  is  active,  and  smaller  quantities  seem  to  suffice. 

Sooner  or  later  mercury  produces  salivation  ;  but  this  occurs  very 
gradually,  and  is  preceded  by  swelling  and  tenderness  of  the  buccal 
mucous  membrane.  Its  onset  is  a  useful  indication  that  the  system  is 
well  under  the  Influence  of  the  drug,  and  that  its  further  administration 
ought  at  once  to  be  suspended  for  a  while  or  the  dosage  lessened.  And 
while  salivation,  as  a  rule,  is  to  be  carefully  avoided,  it  is  well  to  recog- 
nize the  fact  that  in  a  small  minority  of  cases  the  cure  only  begins  and 
proceeds  after  the  gums  have  been  affected. 

A  very  necessary  part  of  a  mercurial  treatment  is  to  give  special 
attention  to  the  mouth  and  teeth,  particularly  in  cases  in  which  the 
teeth  are  not  sound.  After  carefully  brushing  the  teeth  with  an  anti- 
septic saponaceous  tooth-powder,  the  mouth  should  be  well  gargled 
several  times  in  the  day  with  an  alum  gargle  containing  a  little  glyc- 
erin. With  such  precautions,  mercury  may  often  be  administered  to  a 
syphilitic  patient  for  weeks  or  months  together  without  the  slightest 
inconvenience.  There  is  a  popular  belief,  and  one  that  is  well  founded, 
that  a  patient  undergoing  a  mercurial  course  is  specially  liable  to  "  take 
cold  "  and  to  illness.  Certainly  this  is  not  the  time  to  trifle  or  neglect 
one's  self  The  patient,  on  the  contrary,  should  take  extra  care  of 
himself;  live  a  quiet,  steady  life,  and  avoid  excesses,  whether  in  exer- 
cise, food,  alcohol,  tobacco,  or  otherwise  ;  and  go  about  warmly  clad. 

The  following  are  some  among  the  many  methods  of  administering 
mercury  to  syphilitic  patients.  Each  practitioner  must  choose  for  him- 
self that  or  those  which  seem  best  adapted  to  the  circumstances  of  an 
individual  case.  The  writer  has  often  found  it  convenient,  as  well  as 
advantageous,  to  change  and  change  about. 

One  of  the  best  mercurial  preparations  for  primary  syphilis  is  the 
"  gray  powder"  (hydrargyrum  cum  creta)  of^he  British  Pharmacopeia  : 
it  may  be  administered  in  doses  of  i  grain  and  upward,  preferably  com- 
bined with  an  equal  quantity  of  Dover's  powder  (pulvis  ipecacuanhas 
compositus),  either  in  the  form  of  a  pill  or  as  a  powder.  The  dose 
should  be  taken  shortly  after  a  meal,  three  or  four  times  in  the  twenty- 
four  hours.  If  found  to  agree,  the  dose  may  be  increa.sed,  so  as  to  get 
the  patient  as  rapidly  as  is  safe  under  mercurial  influence,  which  will  be 
accomplished  in  about  a  week.  After  this  the  .smaller  dose  should  be 
resumed,  and,  if  needs  be,  intermitted  from  time  to  time.  Should  diar- 
rhea or  other  irritation  of  the  bowels  be  experienced,  the  mercury  must 
be  stopped  for  a  day  or  two,  or  the  dose  of  Dover's  powder  be  slightly 
increased.  These  mercurial  pills  have  the  merits  of  remaining  practi- 
cally unchanged  for  any  length  of  time;  the  dosage  is  accurate  and 
ea.sily  regulated,  and  they  are  very  portable. 

As  a  local  application  to  a  hard  chancre,  a  dusting- powder  com- 
posed   of    3   parts   of   zinc  oxid  and    i    part  of   calomel,  carefully 
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rubbed  together,  will  be  found  very  efficacious  ;  the  powder  may  be 
appHed  with  a  soft,  long-haired  brush  or  with  a  pledget  of  absorbent 
wool.  For  mixed  sores  with  an  unhealthy  surface  black  wash  (lotio 
hydrargyri  nigra)  is  very  useful.  Should  sloughing  (phagedena)  occur, 
frequent  or  prolonged  sitz  baths  containing  some  suitable  antiseptic 
solution  are  indicated  during  the  day ;  the  blackwash  dressing  being 
resumed  at  night.  The  sore,  having  been  well  cleansed,  should  be  cov- 
ered with  sterilized  gauze  soaked  in  the  lotion ;  this  dressing  should  be 
frequently  repeated. 

Inunction  is  a  somewhat  dirty  but  a  very  efficacious  method  of 
employing  mercury ;  it  is  rather  less  easy  to  regulate  the  dose,  but  if 
the  effects  are  carefully  watched,  no  harm  need  result.  From  i  to  2 
drams  of  blue  ointment  (unguentum  hydrargyri)  should  be  thoroughly 
rubbed  every  morning  into  some  soft  part  of  the  skin — the  groins,  the 
axilla,',  the  front  of  the  thighs,  or  the  abdomen,  in  turn,  so  as  to  avoid 
local  irritation.  This  may  be  done  by  the  patient  himself  or  by  an 
attendant,  who  must  use  a  glove  or  a  pad  especially  adapted  to  the 
purpose.  Lanolin  may  advantageously  be  substituted  for  lard  in  the 
manufacture  of  the  blue  ointment.  During  the  secondary  stage,  while 
the  skin  is  liable  to  be  involved,  the  inunction  treatment  is  rather  con- 
tra-indicated, or  must  be  practised  with  an  attenuated  ointment 

The  calmnel  ziapor  bath  is  a  very  valuable  means  of  bringing  the 
patient  rapidly  under  the  influence  of  mercury  without  irritating  the 
gastro-intestinal  tract ;  it  is  also  especially  indicated  when  the  secondary 
skin  affections  are  severe.  From  lo  to  30  grs.  of  calomel  are  volatilized 
over  a  lamp  placed  beneath  a  chair  on  which  the  patient  sits  nude,  with 
a  long  mackintosh  cape  tied  round  the  neck  and  falling  to  the  ground, 
so  as  to  shut  in  the  vapor.  This  "  bath  "  should  last  for  half  an  hour, 
and  be  taken  every  night  or  every  second  night. 

In  the  cases  in  which  there  are  moist  eruptions,  the  dusting-powder 
already  mentioned  may  be  used.  If  the  mouth  or  pharynx  is  much 
affected,  the  alum  gargle  will  prove  a  useful  astringent.  Sometimes 
"  yellow  wash  "  (lotio  hydrargyri  flava)  will  prove  useful  in  obstinate 
cases  ;  this  latter  must  not  be  swallowed,  and  therefore  should  only  be 
used  under  direct  supervision.  A  solution  of  chromic  acid  (2  per  cent.) 
is  a  very  valuable  application  to  secondary  sores — cracks  and  papules 
on  the  mouth  and  throat ;  it  should  be  lightly  painted  on  once  a  day. 

Great  care  should  be  e.xerci.sed  not  to  irritate  any  syphilitic  erup- 
tions by  too  powerful  local  applications  ;  on  the  other  hand,  an  occa- 
sional stimulation  will  prove  useful  in  indolent  .sores.  General  cleanli- 
ness of  the  whole  body  is  specially  indicated ;  frequent  warm  baths 
containing  some  mild  antiseptic  and  disinfectant  will  always  prove  use- 
ful during  a  mercurial  course  of  treatment. 

During  the  tertiary  period  mercury  must  be  used  with  greater 
caution.  The  further  in  point  of  time  a  lesion  is  removed  from  the  pri- 
mary infection,  the  less  is  mercury  a  specific,  and  the  greater  the  need 
for  some  ally  to  assist  it.  This  is  found  in  iodin.  In  the  form  of  potas- 
sium iodid,  sometimes  alone,  sometimes  combined  with  mercury  per- 
chlorid,  this  drug  is  most  valuable  in  the  late  period,  especially  so 
when  the  bones  and  periosteum  are  much  affected.  The  excruciating 
pain  sometimes  experienced  yields  to  this  remedy,  and  usually  very 


SYPHILIS.  787 

readily.  When  the  iodid  is  substituted  for  mercury  after  a  long  course 
of  the  latter,  it  should  be  commenced  cautiously,  for  salivation  occa- 
sionally sets  in.  The  dose  of  iodid  must  occasionally  be  very  large 
before  any  benefit  from  its  use  occurs.  Ten  to  25  grains  may  be  given 
— with  perhaps  15  grains  as  an  average — three  or  four  times  a  day; 
either  ammonium  carbonate  (5  grains)  or  the  aromatic  spirit  of  am- 
monia (J  fluidram)  being  combined  with  it,  in  a  plentiful  supply  of  water. 
The  smaller  doses  should  be  tried  first.  If  combined  with  mercurj',  5 
grains  of  the  iodid  with  -^  grain  of  mercury  perchlorid  would  be  an 
average  dose  with  which  to  commence. 

In  the  ulcerating  or  sloughing  and  serpiginous  lesions  of  the  ter- 
tiary period  a  Volkmann's  sharp  spoon  and  a  pair  of  scissors  will 
render  invaluable  service,  the  patient  being  under  an  anesthetic  Deep 
ulcerating  gummata  should  be  scraped  away ;  and  any  neighboring 
parts  which  may  have  been  involved  in  the  destructive  process  may 
be  cleaned  up  with  curved  scissors,  and  shreds  of  tendon  or  thick  fas- 
da  trimmed  off!  The  parts  can  then  be  soaked  with  some  antiseptic 
fluid  and  subsequently  treated  secundum  artcm.  The  constant  bath, 
containing  a  little  lysol,  creolin,  or  other  disinfectant,  is  another  power- 
ful helper  in  cases  (r.  g.,  the  genitals)  in  which  the  scissors  or  sharp 
spoon  cannot  be  easily  employed. 

In  debiUtatcd  subjects  tonics  should  be  given  with  the  specifics. 
Thus,  quinin,  iron,  arsenic,  and  strychnin,  in  suitable  doses  and  combi- 
nations, often  prove  of  the  greatest  service.  Cod-liver  oil,  when  toler- 
ated, is  both  a  food  and  a  medicine,  and  should  be  tried  in  suitable  cases, 
for  adults  as  well  as  children. 

In  treating  children  suffering  from  congenital  syphiUs,  gray  powder 
will  prove  a  most  valuable  preparation.  It  may  be  mixed  with  a  Uttle 
powdered  white  sugar,  and  dropped  upon  the  tongue  in  i-grain  doses, 
three  or  four  times  a  day,  according  to  circumstances,  with  or  without 
Dover's  powder.  Or,  for  children  among  the  poor,  who  cannot  be 
assured  of  the  necessary  care,  a  modified  form  of  inunction  will  be 
found  efficacious.  A  little  mercurial  ointment  is  spread  upon  one  end 
of  a  broad  flannel  bandage,  over  an  area  sufficient  to  cover  the  child's 
abdomen,  to  which  it  is  applied,  and  the  remainder  of  the  bandage  is 
wrapped  round  two  or  three  times  ;  the  child's  movements  suflFice  to  rub 
in  the  ointment,  which  should  be  renewed  two  or  three  times  a  week. 
Great  cleanliness  is  necessary,  and  a  free  use  of  dusting-powder  should 
be  made  after  each  bath  and  each  change  of  diaper.  An  excellent 
dusting- powder  is  made  of  powdered  starch,  3  parts ;  zinc  oxid,  3  parts ; 
calomel,  i  part ;  well  rubbed  together,  with  a  few  drops  of  eucalyptus 
oil.  Finally,  one  little  caution  as  to  the  use  of  mercury  in  these  cases  : 
Gwe  enouifh,  but  the  less  the  better  ! 

Intramuscular  Injection. — A  new  method  of  employing  mercury 
has  recently  been  introduced,  and  is  now  largely  used  in  the  army,  for  a 
full  account  of  which  the  reader  may  refer  to  the  British  Army  Medical 
Report  for  the  year  1898.  This  method  of  intramuscular  injection  is 
said  to  be  very  effectual,  and  to  be  ea.sily  carried  out.  The  men  need 
not  be  admitted  into  hospital  nor  taken  away  from  their  ordinary 
duties,  as  it  involves  but  a  short  attendance  once  a  week,  each  time  an 
injection  is  practised.     During  the  acute  primary  stage  the  usual  older 
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methods  of  treatment  are  adopted.  This  intramuscular  method  is  only 
advocated  later  on,  when  it  is  necessary  to  keep  the  patients  well  under 
the  influence  of  mercury  in  the  safest  and  least  troublesome  way  pos- 
sible. At  first  a  carbolized  lanolin  cream  containing  finely  divided 
metallic  mercury  is  used  ;  then  other  preparations  of  mercury.  The 
injections  are  usually  made  into  the  gluteus  maximus  muscle.  Steril- 
izing precautions  as  to  cleanliness  of  the  skin  and  of  the  instrument 
must,  of  course,  be  taken. 

Intravenous  injections  of  a  solution  of  bichlorid  of  mercury  are 
also  used  and  advocated  by  some  authorities. 

Diet,  etc. — Insufficient  and  improper  food  and  overcrowded  and  un- 
sanitary surroundings  are  largely  responsible  for  much  that  is  disastrous 
in  all  the  stages  of  syphilis.  The  beneficial  effects  of  cleanliness,  good 
diet,  regular  and  systematic  living,  when  poor  patients  arc  admitted 
into  hospital,  often  become  evident  within  a  few  hours.  On  the  other 
hand,  there  is  occasionally  a  tendency  on  the  part  of  medical  practi- 
tioners to  cut  off  rather  too  suddenly  the  wine  and  other  luxuries  of 
their  better-class  patients,  and  to  be  too  rigid  as  to  what  may  or  may 
not  be  taken.  Syphilitic  patients,  however,  need  a  good  diet ;  those  who 
have  become  habituated  to  wine  and  other  luxuries  perhaps  need  not 
be  deprived  of  them.  A  medium  course  in  this,  as  in  other  circum- 
stances, is  the  safe  one.     Excess  certainly  does  harm. 


CHAPTER    XXVII. 

SURGERY  OF  THE  EYE. 

AFFECTIONS  OF  THE  CONJUNCTIVA. 

Congestion  or  Hyperemia. — Hyperemia  of  the  conjunctiva  may 
result  from  various  causes,  among  which  are  a  foreign  body  in  the  eye; 
impurities  of  the  atmosphere;  exposure  to  heat,  glare,  smoke,  or  dust; 
want  of  sleep ;  alcoholic  excesses ;  and  straining  of  the  eyes  for  near 
work,  w'ith  uncorrected  errors  of  refraction. 

The  symptoms  of  which  patients  complain  are  heat  of  the  eyes  and 
a  sensation  of  grit  in  them  ;  there  is  usually  an  increased  flow  of  tears. 

The  treatment  consists  in  the  removal  of  the  exciting  cause.  When 
patients  have  to  be  exposed  to  impure  .states  of  the  atmo.sphere,  heat, 
or  glare,  protective  glasses  of  a  suitable  shade  of  neutral  tint  should  be 
worn.  A  solution  of  boric  acid,  2  per  cent.,  makes  an  excellent  lotion 
for  this  affection.  In  chronic  cases,  astringent  drops  of  zinc  sulphate, 
I  :  250,  should  be  prescribed. 

Inflammation, — Inflammatory  affections  of  the  conjunctiva  present 
themselves  under  many  different  forms.  An  inflammation  of  this  mem- 
brane may  come  on  rapidly,  with  intense  injection  involving  both  its 
ocular  and  palpebral  divisions ;  or  the  onset  may  be  gradual  and  the 
injection  confined  to  one  part. 

In  some  acute  cases  the  ocular  conjunctiva,  by  the  effusion  of  serous 
fluid  into  it,  becomes  much  swollen,  a  condition  termed  chcmosis.  Not 
uncommonly  there  are  hemorrhages  into  the  ocular  conjunctiva,  which, 
being  situated  near  the  surface,  readily  become  oxygenated,  and  assume 
a  bright-red  color. 

There  is  a  localized  form  of  inflammation,  occurring  in  the  limbus, 
or  anterior  part  of  the  ocular  conjunctiva,  characterized  by  the  efflores- 
cence of  circular  nodules  the  size  of  millct-seeds,  which  are  surrounded 
by  enlarged  blood-vessels,  and  called  phlyctenular  pphthahnia.  After  a 
short  time  these  nodules  frequently  break  down  and  form  small  gray 
ulcers — plUyctenular  ulcers.  The  discharge  from  the  conjunctiva,  when 
it  is  inflamed,  varies  in  both  amount  and  character.  It  may  be  copious, 
and  overflow  through  the  palpebral  aperture  ;  or  slight  in  amount,  only 
just  sufficient  to  glue  the  eyelids  together  during  sleep,  or  to  form  a 
little  yellow  flake  which  collects  at  the  inner  angle  of  the  lids  over  the 
caruncle.  The  discharge  may  consist  of  creamy  yellow  pus — purulent 
ophthalmia;  of  flakes  of  yellow  sticky  mucopus — catarrhal  ophthalmia  ; 
or  of  a  thin  watery  fluid — chronic  conjunctivitis.  In  some  cases  the  dis- 
chai^e  coagulates  on  the  inner  surface  of  the  lids,  forming  a  grayish 
membrane.  This  membrane  may  be  easily  wiped  away  without  any 
bleeding — simple  membranous  ophthalmia ;   or  it   may  adhere  firmly 
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to  the  lid,  which  is  then  generally  thickened  and  brawny,  and  when 
removed  leave  a  bleeding  surface — diphtheritic  ophthalmia. 

Some  forms  of  inflammation  of  the  conjunctiva  are  associated  with  a 
growth  of  lymphoid  adenomatous  tissue.  This  may  consist  of  an 
enlargement  of  the  lymphoid  nodules,  which  are  normally  present  in 
the  conjunctiva  of  children's  eyes.  There  are  then  seen  what  look  like 
little  strings  of  small  clear  beads  in  the  lower  {omvK—follicuiar  ophthal- 
mia. In  other  cases  there  is  considerable  new  formation  of  lymphoid 
tissue  in  the  palpebral  conjunctiva  and  retrotarsal  folds.  It  gives  rise  to 
a  granular  condition  of  the  surface,  and  forms  nodules  which  frequently 
have  the  appearance  of  grains  of  boiled  sago — granular  ophthalmia, 
trachoma.  One  variety  of  inflammation  of  the  conjunctiva  presents 
the  remarkable  characteristic  of  disappearing  in  the  cold  weather  and 
reappearing  each  spring.  In  it  there  are  seen  in  the  palpebral  conjunc- 
tiva, and  sometimes  also  at  the  limbus,  flattened  papillary  outgrowths, 
having  a  bluish-white  appearance  on  the  surface,  due  to  thickening  of 
the  epithelium  :  this  variety  is  known  as  spring  catarrh. 

Ophthalmia  Neonatorum. — The  ophthalmia  of  newborn  children  is 
generally  purulent  in  character,  due  to  infection  of  the  child's  eye  from 
a  vaginal  discharge  in  the  mother  during  birth.  In  the  majority  of 
cases  the  gonococci  can  be  detected  in  the  discharge.  It  varies  much 
in  its  intensity ;  but  is  usually  accompanied  by  considerable  swelling 
and  injection  of  the  palpebral  conjunctiva.  The  disease  commences  the 
second,  third,  or  fourth  day  after  birth,  both  eyes  being  generally 
affected  at  the  same  time.  It  is  exceedingly  liable  to  become  compli- 
cated with  ulceration  of  the  cornea,  and  requires  energetic  and  careful 
treatment.  It  has  been  estimated  that  of  the  inmates  of  blind  asylums, 
30  per  cent,  have  lost  their  sight  from  tliis  disease. 

Qonorrtieal  Ophthalmia  in  the  Adult. — Gonorrheal  ophthalmia  in 
the  adult  varies  in  intensity  according  to  the  condition  of  the  infective 
secretion  inoculated.  It  has  been  shown  experimentally  that  its  strength 
can  be  weakened  in  various  ways.  It  is  probable  that  a  chronic  gleety 
discharge  will  not  give  rise  to  such  a  severe  attack  as  the  fresh  pus 
from  a  gonorrhea  of  only  a  few  days'  standing.  In  the  most  severe 
cases,  within  a  few  hours  of  inoculation  there  are  intense  swelling,  heat, 
redness  of  the  lids,  and  chemosis.  In  the  course  of  about  two  days 
the  swelling  subsides,  and  a  copious  purulent  di-scharge  commences. 
Owing  to  the  swollen  condition  of  the  ocular  conjunctiva,  ulceration  of 
the  cornea  is  exceedingly  liable  to  occur.'  Usually  only  one  eye  is 
at  first  involved  in  purulent  ophthalmia ;  but  the  second  is  very  liable  to 
become  infected  from  the  first. 

When  a  surgeon  sees  a  case,  should  only  one  eye  be  afiected,  he 
ought  at  once  to  take  precautions  to  protect  the  other  one.  This  is 
best  done  by  the  application  of  what  is  known  as  a  BuUer's.  shield, 
which  consists  of  a  watch-glass  sewed  into  some  waterproof  material. 
It  is  placed  over  the  sound  eye,  and  made  adherent  to  the  nose  and 
forehead  with  plaster. 

Acute  catarrhal  ophthalmia  is  a  highly  infectious  disease,  which 
may  involve  only  the  palpebral  or  both  the  palpebral  and  ocular  conjunc- 
tivie.    It  affects  persons  of  all  ages.    An  attack  generally  runs  a  definite 

'  Sec  ulceratiun  of  the  coniea  in  connection  with  ophthalmia. 


AFFFXTJONS  OF  THE  CO^^JUNCTIVA. 


791 


course,  subsitling  sponLinenusIy  in  less  than  a  fortnicht,  though  it 
occasionally  becomes  chronic.  IJoth  eyes  are  usually  anected  ;  though 
the  attack  often  commerces  later  in  one  eye  than  in  the  other.  Patients 
complain  of  pain,  a  feehng  of  stiffness  and  heat  about  the  eyes,  photo- 
phobia, lacriniatiun.  and  gunnning  of  the  lids  together  by  secretion 
during  sleep. 

Membranous  and  Diphtheritic  Ophthalmia. — True  diphtheria  may 
undoubtedly  attack  the  conjunctiva,  paralytic  symptoms  resulting. 
Membranous  inflammation  of  the  conjunctiva,  not  diphtheritic,  may 
undoubtedly  occur.  The  formation  nf  a  membrane  may  be  excited  by 
the  too  energetic  application  of  silver  nitrate  to  the  conjunctiva.  The 
severe  cases  i:>^  tliphthcrilic  ophthalmia  ran  Ik;  readily  diagnosed  by  the 
thickened,  brawny  condition  of  the  lids.  In  mild  cases  <if  ophthalmia 
in  which   a  membrane  is  present,  the  difhculty  in  excluding  Uie  possi- 


Ftc.  416. — Purulent  ophthaltnia  ci  the  left  eye :  a  Buller  shl«ld  applied  over  the  right  eje,  to 

piard  it  frnm   inKrciinn. 

bility  of  its  being  diphtheritic  is  often  very  great.  The  throat  should 
always  be  exainineil.  The  presence  or  absence  of  cases  of  diphtheria 
in  the  same  house  as  the  patient,  or  in  the  vicinity,  should  be  inquired 
into,  and  the  bacillus  of  diphtheria  sought  for  in  the  membrane. 

Phlyctenular  ophthalmia  is  a  disease  most  frequently  met  uiih  in 
strumous  children.  ;md  one  which  frequently  has  a  tendency  to  relapse 
until  after  the  age  o{  adolescence.  The  first  onset  of  the  disease  often 
dates  from  a  time  when  the  child's  health  had  become  debilitated  by  an 
attack  of  measles,  scarlet  fever,  or  whonping-cough.  It  is  usually  accom- 
panied by  a  great  deal  of  lacrimation,  photophobia,  and  blepharospasm. 
Sometimes,  so  great  is  the  siwism  that  the  examination  of  the  c)'es  and 
the  application  of  remedies  to  them  become  matters  of  extreme  diffi- 
culty. The  millct-secd-likc  efflorescences  may  be  confined  to  tJic  ocular 
conjunctiva:  at  times  they  spread  from  the  linibus  on  to  the  surface  of 
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the  comea,  leashes  of  blootl-vessels  connecting  them  with  those  of  tJie 
conjunctiva. 

Conjunctivitis  Excited  by  Druss. — In  certain  indi\'idual5,  drugs 
which  may  be  used  with  impunity  by  others  will  cause  inflammation  of 
the  conjunctiva.  Atropin  and  cscrin.  applied  locally  to  tlic  eye,  arc 
liable  to  act  in  this  way.  Arsenic  taken  inlemally  will,  in  sonic  people, 
cause  an  acute  inflammation  of  the  conjunctiva,  with  much  injection 
and  lacrimation.  An  infusion  made  from  jequirity-seeds.  applied  to  the 
conjunctiva,  produces  an  acute  inflammation  with  considerable  swelling 
of  the  lids,  and  sometimes  the  formation  of  a  membrane.  It  is  due  to 
the  presence  of  a  pcpsin-likc  ferment. 

Trachoma,  or  jcranular  ophthalmia,  is  a  disease  which  tends  to 
spread  with  great  rapidity  in  communities  where  precautions  against 
infection  are  not  taken.  It  is  exceedingly  prevalent  in  the  hot.  dry. 
sandy  countries  of  the  Mast,  as  well  as  in  such  a  low-lying,  moist  coun- 
try as  Ireland.  The  habits  of  a  people,  seemingly,  have  more  influence 
in  its  dissemination  than  any  particular  climatic  condition. 

An  attack  may  commence  with  var>'ing  degrees  of  acutcncss. 
Sometimes  it  begins  with  purulent  discharge,  swelling  of  lids,  redness, 
anti  photophobia ;  at  other  times  it  seis  in  very  insidiously  with  scarcely 
any  discharge  or  excess  of  secretion ;  it  may  even  exist  for  a  consider- 
able time  without  attracting  the  patient's  attention. 

In  these  chronic  casc.=;  one  of  the  first  symptoms  noticed  is  a  slight 
drooping  of  the  upper  lid,  and  a  peculiar  heavy  appearance  of  it,  due  to 
thickening  of  the  palpcbnd  conjunctiva  from  the  growth  of  lymphoid 
nodules.  The  course  of  the  affection  may  e.\tend  over  a  number  of 
years,  the  patient  being  liable  from  time  to  time  to  acute  exacerbations 
of  inflammation. 

The  lymphoid  nodules  which  give  rise  to  the  granular  condition 
after  a  time  become  replaced  by  cicatricial  tissue,  which  forms  dense 
white  lines  in  the  conjunctiva.  It  is  the  contraction  of  this  cicatricial 
tissue  which  causes  inturning  of  the  margins  of  the  lids,  or  entropion, 
a  very  common  .sequela  of  trachoma. 

Other  complications  of  the  disease  arc  vascularity  of  the  cornea,  or 
pannus,  and  ulceration  of  tlic  cornea. 

Follicular  conjunctivitis  occurs  mostly  in  children.  It  is  important 
to  distinguish  it  from  trachoma,  as  in  it  the  enlarged  follicles  become 
absorbed  without  the  formation  of  cicatricial  tissue  and  the  consequent 
disastrous  results.  The  symptoms  complained  of  arc  lacrimation,  pho- 
tophobia, and  a  gritty  sensation  in  the  eye.  Sometimes  the  irritation 
causes  the  patient  to  be  continually  blinking.  The  lymphoid  follicles 
of  the  conjunctiva  are  frequently  not  the  only  ones  affected  ;  on  exam- 
ination, those  of  the  pharynx  will  also  be  found  enlarged. 

Spring  catarrh  is  also  an  affection  which  occurs  mostly  in  children. 
It  is  of  an  exccedinglj*  chronic  character,  making  its  appearance  regu- 
larly year  after  year  as  the  warm  weather  sets  in.  The  thickening  at 
the  limbus  of  the  cornea  is  not  always  present;  but  sometimes  it  is  very 
marked,  encroaching  on  the  coniea.  Both  eyes  are  usually  involved, 
and  the  patient  complains  of  an  itchin^^  sensation  of  the  eyes. 

Treatment  of  Inflammatory  Affections  of  the  Conjunctiva. — ^The 
most  useful  drug  in  the  treatment  oi  puntlcnt  cottpotctn-itis  is  silver 
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nitrate.  It  is  best  applied  in  the  form  of  a  solution,  i,  2,  or  3  per 
cent.,  according  to  the  severity  of  the  case.  The  eyelids  should  be 
everted,  the  discharge  wiped  away,  and  the  solution  painted  on  with  a 
camel's-hair  brush  over  the  whole  surface  of  the  palpebral  conjunctiva 
once  every  twenty-four  hours.  In  addition  to  this,  the  discharge  should 
be  washed  away  about  every  hour  with  an  antiseptic  astringent  lotion, 
such  as  zinc-chlorid  lotion,  i  :  500 ;  and  an  antiseptic  ointment,  boric-acid 
ointment,  should  be  applied  to  the  margins  of  the  lids,  to  prevent  them 
becoming  stuck  together  with  discharge. 

In  the  early  stages  of  purulent  ophthalmia  in  an  adult,  before  the 
discharge  has  become  copious,  the  constant  application  of  iced  pads 
affords  great  relief  from  pain,  and  tends  to  reduce  the  swelling  of  the 
lids  and  the  chemosis.  Should  the  chemosis  be  so  great  as  to  threaten 
strangulation  of  the  lymph-supply  of  the  cornea,  it  is  well  to  make 
several  incisions  into  the  ocular  conjunctiva,  radiating  from  the  cornea. 

In  wiping  or  syringing  away  discharge,  great  care  must  be  taken  to 
avoid  making  any  abrasion  of  the  corneal  epithelium,  because  the 
denuded  spot  will  become  infected  and  destructive  ulceration  result. 
Surgeons  and  nurses,  while  treating  cases  of  purulent  ophthalmia, 
should  be  cautious  not  to  inoculate  their  own  eyes.  If  syringing  of 
the  eyes  is  resorted  to,  protective  glasses  should  be  worn  by  them. 

The  treatment  of  diphtheritic  or  membranous  ophthahnia  is  much 
the  same  as  that  for  purulent  ophthalmia.  In  the  early  stages  ice- 
compresses  and  antiseptic  lotions  should  be  applied ;  and  later,  when 
discharge  has  begun  to  form,  a  solution  -of  silver  nitrate  should  be 
painted  on  the  inner  surface  of  the  lids. 

In  acute  catarrhal  ophthalmia  bathing  of  the  eyes  and  application 
to  the  conjunctival  sac  of  an  antiseptic  lotion,  such  as  mercuric-chlorid 
lotion,  I  :  4000,  even-  three  hours,  usually  effect  a  speedy  cure.  The 
adhesion  of  the  lids  during  sleep  should  be  prevented  by  the  applica- 
tion of  unguentum  acidi  bond  to  their  margins.  In  the  more  chronic 
forms  of  conjunctivitis,  astringent  lotions  or  drops  are  required,  such  as 
zinc-sulphate  drops,  i  :  250. 

In  phlyctenular  ophthalmia  the  eye  should  be  bathed  with  an  anti- 
septic lotion,  boric-acid  lotion  or  mercuric-chlorid  lotion,  i  :4000;  and 
an  ointment  containing  the  yellow  mercuric  oxid,  1:125  or  1:60, 
should  be  inserted  into  the  lower  conjunctival  cul-de-sac,  with  a  camel's- 
hair  brush,  three  times  a  day.  It  may  be  combined  with  atropin  if  the 
cornea  is  affected.  Some  chronic  cases  do  well  with  a  little  calomel 
dusted  into  the  eyes  once  daily.  The  patient's  general  health  usually 
requires  treatment  with  preparations  of  iron,  or  arsenic,  and  cod-liver 
oil.  A  shade  or  dark  glasses  should  be  worn,  and  when  the  photopho- 
bia is  intense  or  persistent,  blisters  applied  to  the  temples  often  give 
relief 

In  granular  ophthalmia  the  two  points  to  which  treatment  has  to 
be  directed  are  the  limitation  of  any  undue  amount  of  inflammation 
and  the  absorption  of  the  lymphoid  nodules.  The  best  remedy  for 
these  purposes  is  the  touching  of  the  conjunctival  surface  of  the  lids 
with  caustics,  such  as  copper  sulphate  or  lapus  divinus,  or  the  painting 
of  the  lid  with  a  2  per  cent,  solution  of  silver  nitrate. 

To  effect  complete  cure,  the  application  of  these  remedies  has  to 
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be  kcp(  up  regularly  once  a  day  for  some  months.  The  silver  nitrate, 
if  iiscti  loo  long,  is  liable  to  give  rise  to  pennanent  staining  of  the  con- 
junctiva. It  is  l>e.st  suited  for  cases  in  which  there  is  much  secretion. 
Copper  sulphate  .should  be  substituted  for  it  when  the  discharge  has 
stopped. 

The  course  of  a  case  of  granular  ophthalmia  can  sometimes  be 
much  shorteneil  by  expression  of  the  nodules  of  lymphoid  tissue  with 
forceps.  The  lid  is  everted,  and  a  fold  of  the  fornix  of  the  conjunc- 
tiva grasped  with  a  pair  of  curved  forceps  specially  designed  for  the 
purjiose,  and  called  (irady's  forcep.s.  The  fold  of  conjunctiva  is  then 
compressed  by  slowly  drawing  the  forceps  forward,  and  any  lymphoid 
tissue  is  squeezed  out.  The  process  is  repeated  wherever  lyTnpfaoid 
nodules  arc  seen.  Should  there  be  complete  pannusc^tlic  cornea  with- 
out ulceration  and  not  much  discharge,  which  is  not  uncommonly  tlw 
condition  in  old-standinfj  neglected  cases  of  granular  ophthalmia,  an 
acute  attack  of  inflammation  will  sometimes  produce  marked  clearing 
of  the  cornea  and  improvement  in  vision.  Such  an  acute  attack  can 
be  exdted  by  the  application  of  a  freshly  made  infusion  of  powdered 
jequirity-seeds. 

In  follioiiar  conjunctkniis  the  best  local  application  is  the  mcrcuric- 
chlnrid  lotion.  1:4000.  The  [wticnt's  general  health  must  be  attended 
to,  any  error  of  refraction  carefully  corrected,  and  any  defect  in  his 
hygienic  surroundings  removed. 

Spring  catarrh  is  a  complaint  that  is  most  intractable  to  treatment 
There  is  nothing  known  which  will  prevent  recurrence  of  the  attacks: 
but  after  a  while  tliey  cease  spontaneously.  The  irritation  while  the 
attacks  last  is  best  relieveil  by  bathing  the  eyes  with  a  weak  carboUc- 
acid  h)ti()n,  1  :  100. 

Xerosis  of  the  Conjunctiva An  undu«  drynciu  of  the  conjunctin  nwnifettt  itsdf 

by  ■  Indc-luMrr,  ci|iai{ue,  wliitisli  appcanuiM  of  (he  tncntbiaoc.  cad  tbc  collectioD  nt  a  Idad 
of  imlXi  or  ftiam  nn  il»  »urf»r<. 

Tlic  rnndtiion  may  be  localized  or  involve  the  whole  of  the  cxmjuDctivi  together  witb  Uw 
cornet,  which  liUcwise  Icwm  ilji  iransiinrenrj-. 

XvniMt  <<f  (he  gonjuiicliva  i»  caused  by  condilinns  which  Vtep  its  surface  exposed  per- 
manently to  ibe  Air,  <iuch  as  cctTopinn  and  cicntricini  rhanKe*  rrKuIling  fnim  Ennular  opb- 
tbalmia,  or  a  (wciiliar  v<;i>tculaT  di.Heue  of  the  coiijuniCiva  which  has  b<rcn  lerroed  pemphigttfc 

In  (he  laUcr  class  of  cases,  thtnigh  the  xrm»u.  begins  a»  a  lucaliicd  affcctioD,  it  p(o- 
H^rcfscs  in  spite  of  nil  treatmem  until  the  whole  of  the  conjunctiva  and  cornea  beoeoe 
involred. 

A  localiied  fnnn  of  xerosi*,  which  affects  iriangular  areas  of  the  conjunctivaon  each  ride 
oi  the  oomea  oppuAite  (he  |)alpebral  apeiturc,  is  net  with  in  children  and  is  often  auodaled 
with  night- blindness.  Generally  the  atTcction  passes  off  without  Ki*ing  rise  to  other  vpn^ 
\uta* ;  uccasifmally  >n  tare  C)i!>es  it  has  tieen  known  to  extend,  (he  cornea  becomir^  involved 
in  a  suppnnitive  affection  nml  Ihr  dittdrrn  dying  of  a  ^neral  diseav. 

Thicketiings  and  New  Growths  of  the  Conjunctiva. — The 

portion  of  the  viculitr  cotiiuin^tiva  which  corrcspontis  to  the  i>al[x.'liml 
aperture  is  neces.<virily  more  exposed  than  the  rest  of  its  area.  In  those 
who  live  in  countries  where  there  is  much  wind  and  dust,  or  whose 
occupations  cause  them  to  be  exposed  more  than  usual  to  these  agen- 
cies, there  is  a  tendency  for  the  inleri);tl|}ehral  portion  of  the  conjuncti\'a 
to  undergo  a  form  of  degeneration  and  thickenintj.  which  shows  itself 
as  a  little  yellowish  niise*!  patch,  and  ts  called  phti^uccttla. 

The  same  sort  of  defeneration  i.s  liable  to  extend  into  the  cornea,  and 
then  the  conjunctiva  in  the  interpalix:bral  area  becomes  drawn  on  to  the 
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comea  as  a  triangular  fold — pterygium.  These  triangular  folds  of  con- 
junctiva tend  to  grow  further  and  further  toward  the  center  of  the  comea, 
and  when  they  invade  the  pupillary  area  interfere  with  vision.  Some- 
times they  become  avascular,  turn  white,  and  cease  to  advance.  Neither 
a  Pinguecula  nor  a  pterygium  is  met  with  in  early  life ;  they  most  fre- 
quently form  on  the  inner  side  of  the  globe,  but  may  also  occur  on  the 
outer. 

Treatment. — PingueculiE  require  no  treatment.  A  pterygium,  if 
progressive,  must  be  operated  on.  A  snip  should  be  made  in  the  con- 
junctiva, near  the  comea]  margin,  at  the  upper  and  lower  borders  of 
the  growth.  A  strabismus-hook  is  then  passed  through  the  openings 
between  the  growth  and  the  sclerotic.  By  fixing  the  globe  with  forceps 
and  drawing  the  hook  toward  the  comea,  the  apex  of  the  pterygium  can 
be  drawn  away  and  separated  from  the  comea.  Its  apex  must  next  be 
cut  off,  and  the  conjunctiva  from  above  and  below  united  by  sutures. 

Thickenings  and  ulcerations  of  tlie  palpebral  conjunctiva,  are  met 
with  in  rare  cases,  and  are  due  to  tubercular  nodules. 

The  conjunctiva  may  also  be  the  seat  of  translucent,  thin-walled 
cysts  originating  in  dilated  lymphatic  vessels ;  of  papillomata,  of  sar- 
comata, and  of  epitheliomata.  A  fibro-fatty  growth,  of  congenital  origin, 
is  sometimes  met  with  at  the  upper  and  outer  part  of  the  globe. 

AFFECTIONS  OF  THE  CORNEA. 

Inflammatlou  of  the  Comea. — Inflammation  of  the  comea  is 
sometimes  limited  to  its  superficial  parts,  and  at  other  times  to  the 
deeper  substantia  propria.  In  the  first  case  the  cellular  exudation 
which  is  thrown  out  is  located  between  the  surface-epithelium  and  the 
anterior  elastic  lamina.  The  blood-vessels  which  then  become  pro- 
longed into  the  comea  are  derived  from  those  of  the  conjunctiva  which 
terminate  at  its  margin. 

When  the  substantia  propria  is  the  seat  of  inflammation,  the  cells, 
derived  partly  from  proliferation  of  the  fixed  ones  of  the  comea  and 
partly  from  migration  of  leukocytes,  accumulate  in  the  lymph-spaces 
between  the  laminae  of  fibrous  tissue.  Then,  when  vascularization 
occurs,  the  new  vessels  grow  from  the  ciliary  blood-vessels. 

These  two  forms  of  vascularization  of  the  comea  can  be  differentiated 
clinically  as  follows  :  In  the  form  derived  from  the  conjunctival  vessels — 
pannus — the  separate  branches  are  easily  distinguished  on  the  surface  of 
the  cornea,  passing  over  the  margin  and  continuous  with  those  in  the 
limbus  of  the  conjunctiva.  In  that  derived  from  the  ciliary  vessels  the 
branches  are  barely  distinguishable,  run  parallel  to  one  another,  and  are  of 
much  duller  color,  on  account  of  the  amount  of  tissue  in  front  of  them. 

The  superficial  form  of  inflammation  is  met  with  in  connection  with 
phlyctenular  and  granular  ophthalmia ;  the  dcc[x;r  form,  in  connection 
with  syphilis,  tubercle,  and  the  acute  specific  fevers. 

Inflammation  beginning  either  superficially  or  deeply  frequently 
spreads  so  that  both  parts  become  involved.  After  injuries  of  the 
comea  both  parts  are  often  affected  at  the  same  time.  The  superficial 
form  is  most  likely  £0  lead  to  ulceration  ;  the  deeper  form,  to  iritis  and 
cyclitis. 
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Syphilitic  Interstitial  Keratitis.— This  is  a  form  of  inflamniadon  of  the  corne*  in 

which  there  is  no  tendency  to  ulceration.  It  commences  with  a  grayish  haze  situated  deep 
in  the  cornea  and  with  a  loss  of  the  superficial  polish.  The  opacity  may  cotnmence  at  one 
place,  near  the  center  or  at  the  mai^ins,  or  in  several  spots  which  subsequently  coalesce. 
Sometimes  the  whole  cornea  will  become  opaque  like  ground  glass ;  at  other  times  ooly  a 
portion  of  it  is  involved.  Soon  after  the  opacity  has  commenced,  blood-vessels  creep  into  the 
cornea  from  the  ciliary  vessels  ;  the  part  of  the  cornea  which  then  becomes  vascularized  pre- 
sents a  dirty  grayish-red  appearance. 

After  the  opaque  portion  of  the  cornea  has  become  vascularized  it  slowly  clears  agaio 
and  the  vessels  gradually  disappear.  Permanent  faint  nebulae  are,  however,  frequently  left, 
and  faint  lines  showing  the  tracks  the  blood-vessels  traversed  can  generally  be  delected  oo 
high  magniticatiuii  years  afterward. 

The  duration  of  a  case  from  the  time  the  opacity  first  appears  until  the  cornea  has  cleared 
to  its  maximum  amount  varies  from  a  few  months  to  two  years. 

There  is  nearly  always  some  ciliary  injection,  frequently  some  iritis,  and  in  the  majority 
of  cases,  if  careful  examination  is  made  after  the  opacity  has  cleared  up,  one  or  more  patches 
of  choroidal  atrophy  will  be  discovered. 

Interstitial  keratitis  is  an  affection  which  occurs  most  frequently  in  the  second  decade  of 
life  ;  it  is  exceedingly  rare  before  live  or  after  thirty. 

The  patients  in  whom  it  occurs  are  generally  the  subjects  of  inherited  syphilis,  who  pre- 
sent the  usual  dental  and  physiognomical  characters  of  that  disease,  and  who  on  inquiry 
relate  a  typical,  or  suggestive,  family  history.  It  docs,  however,  occasionally  occur  in 
connection  with  acquired  syphilis. 

Trealmenl. — No  known  treatment  will  cut  short  an  attack  of  interstitial  keratitis,  and 
attention  must  chiefly  be  directed  to  combating  the  complications  which  may  arise  in  associa- 
tion with  it. 

Bathing  the  eyes  with  hot  boric-acid  lotion  tends  to  relieve  the  pain  and  irritation  some- 
times complained  of. 

The  pupil  should  be  kept  dilated  with  atropin  during  the  whole  course  of  the  attack — 
r.  e.,  until  all  the  vascular  injection  has  subsided.  An  ointment  of  the  alkaloid,  I  per  cent., 
made  up  with  vaselin,  should  be  put  into  the  eye  with  a  camel's-hair  brush  three  times  a 
day.     In  this  way  the  formation  of  adhesions  between  the  iris  and  lens  may  be  avoided. 

In  the  later  stages,  when  the  inflammation  has  ceased  and  when  there  is  still  some 
opacity  left,  yellow-oxid-of- mercury  ointment  or  calomel  should  be  used  to  stimulate 
absorption. 

Mercury  is  very  frequently  prescribed  in  the  form  of  gray  [>owder  to  be  taken  internally; 
but  it  is  very  doubtful  if  it  hns  any  influence  on  the  course  of  the  affection. 

A  tonic  treatment  with  cod-liver  oil  and  iodid  of  iron,  on  account  of  the  marasmic  coudi- 
lion  of  the  patient,  is  o^en  called  for. 

Ulcers  of  the  Cornea. — Ulcers  of  the  cornea  vary  considerably 

according  to  the  amount  and  character  of  the  exudation  accompanying 
them,  their  mode  of  spreading,  their  mode  of  healing,  and  the  compli- 
cations to  which  they  give  rise. 

In  some  cases  the  exudation  from  the  surface  and  into  the  cor- 
neal tissue  around  is  purulent  in  character,  constituting  suppurating 
ulcers.  An  irregular  depressed  area  is  then  seen  in  the  cornea,  dis- 
charging pus  and  surrounded  by  a  yellow  ring  of  opacity.  The  micro- 
organisms mo.st  frequently  met  with  in  the  discharge  from  such  ulcers 
are  the  pneumococci  and  streptococci,  and  they  seem  to  be  the  infecting 
agents  (Uhthoff  and  Axenfeld). 

In  other  ulcers  the  exudation  is  more  catarrhal  than  purulent  in 
character,  and  the  exudation  into  the  corneal  substance  around  them 
gives  rise  to  a  gray-colored  opacity — gray  ulcers. 

In  another  class  of  cases  there  is  destruction  of  tissue  with  scarcely 
any  infiltration,  so  that  the  base  of  the  ulcer  and  the  tissue  around 
remain  tran.sparent.  The  cornea  appears  then  just  as  if  a  piece  had 
been  shaved  off  or  chipped  out  of  it — clear  or  torpid  ulcers. 

Ulcers  of  the  cornea  may  spread  widely  or  deeply.  Frequently 
they  tend  to  spread  in  one  direction  by  a  crescentic,  undermined,  sup- 
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piirating  margin  ;  while  the  part  first  aflected  heals  and  clears— jc/-//^- 
inous  or  creeping  ulcers. 

There  is  a  vnriety  of  cocnt^l  ulocr  wbicb  hu  tlic  fonn  of  n  stcin  out  of  which  builii  and 
branches  pralrudc.  uid  whiili  jpmds  supcrlicJilljr  by  (he  fonnalion  of  frciih  budi  aiid 
bmiitlir-i— .//n./ri/w-  ttiten. 

When  in  .in  ulcer  the  ilrnd  (i^uc  in  thriiwn  uflT,  ihe  e[>ithe1iuni  iprends  over  th«  iwrface, 
ftDini-  iif  lilt;  hifiltniliii^  cvlU  Teiurn  La  the  drcuUlion,  and  others  lengthen  out.  fanning 
lil>r«u»  tisstic  (o  icpUcc  thAt  wlnich  hn«  bMm  di-»tn>yrd.  The  it|)Anty  Jn  thi.i  way  len<U 
gnwlually  Lo  clear  up,  the  luuuuiit  which  is  left  depending  on  the  chAtwter  of  the  uker  and 
(be  extent  of  the  lUsuc  descrmyed. 

If  only  a  fuinigcay  upocity  is  left,  it  is  spoken  of  u  A  M/^m/tf  oftkf  t»mta  ;  \t  Che  opacity 
is  dense  and  while,  us  a  Ifuiamn.  Very  denitc  while  npHrilies  are  pnxhicrH  if  K-4d  lotimi  id 
applied  to  the  eye  when  there  Is  un  aUrn*ii>n  of  the  e|)ilhc1iutD  or  nii  ulicr,  due  to  (he  depi>»il 
of  ihc  while  carboaaic  of  lead.  In  the  tur|iid  ukcT!s  oi  the  oimcti  )>ufhuciit  esudalion  Ui  nut 
thiHwn  out  to  replate  ihe  tiuue  which  has  been  destroyed,  and  so  when  ihcy  have  healed  a 
faceted  surface  is  [eft. 

Swppiimtive  wlrene  nf  the  cornea  are  fretiuentty  associated  with  an  aecum  id  alien  of  yellow 
exudation  in  the  anieiiui  chamber,  which  collecin  at  the  lower  pari,  and  U  Icnned  a  kypt^- 
fyoM.  Thi*  yellow  cxiidation  i»  not  derived  direilly  from  the  su|>|iurative  proeenA  K")"8  "•• 
iu  (he  cornea,  but  is  tlituwn  •ju(  by  the  iris  and  ciliary  body,  whiih  bcctimc  inflamed  secondarily 
to  the  kcntitis. 

Ulcers  of  tile  cornea  are  generally  acompanieil  by  some,  and  ihe  sc«erer  fotms  by  con- 
rideral)le,  iniectJnn  of  the  conjunctival  and  ciliary  blood  vesitels.  In  most  ca»c»  there  are 
pbotujihobia,  pain  in  4nd  around  the  eye,  lacriinatkiu,  and,  if  (he  ulcer  Is  near  ihc  cetitcr  of 
tb(t  cornea,  some  di)^Iurtlance  in  virion. 

Should  an  ulcer  of  the  cornea  {>crforatc,  the  ac|ueous  humor  escapes,  and  ihc  iris  and  lens 
come  forward  inlu  contact  with  the  inllatned  surface  ;  adhesion  of  either  of  lhc»e  utructuro  to 
the  cornea  is  then  rery  liable  lo  occur,  funning  an  antericr  tyne.hia  o/irii  or  lent.  If  the 
perforation  is  large  and  occurs  suddenly,  the  lens  is  liable  to  escape  through  It,  or  a  portion 
of  the  iris  to  hecoini-  prolapsed.  Should  a  broad  aiihe^ion  of  the  iris  and  coniea  funn,  the 
advance'  in  the  position  of  l\w  iris  niay  be  to  great  that  (he  angle  of  the  chamber  l>econies 
blocked  and  secondary  glaucoma  e^tablislied  (see  CilaucuinaJ. 

If  the  whole  of  the  cornea,  or  nearly  the  whole  cornea.  r)iecome  destroyed  by  ulceration, 
as  occasionally  occurs  in  cnwK  of  nphilialniia  iieiuiatorum,  then  the  iriN  i^  left  evpo»^J,  from 
which  mosac*  of  granulation- tbsuc  k"iw  out  lo  fill  up  the  gap.  This  g ra i m I al ion- tissue  sub- 
set]ucntly  develops  into  tibrous  lii^Nue,  fonning  a  p>cudocornca,  which  beciimes  densely 
while,  and  protrudes  often  so  much  asm  project  through  the  palpebral  aperture  and  pre- 
vent doiute  fif  (he  lids  over  it.  Ulcers  of  the  coniea  may  be  divided,  according  to  their  eti- 
ology, into  the  following  dosses,  i.  Tniuinnltc.  a.  'fliose  occurring  in  connection  with 
ophthalmia.  3.  TboM  occurring  in  Ihe  coarse  of  sotne  febrile  aHection.  4.  Neuropathic 
5.   Marxtmic. 

Traumatic  Ulcers. — Delay  in  the  healing  process  of  a  wound  of  the 
comea  ni.iy  occur  from  its  contamination,  either  at  the  time  <if  injury  by 
some  clicmical  or  microbic  poison  on  the  wounding  substance,  or  later, 
from  some  infective  material  in  the  conjunctival  sac.  Abrasions  of  the 
cornea  which  occur  during  the  liarveslJng  season  from  ears  of  wheat 
arc  especially  liable  to  take  on  a  troublesome  ulcerative  character, 
probably  from  some  irritant  sitiiatctl  on  the  abrading  substance.  An 
abrasion  of  the  comea  in  an  eye  in  which  then;  are  lacrimal  obstruc- 
tion and  rcguigiLition  of  pus  from  the  lacrimal  sac  is  almost  sure  to 
become  infected,  break  down,  and  suppurate.  The  surgeon  .should 
be  careful  in  all  cases  of  suppurating  ulcers  to  investigate  the  condition 
of  the  lacrimal  apparatus,  as  the  treatment  of  any  trouble  in  it  is  a 
necessary  preliminary  to  the  cure  of  the  ulcer. 

UlccrsofthoCornea  Occurring  in  Connection  with  Ophthalmia. —In  [wmirnt 

ophthalmia  the  two  chief  factor*'  which  cause  ulceration  arc  ihe  lon'ere<l  state  of  the  nutrition 
of  the  oomea.  due  to  ihc  iwelting  of  the  ocular  conjunctiva  bringing  about  an  atrett  of  Ihe 
cirmlalion  in  the  capillaries  at  its  nMi);in.  from  which  ttie  lymph  which  circulales  through  it 
i«  derived,  and  the  prfnence  of  the  infeeiivr  material  in  contact  with  ii.  The  epilheliuro  ott 
Ihe  surface  of  Ihe  cornea  in  pumlenl  ophtlialmia  soon  becootes  softened  and  buy.     In  this 
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coaditioQ  abrasiorm  are  easily  produced,  through  wlitdi  infevtive  matter  lindi  ccccis.  It 
woald  nliHi  seem  ihsl  inrei'iion  w>nir(iinrs  ocrurt  ihruugh  llur  unnhnulnl  ejiithcltaiii.  npe- 
ciiiJIj'  if  ibc  |iu»  be  kvpi  [j<iit  up  ill  tonuct  with  i(,  ns  it  often  i«,  bv  a  fold  of  the  thicVened 
conjuncliva  ill  1I117  &clrri>ci>rikral  mntgiti.  As  nlrritd)-  ni'i^nliuncd,  ulcere  of  the  mmev  rcsoll* 
itig  from  di»integrB[ion  •>r  the  extidaiiuii  whiiJi  forms  %  phlvcicnule,  in  ttie  cuuim;  of  an 
kItJKk  of  phlyclciiiilar  u|jhtha]tnia,  i^  cxcccdinfjiy  cotntiwn.  'I  licsc  phlfctcnulK:  fom  «(  (be 
msrgin  of  the  cornea ;  then  M-hcn  one  has  become  c^^invcrted  into  a  «mall  supeifWial  ulcer,  it 
trflen  tak»  OD  a  aeipiKiiious  character  aud  spreads  luMWil  the  center.  A  tcasli  uf  Mipcrfi- 
cinl  hlonfl-Trx.HeU  eniemU  fmm  itie  margin  of  the  cornea  lo  ihe  ulcer  along  ihe  line  it  has 
extended,  ami  ^ivc«  tu  tins  form  of  ukvitttitHi  a  vci^  LhariKletiitii:  appcarani'c 

Sinnll  ulcere  which  iiiHy  juiii  ii)Ci>  une  large  one  are  met  trilii  in  cuiuieclion  with  c^snalar 
Opbthalitiiti  at  the  UMi^io  uf  an  area  of  ]>imtm». 

Ulcers  nf  ihr  cornea  in  cruiueeCiiin  with  diphtheritic  or  mcmhraiiflUft  ophthalmia  ocmr 
much  III  llic  saiiio  wiiy  ii^  in  piindciil  oplichnlmiii,  iin<i  are  ^nternlly  rapi<llv  deitruclive. 

Ulcerii  of  the  Coroe*  in  ConnecUon  with  Some  Febrile  AftecUon.—Uken 

of  the  cornea  in  cfitmection  with  some  acuie  febrile  n(Tenu>n  may  occur  in  Kveral  waya.  lo 
■11  fonnaof  !«vcTe  illness  in  which  (he  patieril  lies  fur  days  uncun^cious,  with  Ihe  lids  imper- 
fectly dosed,  (he  coruca  is  liable  to  becume  abmimially  dry  in  the  ei|>osed  part*,  and  Imally 
tu  break  down  and  ulcerate. 

Children,  after  an  aitaclt  *if  measles  or  scarlet  fever,  are  tety  liable  to  phlyciennlor  oph- 
thalmia, wluLh  indv,  as  Mated  aUivc,  ivsult  in  uLceiatiuu  of  tlie  cornea.  In  all  the  acute 
•pecrfic  fevit^  ulisi'e.Mci  of  the  corneii.  mctoiitatic  in  origin,  which  end  in  alceration,  are 
liable  to  forui. 

The  ulcers  of  the  mmea  occurrini;  in  smalt-pox  most  frequently  have  their  origin  in  this 
way.  a|>iirjri[L^  during  Ci>nvalcHCCiice,  not  at  the  time  cf  the  fumiation  of  the  pocks. 

Neuropathic  UJcen.^VN'hcn  the  comea  is  rendered  anesthetic  by  some  affection  of 
th«  linh  iKTvt;,  or  in  glaucoma  by  ci>nipre»»ion  of  the  intra-oculat  ciliary  Der%-e>  agaiut  the 
sclerotic,  ulceration  not  uncommunty  ensues.  Al  hrst  the  cornea  \ane%  its  brilliancy,  beoDM- 
ing  cloudy;  then  small  vesicle*  fiirm  on  its  surfan^e,  and  it*  epithelium  may  become  caJilf 
Tubbed  (iff.  I^tcr,  to  some  c^cs,  an  area  uf  grnynvM  fonns  near  (he  center,  which  waxj 
break  down  inln  an  ulcer,  frcvjucntly  accompanied  by  a  hypopyon.  These  changes  are 
pTulMibty  due  lu  tlie  Ujss  uf  trophic  nerve  iufluence. 

1 11  herfirs  »nler  orr.urring  in  the  cwurw  of  the  iir.1  division  of  the  fifth  nerve  the  cvwnea 
is  liable  lu  betxime  involved.  Small  vesicles  form  on  it,  which  rupture,  leavii^  ulcers.  Tlie 
ulcers  do  not  generally  spread.  Inil  in  addition  to  thom  there  is  often  considerable  gray  infO- 
tnitiDii  of  Ibc  subaLancc  uf  the  Curiica,  which  uiajr  peiaiat,  in  spite  of  all  treatment,  as  a 
pcrtnanetit  opadiy. 

Treatment. — In  the  treatment  of  ulcers  of  the  cornea,  attention 
must  fir^t  be  tiircctcd  to  the*  removal  of  any  exciting  cause,  such  as  a 
foreign  body  or  an  intumcd  eyelash. 

If  the  ulceration  is  secondary'  to.  or  has  been  infected  by,  some  dis- 
chanje  from  the  conjunctiva  or  lacrimal  sac,  the  appropriate  treatment 
for  those  conditions,  given  elsewhere,  must  be  carried  out. 

In  all  cases  of  ulceration  of  the  cornea,  with  the  exception  of  tliose 
in  very  young  children,  or  where  there  is  much  conjunctival  discharge, 
the  eye  should  be  kept  tied  up  with  a  compress  of  cotton-wool  and  a 
bandage.  The  constant  friction  of  the  lid  over  the  surface  of  the  ulcer 
is  thus  prevented  anil  hc;iling  promoted.  Dathing  of  the  eye  with  hot 
boric-acid  lotion  everj*  four  hours  is  suitable  for  most  forms  of  ulcers 
of  the  cornea,  esijccially  for  suppurating  ulcers  with  hypopyon.  Atropin, 
by  its  mydriatic  properties,  tends  to  relieve  photophobia,  and  by  its 
analgesic  action  relieves  pain.  Simple  uninfected  traumatic  ulcers  of 
the  cornea  heal  rapidly  if  the  eye  is  tied  up,  is  treated  with  atropin,  and 
is  bathed  from  time  to  time  with  warm  antiseptic  lotion. 

For  infected  or  suppurating  ulcers  an  ointment  composed  of  precip- 
itated iodoform  i  dram,  the  alkaloiti  of  atropin  4  grains,  made  up  with 
I  ounce  of  vaselin,  is  often  ver>'  efRcadoiis. 

If,  in  spite  of  the  above  treatment,  an  ulcer  tends  to  spread.  Its 
advancing  margin   must  be  destroyed  with   the  galvanocautcry,  or 
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touched  with  a  strong  solution  of  perchlorid  of  mercury,  or  with  pure 
carbolic  acid  just  Hquefied. 

Dendritic  ulcers  of  the  cornea  are  best  treated  with  absolute  alcohol 
rubbed  into  the  affected  area  with  a  piece  of  lint. 

In  the  torpid  ulcers  which  require  stimulation,  an  ointment  contain- 
ing yellow  oxid  of  mercury  8  grains  and  the  alkaloid  of  atropin  2 
grains,  made  up  with  i  ounce  of  vaselin,  should  be  prescribed  ;  or  calo- 
mel may  be  dusted  into  the  eye  once  or  twice  a  day. 

A  yell ow-oxid-of- mercury  ointment,  4  grains  to  the  ounce,  is  the 
best  application  in  phlyctenular  ulcers  of  the  cornea ;  and  also  when 
serpiginous  or  other  ulcers  have  nearly  healed  to  promote  the  absorp- 
tion of  the  inflammatory  products,  and  so  to  lessen  the  amount  of 
opacity  that  will  be  left.  Good  food,  pure  air,  and  healthy  surround- 
ings are  most  essential  for  patients  with  ulcers  of  the  cornea.  This  is 
often  shown  by  the  rapid  improvement  which  takes  place  in  cases  when 
they  are  admitted  into  a  hospital,  though  no  alteration  has  been  made 
in  the  local  applications.  Tonics,  cod-liver  oil,  one  of  the  preparations 
of  malt,  or  arsenic,  or  iron  and  quinin,  should  be  prescribed  as  may 
seem  best  suited  to  the  case. 

In  ulcers  of  the  cornea  which  have  recently  perforated  and  through 
which  the  iris  is  prolapsing,  the  prolapsed  portion  should  be  grasped 
with  forceps,  drawn  forward,  and  sniffed  off,  the  cut  ends  being  subse- 
quently tucked  back  with  a  repositor,  so  as,  if  possible,  to  avoid  any 
adhesion  of  the  iris  to  the  cornea.  Should  an  ulcer  have  perforated 
and  an  extensive  area  of  the  cornea  been  destroyed,  so  that  all  possibil- 
ity of  regaining  useful  vision  is  destroyed,  the  eyeball  had  better  be 
either  enucleated  or  eviscerated. 

One  of  these  operations  should  also  be  performed  if,  as  the  result  of 
extensive  perforating  ulcer  of  the  cornea,  a  large  unsightly  anterior 
staphyloma  has  been  formed. 

Alterations  In  the  Size.  Shape,  and  Transparency  of  the  Cornea  not 
the  Result  of  inflammation.— The  cornea  is  a  structure  tliat  varies  liule  in  size.  In 
congenitally  microphthalmic  eyes  it  is  often  smaller  than  naxvatA  micr^ornea.  As  the  result 
of  increased  tension  in  children's  eyes  it  becomes  enlarged  and  globular  in  shapw,  resem- 
bling very  much  a  bullock's  eye — buphthalmos  (see  Glaucoma  in  Children!. 

The  most  common  alteration  in  shape  of  the  cornea  is  that  in  which  its  two  meridians 
present  different  degrees  of  curvature ;  it  is  a  congenital  condition,  often  hereditary,  and 
gives  rise  to  the  error  of  refraction  known  as  nsligmalism^  in  which  the  rays  of  light  falling 
on  the  eye  are  not  all  brought  to  a  focus  at  the  same  level.  The  vertical  meridian  is  the  one 
which  usually  has  the  greatest  curvature.  The  cornea  may  also  be  altered  in  shape,  so  that 
instead  of  presenting  its  usual  curvatures  it  is  dome-sha[>ed  or  conical — keratoeonus  ;  this  is 
due  to  a  progressive  thinning  in  the  central  portion,  which  gives  before  thi;  intra-ocular  tension. 
The  apex  of  the  cone  is  not  always  absolutely  in  the  center  of  the  cornea  ;  it  may  be  a  little 
to  one  side  or  below. 

The  disease  usually  first  makes  its  appearance  about  adolescence,  and  it  occurs  more 
fre<{uenlly  in  females  than  in  males.  In  even  its  earliest  stages  it  causeA  considerable  dis- 
turbance of  vision.  It  can  be  diagnosed  by  the  characteristic  diminution  which  is  occasioned 
in  the  size  of  the  central  portion  of  the  corneal  reflex,  or  by  thi?  peculiar  dark  ring  of  shadow 
which  is  seen  on  throwing  the  light  into  the  eye  with  the  ophthalmoscope  mirror.  The  ring 
of  shadow  will  be  observed  to  have  one  part  in  it  darker  than  the  rest,  which  moves  with 
movements  of  the  mirror.  In  some  cases  of  conical  cornea  the  vision  can  be  much  improved 
with  high  concave  cylindrical  glasses.  If  the  disease  is  progressive,  operation  is  necessary. 
Congenital  opacity  of  the  cornea  due  to  arrest  of  development  is  rare ;  it  may  be  present 
in  the  form  of  an  ill-dehned  nebula,  or  of  a  ring  of  opacity  near  the  periphery — arcus 
JHvettiiis. 

A  marginal  opacity  of  the  cornea  due  to  the  deposit  of  colloid  globules  is  frequently  met 
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with  in  elderly  people — artus  senilis.  It  commences  in  the  form  of  an  arc  near  the  upper 
border,  and  afterward,  in  the  same  way,  at  the  lower  border.  The  two  arcs  may  become  united 
and  fonn  a  complete  circle,  which  is  separated  from  the  corneal  margin  by  a  zone  of  clear 
tissue. 

A  white  band  of  opacity  stretching  transversely  across  the  cornea  a  little  below  the 
center  frequently  forms  in  blind  eyes — transverse  film  of  the  cortiea.  It  is  also  met  with  in 
some  cases  of  glaucoma,  and  as  a  rare  affection  in  eyes  otherwise  perfectly  healthy.  It 
begins  in  two  s|>o[s  at  the  sides,  a  short  distance  from  the  corneal  margin  \  these  extend 
inward  and  meet  in  the  center,  forming  one  band.  Sometimes  calcareous  salts  are  deposited 
in  the  opaque  area. 

New  Growths  of  the  Cornea. — A  congenital  form  of  growth  is 
met  with  at  the  sclerocorncal  margin,  which  is  usually  of  the  size  and 
appearance  of  a  spHt  pea.  It  consists  of  a  little  mass  of  skin,  out  of 
which  hairs  sometimes  grow — dermoid  tumor.  They  are  generally 
located  on  the  outer  or  inner  margin  of  the  cornea,  a  little  below  the 
center.  They  can  be  easily  dissected  off;  but  an  opacity  of  the  cornea 
always  remains  at  the  place  where  they  were  attached.  In  rare  cases 
epithelioma  and  sarcoma  grow  from  the  sclerocomeal  margin.  In  the 
early  stages  they  can  sometimes  be  completely  removed  from  the  sur- 
face of  the  globe ;  but  if  they  have  extended  deeply,  the  whole  eyeball 
has  to  be  excised. 

AFFECTIONS  OF  THE  SCLEROTIC 

All  inflammations  of  the  sclerotic  of  which  we  have  any  defi- 
nite knowledge  are  limited  to  the  part  anterior  to  the  line  of  insertion 
of  the  recti  muscles.  Inflammation  of  the  sclerotic  posteriorly  may 
possibly  occur,  and  be  one  cause  of  myopia. 

Inflammation  of  the  sclerotic  may  be  either  superficial — episcleritis  ; 
or  deep — selcritis. 

In  episcleritis  a  circumscribed  patch  of  injection  and  swelling  is 
.seen,  which  is  immobile  and  of  a  dusky-red  or  violet  hue,  by  which  last 
two  characteristics  it  is  distinguished  from  a  conjunctivitis.  It  may  or 
may  not  be  tender  to  the  touch,  and  painful.  There  is  no  tendency  for 
degeneration  and  ulceration  to  occur ;  and  as  the  inflammation  sulfides 
it  leaves  behind  a  slightly  depressed  and  discolored  area.  The  affec- 
tion is  almost  confined  to  adults,  and  occurs  most  frequently  in  the 
male  sex.     The  subjects  of  it  often  have  a  gouty  tendency. 

Scieritis  occurs  not  uncommonly  in  association  with  cyclitis  and 
keratitis.  In  rare  cases,  however,  inflammation  seems  to  start  as  a 
primary  affection  in  the  interstitial  substance  of  the  sclerotic.  It  is  a 
much  more  serious  affection  than  episcleritis  ;  and  the  adjoining  parts — 
uveal  tract  and  cornea — are  liable  to  become  involved.  No  constitu- 
tional cause  for  the  affection  can  usually  be  ascertained.  Syphilitic 
gummata  and  tubercular  nodules  are  sometimes  met  with  in  the  scle- 
rotic. As  in  episcleritis,  degeneration  of  the  inflammatory  products  and 
ulceration  are  unlikely  to  occur.  On  resolution  setting  in,  the  sclerotic 
is  left  much  thinned,  the  pigment  of  the  uveal  tract  shows  through,  and 
bulging  sometimes  takes  place,  a  ciliary  .staphyloma  being  formed. 

Treatment. — In  the  treatment  of  episcleritis  the  administration  of 
sodium  salicylate  is  oflen  found  very  efficacious.  Locally,  massage  of 
the  eye  through  the  Hd  over  the  inflamed  area,  and  the  application  of 
the  yellow  mercuric-oxid  ointment,  should  be  prescribed. 


AFFECTIONS  OF  THE  IRIS  AND  CILIARY  BODY. 


80I 


In  the  deep  form  of  infiltration  atropin  must  be  applied  for  the 
relief  of  pain.  a,nd  on  account  of  the  tcndt-ncy  to  iritis  and  cycUtis.  The 
eye  should  be  kept  tied  up.  and  bathed  every  four  hours  with  hot  boric- 
acid  lotion.  Internally,  potassium  itidid  or  small  does  of  gray  powder 
arc  most  likely  to  be  beneficial. 


AFFECTIONS  OF  THE  IRK  AND  OUARY  BODY. 

Iritis  and  Cyclitis. — Inflanimation  starting  in  any  of  the  three 
anatomical  divrsiuris  of  the  uveal  tract — iris,  ciliary  body,  or  choroid — is 
liable  to  spread  to  one  or  both  the  others ;  but  an  inflammation  o{  the 
choroid  is  often  limited  to  tlic  chor^iid  entirely;  while  an  inflammation 
beginning  in  either  iris  or  ci]iar>'  body,  though  it  generally  ultimately 
involves  both  these  structures,  frequently  does  not  affect  the  choroid. 
Possibly  the  explanation  of  this  is  to  be  found  in  the  arrangement  of 
the  vascular  supply.  The  choroid  is  almost  entirely  supplied  by  the 
short  ciliary  arteries ;  while  the  iris  and  ciliary  body  receive  their  blood 
from  the  long  and  anterior  ciliary  arteries. 

As  inflammation  of  the  iris  and  ciliary'  body  arc  so  often  associated, 
it  is  well  to  treat  of  them  together  ;  though  tlie  course  of  the  disease 
varies  somewhat  according  to  which  structure  is  primarily  invol%-cd. 

The  symptoms  and  results  nf  an  iritis  or  cyclitis  depend  consider- 
ably on  the  chanicter  of  the  inllaniniati>ry  exudate,  which  may  be 
serous,  plastic,  or  purulent.  In  serous  iritis  there  is  but  little  tendency 
to  the  formation  of  adhesions  between  the  iris  and  lens — posferior  syne- 
chup-i  and  such  as  do  form  easily  break  down  by  the  use  of  atropin.  In 
plastic  iritis  these  adhesions  form  early,  may  be  of  extreme  density, 
and  often  >*icld  but  Httle  to  the  strongest  mydriatics.  In  some  cases 
the  whole  pupillary  margin  of  the  iris  becomes  bound  down  to  the 
Icns-capsulc — complete  annular  sytuch'ui  or  excluswn  of  the pupit.  An 
inflammatory'  membrane  may  form,  completely  filling  the  pupil — ttcclu- 
sion  of  the  pupil.  Should  the  whole  breadth  of  the  iris,  not  only  its 
pupillary  margin,  become  adherent  by  plastic  exudation  to  tlie  lens- 
capsule,  a  condition  of  total  posterior  synccltia  is  established. 

By  exclusion  of  the  pupil,  or  the  formation  of  total  posterior  syne- 
chia, the  passage  of  the  aqueous  humor — wliicli  is  secreted  by  the 
ciliary  body— tlirough  the  pupil  into  the  anterior  chamber  becomes 
obstructed.  When  the  pupil  is  excluded  the  fluid  collects  between  the 
iris  and  lens,  and  the  fonner  is  lx>we<]  forward,  the  conclitiiui  being 
termed  iris  bomhe.  In  total  posterior  synechia  the  fluid  cannot  get 
between  the  iris  and  lens,  and  collects  in  the  \'itre<nis  chamber,  the  lens 
and  iris  Ix-ing  together  pushed  forward  and  the  anterior  chamber  shal- 
lowed. In  both  conditions  the  tension  of  the  eye  is  increased— frcyWorj' 
glaucoma.  In  a  serous  inflammation  starting  in  the  ciliary  body — i,  r., 
the  region  in  which  the  aqueous  humor  and  nutrient  fluid  of  the  vit- 
reous arc  secreted — an  excess  of  fluid  is  poured  out,  which  manifests 
itself  by  deeiiening  of  the  anterior  chamber.  The  aqueous  humor  in 
this  condition  is  more  albuminous  than  normal,  and  often  contains  a 
number  of  inflammatory  cellular  elements.  These  latter  tend  to  collect 
on  the  lower  |jart  ttf  the  posterior  surface  ai  the  coniea.  where  they 
form  little  dotted  iii>acities.  arranged  usually  in  the  form  of  a  pyramid 
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with  its  apex  directed  upward — keratitis  punctata.  The  size  of  the  dots 
varies  considerably  in  difiercnt  cases :  in  some  they  can  only  be  distin- 
guished on  maf^nification  ;  in  others  they  can  readily  be  made  out  with 
the  naked  eye.  The>'  arc  usually  of  a  grayish  color,  but  may  be  pig- 
mented. The  innammalor)'  cells  in  the  aqueous  humor  also  collect  in 
the  mesh  of  the  ligamcntum  pectinatum.  and  so  ob.struct  the  passage 
of  fluids  through  the  spitces  of  Fontana.  This  obstruction,  the  excess 
of  fluid  thrown  into  the  eye,  and  Its  albuminous  character,  all  tend  to 
give  rise  to  increase  of  tension,  a  by  no  means  uncommon  and  often 
very  troublesome  complication  in  these  cases.  Inflammatory  cells  in 
serous  cyclitis,  besides  bdnj;  carried  forward  into  the  anterior  chamber, 
are  also  thrown  out  into  the  vitrcoys  humor,  giving  rise  to  opacities 
in  it 

In  an  early  case  of  serous  cyclitis  (here  arc,  then,  the  followng  ^^np- 
toms :  A  variable  amount  of  injection  of  the  anterior  ciliary  vessels, 
often  very  slight ;  deepening  of  the  anterior  chamber ;  keratitis  punc- 
tata ;  and  opacities  in  the  vitreous.  As  the  case  progresses  the  iris 
may  become  involved  and  synechia  form,  or  increase  of  tension  may 
set  in. 

In  plastic  iritis  a  yellow  exudation  frequently  collects  in  the  lower 
part  of  the  anterior  chamber,  forming  an  hypopyon. 

In  purulent  iritis  the  course  of  the  disease  is  generally  very  rapid; 
pus  accumulates  in  the  anterior  chamber;  and  other  parts  of  the  eye — 
choroid,  retina,  and  \-itrcous  humor — early  become  involved.  The 
case  terminates,  if  not  speedily  arrested,  in  one  of  general  suppurative 
inflammation — suppuratix-e  panophthalmitis.  The  most  conspicuous 
symptoms  of  an  attack  of  iritis  are  photophobia,  pain  in  and  around  the 
eye.  injection  of  the  ciliary  blood-vessels,  which  form  a  dull  brick-red 
area  around  the  cornea,  and  discoloration  of  the  iris.  If  blue,  it  becomes 
altered  to  a  greenish  hue  ;  and  if  brown,  to  a  dirty  muddy  brown.  This 
alteration  in  color  may  be  due  to  one  of  two  causes,  both  of  which  arc 
often  present,  a  change  in  the  media — cornea  and  aqueous  humor — 
through  which  the  iris  is  \ieu'ed,and  an  alteration  in  the  iris  itself,  such 
as  an  increase  in  its  vascularity  or  an  inflammatory  exudadon  into  its 
tissue. 

The  causes  of  irids  may  be  classed  as:  i. Traumatic.  2.  Sympa- 
thetic. 3.  Constitutional ;  \*aricties  of  tlie  latter  being :  (a)  syphilitic, 
{p)  gonorrheal  arthritic,  (r)  gouty,  and  (//)  tubercular. 

Traumatic  iritis  is  nearly  always  the  result  of  a  penetrating  wound, 
and  may  vary  greatly  in  its  intensity  and  character.  It  may  be  so 
chronic  as  to  cause  scarcely  any  injection  of  the  eye.  and  only  manifest 
itself  by  the  formation  of  one  or  more  po-^tcrior  synechi;c.  A  mild 
iritis  of  this  sort  not  uncommonly  occurs  after  operations, such  as  cata- 
ract-extraction. It  may,  however,  be  of  a  plastic,  or,  if  septic  matter 
be  inoculated,  of  a  suppurative,  character.  Plastic  iritis  o{  one  eye.  as 
the  result  of  a  perforating  wound,  is  exceedingly  likely  to  be  followed 
by  inflammation  of  a  similar  character  in  the  other  eye — sympatkctk 
iritis. 

Sympathetic  ophthalmitis  is  an  affection  which  is  not  limited  to  the 
iris:  the  whole  uveal  tract  and  other  parts  of  the  eye  may  liecome 
involved.     The  inflammation  begins  in  one  eye  as  a  pcribrating  wound 
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or  ulcer;  and  is  then  trnnsmittcd  by  a  pnth  which  has  not  been  cer- 
tainly determined  lo  the  other.  The  character  of  the  sympathetic 
inflamniation  is  sometimes  serous,  usually  plastic,  never  suppurative. 
The  symptoms  first  noticed  are  some  haze  of  the  vitreous,  dotted  opaci- 
ties, cither  (Mgmcnted  or  while,  on  the  posterior  surface  of  the  cornea, 
and  sometimes  slight  optic  neuritis.  The  patient  first  complains  of  u 
defect  of  vision. 

Sympathetic  inflammation  may  be  preceded  by  what  is  termed  srm- 
paiiutk  irritation,  but  not  necessarilj'.  Sympathetic  irritation  m.iy 
exist  for  years  without  sympathetic  inflammation  coming  on.  Symjw- 
thetic  irritation  consists  in  certain  recurrent  attacks  occurring  in  a  sound 
eye.  the  fellow  eye  of  which  has  been  injured  or  has  become  blind 
through  inflanimation.  During  tfiese  attacks  there  arc  slight  redness, 
lacrimation,  and  a  pricking  sensation  or  darting  pain,  together  with 
fatigue  of  the  eye  on  efforts  of  accommodation.  There  is  often  also 
slight  disturbance  of  vision,  compared  by  the  patient  to  the  appearance 
of  a  rising  vapor.  The  eyes  most  liable  to  gi\'e  rise  to  sympathetic 
irritation  are  shrunken  blind  ones,  which  have  a  new  formation  of  bone 
in  them  on  the  inner  surface  of  ttic  choroid. 

Sympathetic  iritis  is  often  very  insidious  in  its  progress,  posterior 
syncchi;e  cX  extreme  density  forming  gradually,  and  the  pupil  slowly 
becoming  occluded  and  excluded  in  .•ipite  of  the  use  of  strong  atropin 
and  other  remedies.  The  active  symptoms  of  an  attack  of  symiwthetic 
ophthalmitis  last  generally,  with  varying  degrees  of  intensity,  about 
two  years.  If  during  that  time  .secondary  glaucoma  has  not  been  pro- 
duced, the  eye  may  then  remain  quiet  There  are  exceptional  cases, 
however,  where  the  inflammation  is  of  a  serous  type,  where  the  .symp- 
toms are  less  .severe  and  the  course  much  shorter. 

The  wounds  of  eyes  which  arc  most  likely  to  cause  sympathetic 
inflammation  are  those  situated  in  the  region  of  the  ciliary  body,  which 
is  therefore  spoken  of  as  the  dangerous  zone.  Sympathetic  inflamma- 
tion may,  however,  be  brought  about  by  any  wound  of  the  eye  in  which 
the  uveal  tract  is  involved. 

Inflammation  has  been  known  to  occur  in  the  .symjiathizing  eye  as 
early  as  two  weeks  after  a  wound  of  the  exciting  one ;  hut  it  more  fre- 
quently begins  one  or  two  months  after.  There  appears  to  be  no  limit 
to  the  time  at  which  a  wounded  eye  may  set  up  sympathetic  inflamma- 
tion ;  an  interval  of  as  much  as  forty  years  has  Ix'cn  known  to  elajise. 

For  a  long  tinie  it  was  held  that  the  transmission  of  the  disease  was 
due  to  the  passage  of  a  kiml  of  refle.x  nervous  irritation,  either  along 
the  optic  nerves  and  optic  commlssui-e,  or  along  the  ciliary*  nerves.  It 
is  now  more  generally  believed  that  it  is  due  to  the  transmission  of 
infection  along  the  lymphatics  of  the  optic-ncr\c  sheath.  The  nature 
of  the  infective  material  is  as  yet  imdetennined. 

C^mUituHamal  fritii  anJ  Cyf/ifh. —  iritis  and  cydilj*  may  occtir  in  the  cnnnc  of  nmous 
coastilotioDal  aftections ;  cases  arc  also  met  with  in  » likh  Ihc  closcsl  csaniinatioii  can  dicit 
DO  consliluttnnal  cause. 

{a)  SypbiliB  is  the  cotiitttuliaiul  disease  which  niosl  freciuenllr  gives  rise  to  iritis  and 
cyclitig.  Tbe  typical  nyphiliiic  iritis  ncnirs  during  the  tecoiMjuy  lUge  of  the  disease,  fmtn 
the  Mcctnd  to  the  eighth  monlh  uder  infccii'ni.  In  it  litUe  Dodu'lca  of  a  yellowish  or  niMjr 
brown  color  are  Rcnerally  wen  a\  ihe  <in|iil)ary  iiixrigin  or  [xriphery  c/ihe  iris,  li  h  a  fiirin 
of  influDnulioii  ihal  nirely  renirs.     Irilis,  not  nodular,  hut  due  probably  to  the  syphilitic 
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jmiKin,  is  met  will)  in  i\w  laUi  Kt^i^tts  of  srphilis  ;  a]&o  iit  iDfanls  and  children  ifac  subjevb 
of  inhoritcd  syphili-i,  hotli  with  nnd  withoui  inrtrstilial  krnitilis. 

True  ijuuiuutla  ire  mel  with  in  the  late  M«k«&  i>f  »yi>hili»  both  in  ibe  iris  and  ciliary 
body  ;  ihry  fonti  gmy  or  yellow  iiiK.sses,  which  ran  uiily  be  dingiiosed  froin  lub<-n:ulBr  nodalcs 
or  leukussrconui  by  ihc  blMory  <A  (he  cases  and  Uic  cdccU  of  treiktnicnl. 

(li)  Gunorrhrnl  iritiK  ixxuni  in  lasr^  whrti-  gnniNrhpa  \\iu  given  rise  to  artbritis;  (be 
inflatnmaijon  of  the  iri^i  reserubleg  ih&t  rrf  ihc  joints  in  ils  serouK  character  and  iu  marked 
icndcncy  to  rclnpw.  Frr>h  attacks  may  xet  iu  maiiy  years  aTtcr  the  or^tial  tnrcction.  It  is. 
indeed,  ilie  most  relapsinn  of  any  form  of  iritis-  It  has  generally  be«i  described  ai  rhen- 
malic  iritis,  but  ia  tiut  to  termed  here,  aa  it  ia  not  met  with  in  connection  with  acute  articvlar 
rlii'Uirutiiain. 

((-)  tjout,  both  acquired  and  lieretlilar}-,  inay  give  ri»  to  iritis  and  cyclitis  of  a  rdapsing 
character,  often  very  chronic  and  iiiMdious  in  its  onset. 

{•f)  Tubercle  afTccts  the  iri»  and  ciiiaiy  hody  eilhcr  in  the  form  of  scattered  miliary 
tH>dulea  oi  of  larger  c-i-ieiilini;  inoiLtieft.  As  already  meiilinned,  these  latter  are  liable  (n  be 
confused  with  syphilitic  gtinrniftta  or  letikosarcomala. 

Treatment  of  Iritis  and  Cyclitis — In  the  local  trcatnK>nt  of  iritis 
the  first  point  is  to  ^xit  the  pupil  «e]l  dilated;  and  the  ease  with  which 
this  can  be  done  will  depend  on  the  duration  of  the  case  and  tlie  serous 
or  plastic  character  of  the  af-Tcction. 

A  I  per  cent,  ointment  of  atropin  nude  up  with  vasclin  should  be 
put  into  the  eye  every  two  hours  on  the  day  the  patient  first  presents 
himself.  If,  aJler  that,  all  synechia;  have  been  broken  tIirough,thc  dila- 
tation should  be  maintained  by  applying  the  ointment  three  times  a  day 
until  the  injection  oi  the  eye  has  quite  subsided. 

The  pain  and  photophobia  will  in  some  cases  be  greatly  relie\*ed 
afkcr  one  or  two  applications  of  the  atropin.  An  eye  with  iritis  or 
cyclitis  should  be  fomented  with  hot  boric-acid  lotion,  2  per  cent.,  every 
four  hours,  and  in  the  internals  kept  tied  up  with  a  coniprt:ss  of  cotton- 
wool. 

Should  the  pain  persist  after  the  application  of  these  remedies,  it 
may  be  almost  certainly  relieved  by  the  withdrawal  of  a  small  quantity 
of  blood  from  the  temple  by  the  application  of  two  leeches  or  by  a 
Meurteloup  artificial  leech. 

In  certain  patients  atropin  causes  \iolent  inflammation  of  the  skin  of 
the  lids  and  conjunctiva,  which  may  even  .spread  to  a  large  part  of  the 
face,  and  give  rise  to  considerable  swelling  and  redness,  resembling  an 
attack  of  erysipelas,  for  wliich  sometimes  it  has  been  mistaken.  In 
such  cases  one  of  the  other  mydriatics — hyoscjn,  duboisin,  or  daturin^ 
must  be  substituted  for  the  atropin. 

In  cases  of  serous  iritis  or  cyclitis  where  the  tension  is  increased,  it 
might  be  imagined  that  atropin  was  contra -indicated ;  but  this  is  not  so. 
The  angle  of  the  anterior  chamber  in  these  cases  is  not  obstructed  by 
the  root  of  the  iris,  but  is  more  widely  open  than  normal,  so  there  is  no 
fear  of  increasing  obstruction  to  the  exit  of  fluid  by  the  thickening  of 
the  iris  when  the  pupil  is  dilated.  By  its  use  the  tendency  to  the  for- 
mation of  posterior  synechia:  is  prevented.  In  these  cases  the  increased 
tension  must  be  relieved  by  paracentesis  of  tlic  anterior  chamber, 
repeated  as  often  as  may  be  found  necessary. 

In  some  cases  of  iritis  the  most  \igorous  use  of  atropin  fails  (o 
break  down  all  the  adhesions  that  have  formed.  Should  a  comjjietc 
annular  synechia  remain  and  the  iris  have  become  bottihf.  it  wtll  be 
necessary  to  perform  an  iridectomy  to  relievo  the  secondary  glaucoma 
which  is  set  up.    An  iridectomy  for  this  condition  is  usually  a  satis- 
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factory  procedure,  for  though  the  recently  inflamed  iris  may  be  thick- 
ened and  vcr)*  friable,  a  vcty  small  opening  made  in  it  is  sufficient  to 
re-establish  the  circulation  of  the  intra-ocuJar  fluids. 

Besides  the  local  treatment,  the  constitutional  cause  of  the  affection 
must,  if  possible,  be  discovered  aed  appropriate  remedies  be  prescribed. 
In  the  .syphilitic  foniis  the  patient  should  be  got  rapidly  under  the 
influence  of  mercury,  applied  cither  in  the  form  of  inunction,  or  of  yray 
powder  administered  internally  in  2-jjrain  doses  three  times  a  day. 

In  the  gouty  forms  a  mixture  with  5  or  10  grains  of  potassium  iodid 
is  most  beneficial.  In  the  gonorrheal  cases  the  patients  are  often  mucli 
debilitated,  and  a  tonic  containing  iron  and  quinin  is  the  best  medicine 
to  administer  internally. 

The  loGi!  treatment  of  sympathetic  ophthalmitis  is  much  the  same 
as  that  of  other  forms  of  iijtis  and  cyclitis.  in  some  of  the  worst  cases 
the  pupil  becomes  gradually  contracted  and  the  iris  bound  down  in 
spite  of  the  most  energetic  application  of  mydriatics. 

O^jerative  interference  in  an  eye  with  sympathetic  ophthalmitis 
should  be  postponed,  when  possible,  until  all  active  inflammation  lias 
subsided.  Occasionally,  when  secondary  glaucoma  sets  in,  this  is  not 
possible,  and  an  iridectomy  ha.s  to  be  performed. 

DisturlMinces  in  the  Muscles  of  the  tHs  and  Ciliary  Body. — DistnrtMnces 
in  (lie  inubilily  or  (he  iri»  triamfrM  llicmxUves  \if  allcraliiJns  i>i  lliu  conJilion  of  Hie  pupil. 

The  pupil,  apnrl  froin  allemlions  d«e  lo  th«  prewrMTC  of  syncchiir,  xfivty  be  abnonnally 
large — tuyJriaiis  :  ornbmimmlly  Ttnall — myoiii.  T)i«pupil»af  (lie  two  c>m  may  be  uurqusl 
in  Mif — nniiMoria.  .\  pujitl  nwy  Iw  iiiac-live  to  both  Ii(;lit  nml  nccommodatjon,  of  inactive 
Ml  li^ht  whik'  it  rcUiii^  ita  puvrcr  of  octjou  on  iccommodatioii — Aixvll-Jfi'i'^fti^M^i  fiuftl. 

In  untnr  mnclilJiMis,  when  Itglil  ih  ihmwn  an  the  eye,  (he  piipil  U  nhs^nrrd  lo  nM-illaie  lo 
an  nhn»miuil  i.'xtrni  ;  i.  t.,  for  a  A^fa\  while  to  kc«p  nn  ronUactini;  nntl  dilating- — Aif'J'US. 

Distil rbaiicr.s  in  llie  ciliary  mux'lo  tnaiiiririt  tlieinselvrs  liy  altriiitton»  in  thr  power  nf 
•ccfimmodntion  and  ia  the  lefrattion  of  the  eye.  It  may  be  paralysed — cyticpSegia^ox  spas- 
miHliiiilly  miilriirtril. 

Congenital  Abnormalilles  of  the  Iris.—A  poni<>ii  or  the  who^e  of  the  irii  miy 
be  cuti^ciiilnlty  iilr-eiil,  \N  lien  only  a  [Hfilinn  is  stif'rnl — ^olohoma — it  is  ([etKTiIly  «  %cclor  in 
the  iiiwcr  half,  nio*l  freijufnily  in  tho  lower  und  inner  part.  Colobonuiof  the  in>  \\  often 
■»»<xiated  with  a  t:oiigi-uiLal  dctidcacy  in  the  dioioid  or  ciltaiy  body,  and  sometimes  aUo  a 
notch  in  the  lens. 

Apparent  complete  abseiKc  of  the  iris — aniridia — is  a.  rare  form  oT  malfonnation.  It  i» 
nut  uncommonly  hereditiiry. 

On  rlisscction  a  narrow  rim  of  tria  hid  l>ebind  the  cxUwme  peripliery  of  tl»e  cornea  is 
fiiun'I  in   the  mnjnrily  of  cases. 

Ui^placciDcnt  of  ihe  pupil  fruin  t)ic  center  of  the  Wit—tetopia  pupiilit — of  a  ftligbt  extent 
ii  not  iiitnitnnion.  Very  cxlertsive  displncctncnl  of  the  pupil  in  diffrrenl  directions  ^ome- 
limes  occur*.  It  ii  often  combined  with  congenital  Oi^placeuient  ^>f  the  len*.  In  felal  life 
Ihe  fibri.iva»cular  membrnne  which  covers  the  aatcriar  surface  of  the  lens,  as  the  iri.s  f^rowb 
in  beneath  it,  becomes  convened  into  n  pupillary  membninr,  which  diu|>|>ears  before  birth. 
Jn  »o«nv  cases  sltandi  of  ihis  membrane  remain — fieriiUfnt pufitliary  tnembra»e.  It  is  impor- 
tant to  ilistineiii^ih  iheie  fitter*  wtien  attached  to  the  lens-capsule— r<i^JM/y)'r,it//iir'r  mfniir.inf 
^from  posterior  synechi^c  the  tcsuU  cjf  in  (lain  mat  ton.  The  cungenitul  defrvt  tan  alway.^  Iw 
diagnosed  hy  the  fivct  that  the  tflg*  procceil  from  tbc  anlcriot  surface  of  ihe  iris,  umatly  from 
one  of  the  projections  at  the  small  circle. 


AFFECTIONS  OF  THE  CHOROID. 

Choroiditis. — Inflammation  of  the  choroid  may  be  suppurative  or 
non-suppurative.  Suppurative  inflammation  occurs  generally  as  the 
result  of  perforating  wounds ;  it  may  also  be  pyemic.  The  inflammation 
tends  to  spread  rapidly  to  surrounding  structures — the  retina,  \'itrcous, 
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ciliary  body,  and  jriK;  so  that  the  condition  soon  becomes  one  of  suppu- 
rative pnnophlhalmitis.  The  conjunctival  and  ciliar>'  vessels  are  then 
much  injected,  and  perforation  ultimately  occurs.  In  these  cases  the 
sight  will  certainly  be  destroyed,  and  the  eyeball  should  be  enucleated 
or  eviscerated  early  for  the  relief  of  pain. 

In  non-supjnirative  inflammation  of  the  choroid  iIk*  exudation  is  gen- 
erally found  scatteretl  thrini{^hc)iit  the  membrane  in  small  jwtches — </«- 
seminnied  chomvUlu  ;  sonielinics  thes<r  [xitche-*  become  unitcti  and  form 
large  areas.  Occasionally  the  affection  is  locaIi7x:d  in  one  part — arcum- 
scribcii  choroidttts.  When  so  localized  the  macula-region  is  vcr>*  fre- 
quently the  part  afiected — wntrat  chtrrciditis. 

In  tlie  exudative  stage  of  choroiditis  the  ophthalmoscopical  appear- 
ances consist  in  the  presence  of  a  patch  or  patches  of  a  yellowish  color, 
situated  beneath  the  retinal  vessels,  whose  lyargins  shade  off  godually 
into  the  surrounding  red  reflex,  which  in  their  immediate  vicinity  is 
more  than  usually  intense. 

When  cicatricial  changes  have  set  in,  the  blood-vessels  in  the  affected 
area  to  a  greater  or  less  extent  become  destroyed,  so  that  the  large  deep 
vessels  of  the  chort>id  or  the  while  sclerotic  become  exposed  to  view. 
The  pigment-epithelium  at  the  margin  of  the  patches,  by  proliferation, 
becomes  hca|}ed  up,  growing  into  tlie  retina  and  forming  irr^ular  black 
rings  around  them. 

In  cases  where  the  retina  is  involved,  opacities  frequently  form  in  the 
vitreous  which  may  remain  |xrmancntly. 

If  there  is  much  ptastic  exudation  in  a  choroiditis  a  new  formation 
of  bone  sometimes  takes  place  on  its  inner  surface.  This  usually  occurs 
when  there  has  also  been  extensive  iridocyclitis  and  when  the  e>'cball 
has  become  shrunken — phthisis  bulbi. 

Syphilitic  Choroiditis. — C'horojditts  occun  in  both  ioheriled  And  Hcinircd  syplulu, 

COmuicuciriK  usually  from  on«  to  tlifM  years  kftei  iafection. 

The  intlamTiuition  ii  uf  the  diHSfMninaic<l  variety,  afTeclinf*  chieHy  the  peripheral  pails. 
BoElt  eyes  arc  usunlly  involved,  not  necnuuirily  lu  ihe  «ame  degree  -,  MMDctimet  ofily  one  ts 
SKscked. 

In  ceruin  ca^s  (he  piKmeuUttion  of  ihc  rctinii  i«  very  extensive  ia  ihc  pciiphcral  ptitt, 
and  there  is  cnnlractiiin  ■■!  itie  firM  of  viiiioit,  vricb  iiigbl-ljiiuducM.  Sudi  cax-s  are  my 
liable  lu  be  coiifui^d  wilh   retinitis  piftmenlOM. 

The  prcEcncc  in  it  cf  punched-out  like  cireulor  ana*  of  choroidal  alropbj  gencimlljr 
serves,  howerer,  lo  distinguish  it  (nam  that  afleciion. 

TieatiteHi  of  syphililic  choroiditis  i^  mas\  likely  lo  proTe  bendiciaJ  when  the  diseaae  it 
in  its  exiiHiititfe  Ullage.  Then  die  adminiiiniTioTi  of  mercnr)' and  potassium  iodid  tends  n|k 
idly  In  pmmnte  the  absc»r]>I>^n  of  Itic  inftiLiniiinlon-  prDilucts, 

In  the  later  slafjes,  where  ciraEriniidn  has  inken  plnce,  no  impmvenenl  can !»  hi^«d  Soft 
but  whenevei  ibe  deteriotation'of  vision  is  progresHve  antisrphilitk  reincdi«»  sliould  W  per- 
severed with. 

Tubercular  Choroid  His. —Tubercle  of  the  choroid  may,  like  thai  of  the  iris  and 
ciliar>-  b<xly,  ociur  m  the  fnrtn  nf  Multered  miliiiry  nodnles,  iir  as  laige  aggregate  masta 
which  break  down  and  uiidetiio  caseation. 

'I'he  formei  are  mnst  frcqurntly  nirC  with  in  coses  of  tubercular  meningitis,  and  can  be 
seen  ophlhalmoicopicaily  as  drfulor  prayish  patches  ;  they  do  not  ^ctkcniAf  cause  any  vefy 
marked  disturbance  of  vision. 

The  lni;^t  maMesufiuhcrcIo  jrive  rise  to  symptoms  which  maybe  indis(in|[nishahle  froni 
those  uf  ]:1i'.>ma  of  thi^  leUiiii. 

Atrophy  of  the  Choroid.— In  myopia,  as  the  result  of  clongalion  of  ibc  ey^all. 
(lie  churotd  frei|uently  becomes  stretched  and  atrophied.-  The  most  marked  change  laliM 
place  at  the  outer  margin  of  the  optic  diidt,  where  the  sclerotic  bulges  out,  forming  a  poa- 
terior  5tnphyloma.  Ophthdmoscopicaliy,  in  a  slight  case  a  white  crescentic  area  b  seen  at 
die  outer  margin  uf  the  optic  disk  in  whkh  the  sclerotic  is  exposed  to  view— OT/<»^sr  crtxtnt. 
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In  high  defaces  af  myopia  ihc  white  atrophic  arm  may  be  found  sUTTOumting  the  whole 
di\k.  In  [>rogr<"i<ivf  ca»c*  p«(fh^*  fif  Krjghc-red,  coiige»lc<l  chnmid  «re  oflcn  «ecn  al  the 
inurxiiu)  cif  ila-  aii>>i)liii-d  urea.  Separate  paichei  of  atrophy,  in  which  the  sderolii:  bccotaes 
cxptjscd,  aUri  form  Mimrlimc*  in  the  mnail.ir  wgion.  deMroying  central  viuon. 

Hemorrhage  from  the  Choroid. — Hemorrhage  from  the  choroid 
varies  in  extent.  Slight  hemorrhages  are  most  frequently  seen  after 
blows  on  the  eye  with  blunt  objects.  They  are  usually  circular  in  shape, 
of  a  duller  red  color  than  retinal  hemorrhages,  and  are  situated  bcnc-ath 
the  retinal  \*csscls,  which  can  be  seen  to  be  quite  normal  in  appearance. 
Sometimes  gray  striation  of  the  retina  can  be  distinguished  in  front  of 
the  patches.  As  the  hemorrhages  are  absorbed  a  patch  of  sclerotic  is 
exposed  through  the  rupture  in  the  choroid  which  gave  rise  to  the 
hemorrhage. 

Extensive  hemorrhages  from  the  choroid  occasionally  occur  in  con- 
nection with  perforating  wounds,  or  operations,  such  as  extraction  of 
cataract  or  iridectomy  for  glaucoma.  In  such  cases  the  contents  of  the 
globe  are  forced  out  through  the  opening,  and  tlie  choroid  widely  sepa- 
rated from  the  sclerotic. 

Sarcoma,  of  the  Choroid. — Sarcoma  of  the  choroid  is  usually 
melanotic,  but  may  be  perfectly  white ;  the  shape  of  the  cells  may  be 
round  or  fusiform.  It  may 
occur  at  any  age,  but  is  most 
frequently  met  with  between 
forty  and  fifty.  At  first  it  gives 
rise  to  detachment  of  the  ret- 
ina; later,  to  increased  tension 
and  all  the  symptoms  of  glau- 
coma. If  it  p.isses  out  of  the 
globe,  it  usually  does  so  along 
the  track  of  one  of  the  blood- 
vessels which  perforate  the 
sclerotic,  and  develops  rapidly 
into  an  extensive  growth  in  the 
orbit.  Secondary  growth.s  may 
occur  in  almost  any  part  of 
the  body,  and  they  are  frequently  met  with  in  the  viscera,  especially 
the  liver. 

An  eye  should  be  excised  as  soon  as  sarcoma  of  the  choroid  has 
been  diagnosed.  The  earlier  the  sarcoma  is  removed  the  less  risk  there 
is  of  recurrences  or  the  formation  of  secondary  growths. 

CofiKenltal  AbnormaHtles  of  the  Choroid.— The  coRiinon«Bt  form  of  coageniul 
kbaoTin;iU(y  nii't  with  lo  the  chDruid  is  i-dci-i-fni. 

The  !n-li-rouc  and  chuniid  am  developed  from  ineiinMastic  ti$-*<v  "hich  surround*  Ihe 
secondary  optic  Tesiele  :  when  b1ood-ves»ls  Uma  in  llie  inner  part,  which  iit  to  become 
choroid,  ii  i«  differentiaicH  from  the  wlennic.  Sometimes  the  inner  portion  of  il>e  envel- 
oping meiobliul  fatli  to  become  vuculiriied,  and  then  no  churoid  is  developed  in  that 
position. 

On  looking  into  in  eye  with  such  a  defect,  with  the  nphlhaln>oscopc,  a  white  arm  with 
shanily  (letined  margins  is  ^vn,  sometimes  b  little  depreued  i>elair  the  lerel  of  the  r»t  of 
the  /undiis.  The  nimt  fiequem  locality  io  which  thi»  defect  in  the  choroid  is  met  with  is  in 
the  nrgion  of  the  ociaUr  cleft — i.  f.,  ■(  the  lower  p*Tt  of  the  fundus.  It  may,  howeTer,  occtir 
In  other  poftitioni. 
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Fig.  4i7.''Ponitin  of  an  eyeball  containing  a 
larcoinii  ^rnwine  frnni  th<-  chornid  in  n  pedunen- 
littcd  manner.  KetinA  deiached  from  ihe  choroid, 
but  adherent  to  Ihe  epex  of  the  growth, 
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AFFECTIONS  OF  THE  CRYSTALLIPJE  LENS. 

The  most  common  morbid  change  in  the  lens  is  an  alteration  in  its 
transparency.  Tliere  is  no  such  thing  as  an  inflammation  starting  pri- 
marily in  the  lens ;  whenever  leukocytes  invade  its  substance  from 
ncighborinf;  ^wrts,  there  is  always  first  a  destruction  of  tlic  Icns-capsulc. 

Cataract. — A  lens  having  an  opacity  is  said  to  be  cataractous. 
Opacities  of  the  lens  are  always  due  to  some  disturbance  of  its  nutrition, 
which  may  be  the  result  of  genera!  or  local  disease. 

The  form,  situation,  and  extent  of  opacities  in  the  lens  vary  consid- 
erably. A  cataract  is  mature  when  the  whole  lens  appears  opaque,  the 
opacity  extending  up  to  the  posterior  surface  of  the  iris.  So  long  as 
clear  lens-nialter  inter^'enes  between  the  oiiacity  and  the  iris  a  dark 
shadow  is  cast  by  the  latter  on  the  surface  of  the  opacity,  visible  at  the 
pupillary  mai^in.  When,  therefore,  tliis  dark  shadow  is  absent,  wc 
know  that  all  the  cortical  substance  has  become  opaque. 

When  a  lens  has  first  become  completely  opaque,  the  radial  mark- 
ings on  its  surface  are  clearly  visible.  ]n  course  of  time,  if  notliing  « 
done,  these  markings  disappear,  and  the  surface  of  the  cataract  presents 
a  uniform  bluish-gray  ap|x;arance.  The  cataract  is  then  spoken  of  as 
kypirmaturi- .  The  cortical  substance  gradually  undei^oes  disintegra- 
tion and  liquefies,  so  that  the  soHd  nucleus  ultimately  comes  to  float  in 
a  bag  of  opaque  turbid  fluid. 

Incomplete  or  partial  opacities  of  the  lens  may  be  located  and 
arranged  in  the  following  different  ways: 

1.  The  nucleus  alone  opaque — nuckar  cataract. 

2.  A  layer  or  zone  of  lens-substance,  more  or  less  opaque,  surround- 
ing the  nucleus,  the  nucleus  and  cortex  remaining  clear — zonular  or 
lametlar  cataract. 

3.  An  area  of  ojjacity  at  the  anterior  pole  of  the  lens — anterior  polar 
cataract.  Sometimes  the  anterior  polar  opacity  is  raised  as  a  conical 
projection  above  the  surrounding  surface  of  tlic  lens — pyramidal 
cataract. 

4.  A  point  of  opacity'  at  the  posterior  pole  of  tlie  lens,  with  radiating 
bands  running  out  from  it — posterior  polar  cataract. 

5.  Numerous  scattered  dots  of  opacity,  chiefly  situated  in  the 
peripheral  parts — dotted  cataract. 

6.  Gray  stria:  in  the  cortex,  or  white  flakes,  or  irregular  nebulx. 
Cataracts  may  be  classified  as  follows :  Congenital,  infantile,  senile, 

diabetic,  and  local. 

Congenital  Cataracts.— The  lens  is  nourished  during  fetal  life,  pre- 
vious to  the  establishment  of  the  secretorj'  function  of  the  ciliary*  body 
and  formation  of  the  anterior  chamber,  by  a  fibrovascular  sheath  which 
surrounds  it.  The  vessels  of  this  sheath  are  derived  from  the  anterior 
ciliar)'  arteries  and  the  central  artery  of  the  \-itrcous.  Disturbances  in 
the  nutrition  of  the  lens  during  fetal  life,  and  consequent  opadtics,  may 
arise  from  cither  faulty  developments  of  the  fibrovascular  sheath,  its 
abnormal  persistence,  or  delay  in  the  formation  of  the  anterior  cliamber. 
causing  prolonged  contact  of  lens  and  cornea. 

A  congenital  opacity  of  the  lens  may  be  complete  or  partial.  Com- 
plete congenital  cataracts  vary  in  consistency,  sometimes  being  thin  and 
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watery,  at  other  times  jelly-like  in  character.  In  a  third  class  of  cases 
the  lens  Is  not  only  opaque,  but  considerably  shrunken,  forminjx  a  thick, 
dense  membrane,  which  it  is  ver>'  difficult  to  tear  through  witli  needles. 

Partial  congenital  opacities  may  be  situated  at  the  anterior  or  poste- 
rior pole  of  the  lens,  or  arranged  as  .1  scries  of  dots  round  the  pcripliery 
of  the  lens.  This  latter  form  is  often  met  with  in  several  members  of 
the  same  family. 

Infantile  Cataracts. — It  is  sometimes  impossible  to  decide  whether 
an  opacity  of  the  lens  has  commenced  previous  to  btrth  or  in  early 
infancy.  Most  anterior  polar  cataracts  are  certainly  infantile,  occurring 
in  connection  with  affections  of  the  cornea  in  ophthalmia  neonatorum. 

In  infancy  the  anterior  chamljcr  is  exccetlingly  shallow,  and  any 
thickcntiig  of  the  cornea,  the  residt  of  inllannnatinn  in  it,  readily  brings 
its  posterior  surface  into  contact  with  the  anterior  pole  of  the  lens.  As 
the  result  of  such  contact  opacities  of  the  lens  develop,  owing  mainly 
to  proliferation  of  the  cells  lining  the  capsule.  Cases  are  frequently 
met  with  having  nebula:  of  the  coniea  and  anterior  polar  opacities  of 
the  lens,  concerning  which,  on  inquiry,  a  history  of  opiitiiahnia  neona- 
torum is  obtained. 

Zonular  cataracts  are  most  often  infantile  in  origin,  and  are  always 
bilateral.  They  occur  in  children  who  suffer  from  fits,  and  in  whom 
the  enamel  of  some  of  the  jKrmancnt  teeth,  most  frequently  the  first 
molars  and  the  incisors,  develops  in  an  irregular  way.  so  that  it  pre- 
sents a  worm-eaten  or  honeycombed  apijcarancc.  It  is  probable  thai 
they  are  due  to  some  malnutrition  in  early  iivfancy  from  improper  feed- 
ing. Some  cases  presenting  this  form  of  cataract  are  certainly  the 
sufijects  of  rickets. 

Senile  Cataracts. — In  scniEc  cataracts  the  opacit)*  usually  begins 
in  the  cortex  around  the  nucleus,  cither  in  the  form  of  peripheral  stria; 
or  a  central  nebula.  It  tends  to  spread,  with  very  varying  degrees  of 
rapidity,  until  the  whole  cortex  becomes  involved.  The  precise  cause 
of  senile  cataract  so  far  remains  undetenntned.  Though  a  frequent 
accompaniment,  it  is  by  no  means  a  nece.ssiir>'  complication,  of  old  age, 
and  must  be  regarded  as  a  diseased,  and  not  a  physiological,  condition. 
It  may  commence  during  the  fifth  decade  of  life  ;  but  is  most  common 
during  the  sixth.  It  nearly  always  affects  both  eyes ;  though  the 
opacity  in  one  lens  is  usually  found  to  have  commenced  sooner,  and  to 
be  more  advanced,  than  in  the  other, 

Diabetic  Cataractj. — When  cataract  occurs  as  the  result  of  dia- 
betes both  eyes  are  affected,  usually  at  the  same  time.  The  opacit>' 
extends  rapidly.  In  a  few  exceptional  cases,  in  which  the  general  con- 
dition of  the  patient  markedly  improves,  the  opacity  has  been  obser\*ed 
to  disap^iear,  the  lens  regaining  its  normal  transparency.  The  forma- 
tion of  the  npadty  is  not  due  to  the  pn^sence  of  sugar  in  the  lens,  but 
appears  to  be  associati-d  wnth  an  increas<Ml  s|)ecific  gravity  of  the  blood. 

Cataracts  Due  to  Local  Causes. — ^Cataracts  may  be  formed  as  the 
result  of  certain  diseases  of  the  eye  in  which  there  is  interference  with 
the  surrounding  vascular  supply  from  which  the  lens  receives  its  nutri- 
ment. These  diseases  arc  iridocjxlitis,  high  degrees  of  myopia,  reti- 
nitis pigmentosa,  choroiditis,  detachment  of  R-tina,  and  prolonged 
glaucoma. 
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Treatment  of  Cataract. — The  only  cases  in  which  a  cataractous 
lens  has  imd  its  normal  transparency  restored  arc  a  few  exceptional 
ones,  already  referred  to,  occurring  in  connection  with  diabetes.     When 
the  opacity  is  confined  to  the  center  of  the  lens,  the  \-ision  may  some- 
times be  improve<l  for  a  while  by  keeping  the  pupil  dilated  with  a  solu- 
tion  of  atropin  sulphate,  t  :  lOOO,  applied  twice  a  U"eck.     It  may.  how-fl 
ever,  be  taken  as  a  jjeneral  rule  that  when  a  lens  has  become  so  ojiaque* 
as  to  interfere   with   useful   vision,  the  only   remedy  consists  in   its 
removal  and  the  wearing  of  suitable  glasses.     The  removal  of  the  lens 
may  be  accomplished  by  the  ojx:ration  of  discission  or  by  that  of  extrac- 
tiojK     The  former  is  the  more   suitable  for  young  people,  when  the 
nucleus  of  the  tens  is  small  and  soft;  and  the  latter  for  old  people,  _ 
when  the  nucleus  is  large  and  hard.  ■ 

It   is   a   matter  of  considerable  importance  to  determine  wlwn  an 
operation  for  cataract  is  advisable.     No  hard-and-fast  rule  can  be  laid 
down  as  suitable  for  every  case.     It  is  preferable  to  operate  on  a  senile 
cataract  w(ien  it  is  complete.     If  there  is  any  transparent  cortex,  it  is 
impossible  to  be  sure  Uial  it  is  all  removed  at  the  time  of  the  operation, 
because  it  cannot  be  .seen.     The  pupil  may  appear  clear  and  black  at - 
the  condu.sion  of  tlte  operation;  but  when  examined  a  iew  days  later,  ttl 
will  be  seen  filled  with  lens-malter  which  has  become  opaque  afterward. 
On  the  other  hand,  if  the  patient  is  incapacitated  from  following  his 
occupation  on  account  of  his  sight,  and  the  cataracts  are  incomplete,  it 
is  better  to  operate  at  once,  as  no  limit  can  be  fixed  to  the  time  which 
they  may  take  to  become  complete.     F.ven  if  some  cortical  matter  b 
lefl,  which  becomes  ojiaque  afterward,  it  can  always  be  dealt  u-ith  by  ■ 
a  subsequent  needle- operation.  I 

If  a  patient  has  a  cataract  in  one  eye  and  no  sign  of  opacity  tn  the 
lens  in  the  other,  it  is  only  under  special  circumstances  that  operation 
is  advisable.  If  the  lens  is  rcmovcd  from  one  eye  and  not  from  the 
other,  the  two  eyes  can  never  be  kept  accurately  adjusted  for  the  same 
focus — binocular  vision  is  impossible.  Most  patients  object  to  wearing 
gla-sses  when  the>'  see  jjcrfectly  with  one  e>'e  without  them,  more  espe- 
cially when  the  glass  for  the  defective  eye  gives  accurate  vision  at  only 
one  dLstmce.  In  some  occupations  the  enlai^cmcnt  of  the  field  di 
vision  which  the  removal  of  the  lens  affords,  even  though  there  is  not 
accurate  vision,  is  of  importance,  as.  for  instance,  in  coachmen.  In  such 
casus,  and  also  should  the  cataract  be  verj'  wlw'te  and  unsightly,  it  may, 
be  nece.ssary  to  remove  it  even  though  the  lens  of  the  other  eye  show] 
no  changes, 

If  a  patient  has  a  complete  cataract  in  one  eye  and  opadties  in 
other  lens,  provided  his  or  her  expectancy  of  life  is  good,  it  is  advis 
to  remove  the  cataract  while  mature,  rather  thtin  let  it  become  h) 
mature;  for  then  thickenings  and  chalky  deposit<;  are  liable  to  fonn  in 
the  capsule,  which  may  be  difficult  to  deal  with. 

Diabetic  patients  arc  less  favorable  subjects  for  operation  than  oti 
people;  they  are  liable  to  a  chronic  form  of  iritis;  and  sometimes 
shock  of  the  operation  gives  rise  to  a  fatal  attack  of  coma. 

No  limit  can  be  fixed  to  the  age  at  which  tJie  operation  of  cxtractit 
may  be  successfully  performed  ;  it  has  been  done  on  centenarians.  N< 
every  case  of  lamellar  cataract  requires  operation  ;  in  some  the  zone  is 
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of  so  little  density  that  vcr>'  useful  vision  is  obtained  through  it  Kvcn 
should  the  acuity  of  vision  be  considerably  less  than  normal,  it  is  better 
for  the  patient  to  cnthire  the  defect  and  retain  the  power  of  accommo- 
dation than  to  be  obliged  constantly  to  wear  glasses  of  difierent 
strenfjths  for  distance  and  for  ntiar  work.  11'  a  patient  with  lamellar 
cataract  can  see  ^^.  it  is  certainly  not  desirable  to  operate. 

It  is  often  difficult  to  determine  the  most  favorable  age  at  which  to 
operate  on  a  patient  with  congenital  cataracts.  In  infants  the  anterior 
chamber  is  very  shallow  and  there  is  not  much  aqueous  humor;  the* 
pupil,  moreover,  in  patients  with  congenital  cataract  often  docs  not 
dilate  well  with  atropin,  so  that  the  conditions  in  infancy  are  not  very 
favorable  for  operation.  On  the  other  hand,  the  first  two  years  of  life 
arc  the  most  important  in  what  may  be  termed  the  education  of  the 
retina  and  development  of  the  visual  centers.  If  operation  is  long 
delayed,  nystagmus  is  sure  to  develop.  The  end  of  the  first  year  will, 
as  a  rule,  be  found  the  most  suitable  time  for  operation. 

ConsenttAl  Malformation  of  the  Lens.— Usplacctneni  of  the  lens — t^t^pUi  itntit — 

is  noTdflitnrs  mcl  with  .is  .1  t.-ongi.-iiUnl  m.ilfiimnatHin,  miJ  is  dm-  ti>  n  ilcfevl  in  (he  develop- 
mcnl  t>f  lilt  wi»j>cn-'<>r)-  li';i«inent.  Tlic  dinxliini  of  Uie  illspiftccmcnt  is  nearly  always 
upward  with,  some  incIiTiution  rithcT  inward  or  uulward  ;  that  is  tu  any,  it  is  uaujilly  dis- 
placed away  from  tlic  ocular  dcfl. 

The  displace  men  I  may  be  ro  rximme  ihal  the  patient  obtains  gootl  Tinion  with  ■  glass 
of  aHout  10  dldpierc  through  the  aphakic  areii.  Mare  »fien,  however,  vision  is  much  im> 
paired  by  the  irrc^lar  refraction  caused  \>y  looking  ihroiLGh  lite  lower  bidf  only  of  Lhc  lens ; 
ihift  may  to  lomc  extern  he  temrtlieil  l>y  ihe  u<tc  erf  mnrave  gla-tsts. 

A  notch  in  the  border  of  (he  lens— <u/siAo*ia  Iftttti — i»  a  rare  fnrm  of  malformation  some- 
times met  with  in  conneclioii  with  cololximn  of  the  iris  and  ciliary  body. 


AFFECTIONS  OF    THE    VITREOUS   HUMOR. 

The  ritreoiis  humor  in  an  avuncular  strucHirc  whkh  icccivcs  its  nutiienl  fluid  by  seCT«- 
tinn  friiTn  the  ciliary  body.  It  canm>t.  ilieicfore,  be  (he  «cai  of  a  primary  infliiDimation,  but 
may  have  inflnnimaiorj  products  dlschar^ted  into  it  in  ihc  course  of  «  cyclitis  or  rcuoitis. 
Hcmorrha};c  may  rjccur  into  it  from  the  rclinal  or  ciliary  vessels,  and  il  may  be  the  aeat  of 
degenerative  changes  or  of  congenital  mol  format  ion  f. 

Invaaion  of  the  Vltreona  Humor  by  Inflamniatory  Products.— The  inflam- 

nutory  pxuilaiiim  which  \\  thniwn  into  ihf  vitrcmi*  in  a  ryditis  or  rctinilii  may  he  purulent, 
plastic,  or  cmUirhal  In  chai'acicr. 

When  pus  Collects  m  the  vitrriiu'*  it  io  pail  of  a  gcnt-ral  «ii|ipnntive  inflammation  of  the 
whole  eyeMll — '^M<:/AMii'm//f>— and  ultimately  ends  in  perforutiou  of  the  globe.  Il  is  the 
TMult  of  M^ttic  wnumU  or  pyemia. 

A  plastic  exudation  (htui«n  out  into  the  vjjreous  may  organiie  into  fihrom  tissue  in 
which  blDod-vc~iJw;l»  develop,  conlinilous  with  cith*n-  those  of  the  ciliary  body  or  retina. 

The  plastic  exvdatnin  in  the  process  of  organiuiion  has  great  tendency  lu  contract,  and 
so  to  displace  ^urtoundin);  «tnictures.  If  adherent  to  the  relina,  it  dcLadies  il  from  the 
choroid.  If  a  hand  slretchi;*  across  ihe  ciliary  region^.*  eyiiitii  its/tnhratr — ii  draws  the 
ciliary  body  away  from  the  Bclemtic  and  lendk  10  push  forward  the  len^,  shallowing  (he 
anienor  chamber  in  the  cetiter.  If  the  plI»^tic  fxudntinn  eitemU  forward  into  die  circum- 
lental  space  and  tieLi^ines  adherent  lo  Ihe  rxmt  of  the  iris,  it  will,  in  urgaiiizing,  retnict  the 
iW)t  «f  the  iri«  and  deepen  the  |>eriphcry  of  the  anerior  chnmlwr. 

When  libruu.s  memtirane*  form  in  tlii;'  way  in  the  vitreous  liunuir  and  the  lens  remains 
deal  a  yellow  or  grayish  reflex  is  seen  through  the  pupil,  and  somelltncs  newly  formed 
blood-TCSKls  ate  visible. 

A  yellowish -gray  reflex  behind  the  lens  wiih  bloiid-vesaels  an  its  surface  are  the  symp- 
toms presented  by  glioma  of  the  retina ;  frLiijucntly  there  ii  great  difliculty  in  diagnosing 
between  true  glitinm  and  these  iitflammiiiory  membranes  in  ihe  vilrptin-' — fifHiie>f;liema. 

The  chief  points  tn  which  altrritinn  should  be  directed,  lo  arrive  ul  a  diagnu»is,  are  the 
hivinry  nf  the  ca.te  and  ihe  I'omlitidn  nf  the  anicrior  chamber.  The  inftammatory  affections 
usually  follow  some  acnte  illness— meadcs,  scarlet  fever,  or  an  attack  in  which  there  has 
been  reacon  to  suspect  nieniugiCJs. 
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In  true  glioma  the  anterior  chamber  is  never  deepened  at  (he  periphery  and  shallowed 
only  in  the  center,  as  is  frequently  the  case  in  pseudoglioroa. 

When  the  inflammatory  exudation  into  the  vitreous  is  of  a  serous  or  catarrhal  character 
a  general  haze  or  numerous  tine,  dust-like  opacities  are  first  seen.  Later  on  the  general 
haze  clears  up.  but  varjing- sized,  irregular -shaped  opacities,  or  webs  of  opacity,  may  be 
left,  which,  owing  to  the  consistency  of  the  vitreous  having  become  abnormally  fluid,  tend  to 
float  up  and  down. 

In  myopic  eyes,  and  sometimes  as  the  result  of  a  senile  change,  the  vitreous  humor 
becomes  shrunken,  undergoing  degeneration  and  liquefaclton — synckytts.  Floating  opacities 
then  make  their  appearance  in  the  vitreous  chamber,  of  the  annoyance  caused  by  which 
patients  often  complain  considerably.  In  some  rare  cases  cbolesterin  crystals  are  met 
with  in  the  vitreous,  and  give  rise  to  opacities,  which,  when  viewed  with  the  ophthalmoscope 
mirror,  are  bright  and  glistening — sparkling  ivmhysis. 

The  majority  of  people  are  able  to  see  opacities  in  their  vitreous  on  looking  fixedly  at 
a  white  surface — miisca  volitantes.  The  sudden  discovery  of  these  is  to  some  people  very 
alarming.  They  have  a  branch-beaded  shape,  and  are  due  to  the  persistence  of  portions  of 
a  structural  network  which  extends  throughout  the  vitreous  in  the  fetal  eye. 

Hemorrhage  into  the  Vitreous. — Hemorrhage  into  the  vitreous 

may  occur  from  blows  on  the  eye  or  as  the  result  of  violent  expiratorj-^ 
efforts,  such  as  straining  at  stool  or  vomiting.  In  some  young  men 
recurrent  hemorrhage  into  the  vitreous  occurs  apparently  spontane- 
ously. Such  patients  are  also  liable  to  attacks  of  bleeding  from  the 
nose,  and  in  most  a  decided  gouty  tendency  can  be  traced. 

If  a  hemorrhage  into  the  vitreous  has  been  extensive,  nothing  but 
a  dark  reflex  is  obtained  on  throwing  light  into  the  eye  with  the 
ophthalmoscope ;  in  most  of  the  cases,  on  oblique  illumination  dark- 
red  clots  can  be  distinguished  behind  the  lens.  Where  only  a  small 
hemorrhage  has  occurred,  blood-clots  can  be  seen  in  the  vitreous  with 
the  ophthalmoscope. 

Blood  in  the  vitreous  may  become  absorbed,  leaving  only  a  {cw 
floating  opacities  behind  ;  or  the  clots  may  become  the  matrix  for  the 
formation  of  bands  of  fibrous  tissue,  in  which  blood-vessels  continuous 
with  the  retinal  vessels  develop.  These  bands  of  newly  formed  fibrous 
tissue  can  be  seen,  ophthalmoscopically,  presenting  very  irregular  out- 
lines. Sometimes,  by  their  contraction,  they  bring  about  detachment 
of  the  retina.  The  treatment  of  a  case  of  hemorrhage  into  the  \'itre- 
ous  will  depend  to  a  great  extent  on  the  cause.  Any  tendency  to  con- 
stipation should  be  remedied  by  the  use  of  saline  purgatives.  All 
stooping  and  straining  efforts  should  be  avoided.  Potassium  iodid,  in 
5-grain  doses  three  times  a  day,  should  be  prescribed,  partly  on  account 
of  the  gouty  tendency  and  partly  to  promote  absorption  of  the  blood- 
clots.  In  cases  in  which  the  hemorrhages  are  recurrent,  ^-dram  doses 
of  the  liquid  extract  of  ergot  have  been  recommended. 

GLAUCOMA. 

The  term  glaucoma  was  originally  applied  to  affections  of  the  eye 
in  which  a  greenish  reflex  was  observed  in  the  pupil.  The  meaning  of 
the  word  as  now  used  is  best  defined  as  "  an  excess  of  pressure  within 
the  eye  plus  the  causes  and  consequences  of  that  excess"  (Priestley 
Smith). 

When  the  increase  of  tension  in  the  eye  occurs  without  any  obvious 
antecedent  disease,  the  glaucoma  is  said  to  be  primary;  and  when 
definite  disease  of  the  eye  has  preceded  it,  secondary. 

The  affections  which  may  give  rise  to  secondary  glaucoma  have 
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been  described  under  their  respective  headings.  It  is  therefore  only 
necessary  to  enumerate  them  here.  They  are  serous  iritis  and  cyclitis; 
annular  posterior  synechia: ;  anterior  synechia  of  iris,  after  cither  per- 
forating wotmds  or  perforating  ulcers ;  anterior  synecliia;  of  the  lens- 
capsule  (which  is  one  of  the  commonest  causes  of  the  increased  tension 
thai  occurs  after  extraction  of  c^itaract)  ;  wounds  of  the  lens;  disloca- 
tion of  the  lens,  either  into  the  anterior  chamber  or  laterally;  intra- 
ocular tumors;  intra-ocular  hemorrhage. 

Primary  glaucoma  may  commence  in  different  ways  and  run  a  vari- 
ety of  courses.  It  may  set  in  with  acute  suddenness,  with  intense  pain 
in  both  head  and  eye,  rapid  loss  of  sight,  and  violent  vomiting.  On  the 
other  hand,  it  may  make  its  ajjjxarance  very  gradually,  so  that  the  patient 
is  unable  to  fix  the  d;ite  of  the  onset  of  the  disease,  the  only  manifesta- 
tion of  which  he  is  acquainted  with  being  a  slow  failure  of  sight  Many 
d^rees  of  acutencss  between  these  two  extreme  classes  of  cases  are 
met  with.  It  is  very  common  in  the  course  of  a  chronic  attack  for 
exacerbation  of  symptoms  to  occur  from  time  to  time,  leaving  when 
they  pass  off  greater  pennanent  imiiairment  of  vision  than  was  present 
previous  to  their  onset. 

During  these  attacks  of  exacerbation  there  is  an  increased  dimness 
of  vision,  the  patient  describing  it  as  appearing  like  a  fog  in  front  of  his 
eye ;  he  also  sees  around  lights  circles  of  colors  hkc  those  of  a  rainbow, 
and  complains  of  a  variable  amount  of  pain. 

Occasionally  an  attack  of  intense  acutencss  will  supervene  in  an  eye 
which  has  been  the  seat  of  chronic  glaucoma  for  some  time. 

Certain  causes  which  seem  specially  liable  to  excite  acute  attacks  in 
those  who  are  predisposed  to  glaucoma  are,  mental  anxiety,  such  as 
ensues  from  the  death  of  a  near  relative  or  from  business  losses ;  want  of 
sleep;  neuralgic  attacks  ;  exposure  to  cold;  constipation  ;  anti  straining 
of  the  eyes  with  unsuitable  glasses.  If  wc  exclude  the  variety  of  glau- 
coma  which  occurs  in  infancy,  which  is  due  to  some  congenital  defect 
in  development  and  which  will  be  dealt  with  later.  primar>'  glaucoma 
previous  to  the  age  of  thirty-five  may  be  .said  to  lie  an  exceedingly 
rare  affection;  from  that  age  on  to  sixty  the  tendency  to  it  gradually 
increases. 

Primary  glaucoma  is  more  common  in  hypermetropes  than  in  myojxrs 
or  cmmctropcs.  Kycs  arc  predisposed  to  it  in  which  the  cornea  is  abnor- 
mally small.  Females  arc  more  liable  to  glaucoma  than  males,  especially 
its  acute  forms. 

The  amount  of  tension  in  an  eye  is  btrst  determined  for  clinical  pur- 
poses by  estimating  the  degree  of  resistance  of  its  tunics.  This  is  done 
by  first  directing  the  patient  to  look  ilownward,  then  placing  the  index 
finger  of  each  hand  on  the  upper  eyelid  and  making  pressure  alternately 
first  with  one  and  then  with  the  other.  It  is  always  well  to  make  a  com- 
jKirison  of  the  tension  of  the  two  eyes. 

When  ih<r  (rn^tim  of  ihr  cyr  w  fmrmnl,  it  is  dwcrilwd  as  T.  n.  . 

When  iherc  i*  a  sliglit  tml  detiilcd  iiicrca-Mr  in  llie  tioiiiul  le:i»ion,  ■»  T.  +  I. 

When  the  increase  is  omjic  marked,  but  ihe  lingers  can  siill  blighlly  itnprvfis  ihe  (lobe, 
M  T.  +  2. 

When  the  increase  is  so  marked  that  no  dimple  whatem'  can  be  made.  asT.   f  3. 

In  au^«  w^rrc  th^rr  i*  difficutry  in  deierraining  ibe  eaact  degree  of  (««iManc«,  a  note  of 
inleiTogatioR  i^  added,  Ihus  T.  -r  1? 
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In  the  same  way,  when  the  tension  is  diminished,  three  differeot  degrees  are  recognized 
and  recorded  respectively  as  T.  —  1,  T.  —  2,  and  T.  —  3. 

The  symptoms  of  glaucoma,  their  causation  and  significance,  will 
be  best  described  by  considering  the  effects  of  increased  tension  on  the 
intra-ocular  blood-vessels  and  nerves. 

Increased  tension  of  the  eye  causes  obstruction  to  the  circulation  in 
the  uveal  tract,  and  consequent  congestion  of  the  anterior  ciliary  blood- 
vessels on  the  surface  of  the  globe. 

In  acute  cases  the  congestion  of  both  arteries  and  veins  is  intense, 
and  has  led  to  this  form  of  glaucoma  being  spoken  of  as  inflammatory. 

In  subacute  cases  enlarged  episcleral  veins  are  frequently  seen,  while 
in  the  most  chronic  cases  there  may  be  no  congestion  at  all. 

The  obstructed  ciliary  circulation  brings  about  slight  changes  in  the 
surface  epithelium  of  the  cornea,  which  renders  it  hazy  and  less  lus- 
trous than  normal.  This  haziness  is  particularly  marked  during  the 
temporary  exacerbations  of  the  disease  which  occur  in  some  cases. 
When  the  tension  of  the  eye  is  diminished,  as  by  operation,  it  rapidly 
disappears. 

In  cases  of  glaucoma  of  long  standing  a  more  marked  haze  of 
the  cornea  makes  its  appearance,  due  to  an  edematous  condition  of 
its  anterior  layers. 

It  is  the  early,  slight,  often  transient  attacks  of  haze  of  the  cornea 
which  give  rise  to  the  symptoms  of  colored  rings  around  lights,  already 
referred  to. 

The  effects  of  increased  tension  on  the  retinal  blood-vessels  is  to 
obstruct  the  entrance  of  blood  by  the  arteries  and  its  exit  by  the  veins, 
so  that  their  relative  size  is  altered,  the  veins  being  distended  and  large, 
the  arteries  imperfectly  filled  and  small.  The  arteries,  especially  the 
main  trunks  near  the  disk,  are  seen  to  pulsate,  which  is  an  important 
symptom  in  the  diagnosis  of  early  doubtful  cases  of  glaucoma. 

The  imperfect  filling  of  the  retinal  blood-vessels  causes  the  nutrition 
of  the  retina  to  suffer ;  this  first  manifests  itself  where  the  vessels  are 
smallest — i.  e.,  in  the  peripheral  parts — and  is  recognized  clinically  as  a 
contraction  in  the  field  of  vision.  As  the  vessels  which  supply  the 
temporal  half  of  the  retina  have  to  run  a  longer  course  than  those  going 
to  other  parts,  the  outer  part  of  the  retina  is  the  first  affected,  and  the 
contraction  of  the  field  commences  on  the  nasal  side.  The  pressure  of 
the  ciliary  nerves  against  the  hard,  unyielding  sclerotic,  as  they  course 
forward  on  the  outer  surface  of  the  choroid,  is  the  cause  of  the  intense 
pain  in  acute  cases  of  glaucoma.  So  much  do  these  nerves  become 
compressed,  that  often  their  conducting  power  for  both  sensory  and 
motor  impulses  becomes  abolished.  Hence  we  commonly  find  in 
glaucoma  that  when  the  tension  is  high  the  cornea  is  insensitive,  the 
pupil  dilated  and  inactive,  and  the  power  of  accommodation  defective. 

A  defect  in  the  power  of  accommodation  is  often  one  of  the  earliest 
symptoms  noticed  by  patients  with  glaucoma.  They  come  complaining 
of  having  to  keep  on  increasing  the  strength  of  their  glasses  for  near 
work. 

The  effects  of  increased  ten.sion  on  the  optic  nerves  are  most  marked. 
The  position  where  it  enters  the  eyeball,  across  which  the  lamina  crib- 
rosa  stretches,  is  the  weakest  spot  in  the  walls  of  the  globe.     Hence 
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when  tlic  tension  is  raised  it  readily  becomes  depressed  backward,  and 
the  nerve-fibers  atrophy  from  compression  against  the  edge  of  the 
unyielding  sclerotic. 

The  ophthalmoscopic  appcaraiiccs  to  which  these  changes  give  rise 
are  gradual  alterations  in  the  color  oi  the  optic  disk  to  a  bluish-white, 
and  cupping  of  it,  slight  in  the  early  stages,  btit  increasing  as  the  disease 
advances.  The  cliaracterislics  of  a  glaucomaluiis  cup  which  serve  to 
distinguish  it  from  a  pliysio logical  one.  or  one  due  to  simple  atropliy, 
arc  as  follows : 

The  cup  involves  the  whole  surface  of  the  disk,  not  only  a  portion,  as 
in  the  physiological  condition.  There  is  a  typical  bending  of  the  ves- 
sels, so  that  those  on  the  disk  do  not  seem  directly  continuous  with  those 
on  the  retina,  the  intervening  portion  Iiaving  become  lost  from  view,  due 
either  to  their  passage  vertically  forward  along  the  sides  of  the  cup, 
or  to  their  following  the  curve  of  some  lateral  excavation  in  it. 

A  symptom  of  glaucoma  frequently  present,  and  not  as  yet  referred 
to,  is  shallowness  of  the  anterior  chamber.  It  is  one  which  often  pre- 
cedes the  increase  of  tension,  so  thatc>'es  with  shallow  anterior  chamljers 
are  said  to  be  predisposed  to  glaucoma. 

All  eyes  which  have  had  primary  glaucoma,  when  examined  patho- 
logically, are  found  to  have  the  angle  of  the  anterior  chamber  closed  by 
the  apposition  of  the  root  of  the  iris  to  the  posterior  surface  of  the 
cornea,  so  that  the  exit  of  the  aqueous  humor  from  the  eye  in  that 
position  is  obstructed.  It  is  probable,  however,  that  the  primary  ob- 
struction to  the  circulation  is  farther  back  at  the  circumlental  space, 
because  the  vitreous  chamber  is  the  one  which  becomes  distended,  the 
lens  and  the  iris  being  displaced  forward. 

Obstructions  at  tlie  circumlental  space  and  pressure  forward  of  the 
root  of  the  iris  arc  both  favored  by  congestion  and  swelling  of  the  cili- 
ary processes,  and  it  seems  probable  that  the  onset  of  attacks  cX  glau- 
coma are  brought  about  in  that  way. 

Qlaucoma  in  Children's  Eyes;  Buphthalmos. — liicr».'>e(l  tniMon  of  ibr  globe 
when  il  occurs  in  tliililrcu.  ifwin^  'i»  •''■^  clitMitilv  of  ihi-  cornea  *.\\A  sclrroiic  in  eaily  life, 
pruduces  Bytnptoms  very  dilTcrcnl  fruin  tlxiic  [inxlucuJ  in  vtulu.  The  whulecycbdl  tiecumcs 
enlarged,  the  cornea  often  out  of  proportion  to  ihe  resi,  so  that  Ibe  appearance  produced 
uinuiklcs  that  of  a  bu1Ioclt*B  eye ;  hence  the  term  Uiphthalmos. 

As  ibe  re«alt  of  the  enl»JT;cincnl,  all  the  timics  of  ihe  globe  become  ilretchcd  and  atro- 
phied. Ihe  ftclerolic  beinc  so  thinned  th:it  the  pigment  of  the  uveal  tract  shows  thiough  ii. 
As  Ibe  liuue  ilrelchei  before  the  increased  tentkion,  the  ciliary  nerrei  do  iiai  become  pre«i>ed 
upon  in  Ihe  Mine  wny  a.s  they  do  in  Ihe  adult ;  iconi-e^uenCljr,  glauconiA  in  a  child'ft  eye  is 
not  usually  a  painful  iiEfection.  Glaucoma  in  a  diild'it  rye,  a«  in  the  udull,  may  t>e  second- 
ary to  various  other  discawrs,  such  aa  perforating  ulcer  and  aiitcriot  synechia',  closed  pupil 
frrnn  iritiii  of  intra  iH'ttlnr  (•nivrlli. 

There  ift  a1*o  a  form  of  gUucoina  in  children  which  dalv»  froin  birth,  and  which  i»  due 
to  MMne  congenital  defect  in  the  .inglc  uf  the  anterior  chamber  which  ohMmclK  the  cxtl  of 
fluids  there  front  the  eye.  Tn  ibe«c  nt»es  the  anterior  chamber  t»  u*iin)1y  deep,  the  Iris  i$ 
much  atrophied,  and  the  optic  diitk  decjily  cupped.  It  ia  an  afloction  which  may  progress  to 
blindnets  or  underjto  a  «pontane<>iik  arren-i. 

Treatment  of  Glaucoma. — Permanent  cure  of  primary  glaucoma 
can  only  be  brought  about  by  operation.  Rserin  applied  to  the  eye 
will  m  many  ca.ses  reduce  the  tension  and  relieve  the  symptoms ;  but 
the  patient  i.s  always  liable  to  a  recurrence  if  the  use  of  the  drug  is 
subse<|uently  discontinued. 

Thougli  numerous  difVerent  operations  have  been  suggested  for 
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glaucoma,  iridectomy,  or.  rather,  iridectomy -dialysis  (sec  page  834),  is 
the  most  effectual.  - 

The  cases  in  which  the  best  results  are  obtained  by  operation  arcl 
the  acute  ones,  or  chronic  ones  of   recent  origin.     In  cases  of  lonjf 
duration,  firm  adhesions  of  the  root  of  the  iris  to  the  cornea  in  the 
filtration-area  occurs,  and  their  separation  cannot  be  effected. 

Tlic  best  (juidc  as  to  the  prospects  of  success  in  operations  for  glau- 
coma is  the  degree  to  which  the  pupil  contracts  under  the  influence  of 
eserin.  ■ 

In  cases  of  glaucoma  with  hemorrhages  in  the  retina,  and  in  soma 
clironic  cases  in  elderly  individuals,  it  is  advisable  .to  keep  the  eye  |ier- 
manently  under  eserin  rather  than  operate.  Kserin  has  a  tendency  to 
cause  dilatation  of  the  ciliary  blood-vcsscls  ;  hence,  in  using  it  for  glau- 
coma, it  is  well  to  combine  it  with  cocain.  which  has.  by  stimulation  of 
the  sympathetic,  the  opposite  effect  of  contracting  tlic  dliary  vessels. 

Drops  containing  \  part  of  eserin  sulphate,  i  jiart  of  cocain  hydnv 
chlorate,  to  ico  parts  of  water,  keep  the  pupil  contiacted  and  do  not  pre 
duce  ciliar\'  injection.  In  children's  eyes,  operations  for  the  relief  iif  ten' 
sion  do  not  usually  prove  satisfactor>*.  If,  however,  in  spite  of  the  use  »if 
eserin,  the  disease  continues  to  progress,  an  iridectomy  or  a  sclerotomy 
should  be  performed. 
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AFFECTIONS    OF  THE   RETINA. 

Retinitis. — Inflaniniutiun  of  t!ic  retina  may  be  diffuse  or  drci 
scribed:  thi.-  tijitic  papiUa  is  frequently  involved.     When  the  inffantm^ 
tion  is  diff"usL-  there  is  a  general  haze  of  the  normally  transparent  rctiti 
as  the  restilt  of  exudation  into  it;  there  is  often  also  some  exudattti 
into  the  vitreous  humor,  manifesting  itself  as  floating  opacities.     Man] 
forms  of  inflammation  of  the  retina  arc  accomi>anied  by  hemorrhages,^ 
It  is  exceedingly  difficult  in  some  cases  to  determine  whether  the  hcni- 
orrhagcs  are  the  result  of  iiiniunniatiun  or  primary. 

Inilammaton,'  jiroducts  ina\'  become  abs(irl)ctl,  leaving  l>ehind  little 
or  no  pcrmjuieiit  defect ;  on  llie  other  hand,  atrophy  may  ensue,  u-itlkJ 
destriicliun  of  the  nerve-elements  and  increase  of  the  fibrous  tissue;" 
This  is  often  accompanied  by  overgrowth  of  the  pigment-epithelium 
and  the  formation  of  areas  of  pigmentation  in  the  retina. 

In  some  cases  opaque  white  patches  are  seen  in  the  retina  ;  these  \'arj* 
in  size,  depth  of  color,  appeanince  nf  their  margins,  and  {xtsilion. 

White  lines  and  punctate  spots  with  shaq>ly  defmed  edges  arranged 
in  the  form  of  an  asterisk  around  the  yellow  spot,  together  with  largcrj 
soft-edged,  light-colored  patclies  around  the  optic  disk,  are  the  t>'pi£ 
changes  seen   in   albuminuric  retinitis.      A  nearly  complete  bri 
liand  of  dense  white  opacit)'  may  surround  the  yellow-spot  rc^ion- 
retinitis  circtnata.     Numerous  small  white  dots  may  be  disscminati 
all  over  the  fundus — retinitis  punctata  alhescens. 

SyphDItIc  RetlRltis.~Sv|))iilitic  n-timtU  t.«  mint  finjucnlly  sccoDcUry  lo  cfac 
Imt  mav  occur  )>riini>rily  a^  .1  diffusr  uflVrticn,  ii^uilly  iMr  in  ihr  f^rotidary  sl«gr  of  the  i 

lIcsLcl«s  the  ililiiisc  Ii.-i2iiic»  of  Ihr  irliiin,  (here  \>  usually  cnlai^mmt  uf  thp 
vein*,  and  fin*,  du-il-likf!  ^^pncitte*  in  Ih*  vitr<^ou>..  Hcmorrhascs  and  wliitr  spoU  mj*  doI 
often  sTpn.  The  viMon  dining  the  aclivc  stage  »  much  oflecled,  but  unuall)' iin|iro«es  grrftll; 
when  Ihe  inflammattun  subsldn  under  tmUnenL 
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Albuminuric  Rctlnills. — Retinitis  tiuijr  occur  in  all  fomtsoralbuminoria,  but  is  most 
frcqucatly  met  with  Id  tonnntion  willi  contmctciJ  giatiular  kidneys.  Its  occurrence  in  cim- 
n«ciion  wtth  kidney  diM!a5e  is  an  unfavorable  lynipium,  paiLciiis  rarely  living  longer  than  a 
year  after  it  biu  mAde  its  a^ppearancc.  In  cnficti  uf  albuinmutia  a&scx:JAlcd  with  ptrgnnncy,  in 
which  retinitis  iiui  untiMnnionly  occurs,  when  ihe  paiicnl  recovera  fnirn  ihe  allmmiTiuna  the 
retinal  changes  may  entirely  diMpprar  nnd  normul  vihiun  be  rcMored,  Un  the  nlbcr  haiKl, 
Ihe  diMurhanie  may  liave  lieeu  so  eKlensi»e  that  pemmneni  defect  of  vision  rrntains.  The 
uptic  nerve  sonietimes  beconwualrophied.  (traideisCbe  while  upolsmcnlioncd  above  as  char- 
aeterislic  of  albucoinurie  reliniiiis  liemirrrbuges  are  alau  freuueiilly  met  wilb.  Tbese  hemor- 
rhages ha«e  a  striated  or  "  flame-sh»i>cd  "  appcarnnce.  The  blood-vessels  al^o  are  gener- 
ally ridari;ed.     The  tjliiiti^cs  are  nearly  ulwiiyi  biluleruL. 

Diabetic  Retinitis, — Occasiminlly  rei.iniii«  is  met  with  in  connrrtion  with  diabetes 
quite  iinas^iii.-iutctl  with  iii:pbritii.  The  changes  seen  cuuMM  u(  while  patchcii  of  hcinor- 
nuges  vtry  similar  to  thu^  met  with  in  Blbuminunc  retinitis.  Tbcrt:  arc  often  at  the  somi; 
time  bciDoirhnges  in  the  vitreoUK. 

Retinitis  from  Exposure  to  Direct  Sunlight.— A  limited  ccnlnU  arm  of  retinitis 
may  be  caused  by  prt>l<iii)>rd  rxpuMire  [•>  direct  ounlight,  such  lu  ts>  oc>..a»oned  by  slariug  at 
an  eclipse  without  u  prutewting  glass.  Some  cajics  lecover ;  in  others  a  permanent  Kol(»ffia 
results. 

The  trrataifut  of  relinititt  must  be  directed  to  alleviation  of  the  general  afTcction  to  which 
it  is  due,  and  tlic  prescribing  of  such  measiires  ti\  are  likely  to  beneht  the  afft-rtion  of  the 
eye  itMlf. 

In  syphilitic  retinitis  the  best  remlis  are  obtained  from  the  inunction  nf  mercury-.  In  at) 
forms  of  Tcliuitis,  whether  syphilitic  ur  not.  the  adminisLratJou  i>f  iudul  of  iMtasaium  and 
mercury  prumates  absorption  of  th<!  inilcuninaiory  prnductK. 

The  membrane  affecled  ihould  be  alloW'cd  n«  much  functional  rest  as  posiible-  All  work 
InvolTing  much  u^  r>f  the  eyes  must  be  avoided ;  dark  glasses  sbuold  be  worn  or  Ihe  ^utient 
kept  in  a  darkened  ntoni. 

Retinal  HemorrhaKC.— Hlood  escaping  from  llie  retinal  vessels  may  be  tucaieil  in  the 
lii«.sue  of  the  retmn.  between  the  retina  and  the  vilreoH*  humor— jw^'At^/iiji/  ht'nt>irhage~—Ot 
in  the  aubstaace  <>f  the  vitreous  bumiir. 

If  situaled  in  the  rciinn,  ii  nuiy  be  confined  to  the  nrrve-liher  layer,  when  il  preaents  a 
striated  and  Aame-nbujjed  appearaneic ;  or  it  may  extend  deeper,  even  as  far  oa  the  outer 
nuclear  layer,  and  present  various  irreipitar  shapes.  The  subbyaloid  hemorrhages  occur 
iiuul  frequently  in  the  inncutar  region  ;  they  nii»c  Ihe  byaloid  membrane  up  over  a  circular 
area,  but  by  the  time  ihey  art.-  seen  ophthalmosoopicaJIy  have  usually  assume<l  a  semilunar  or 
Cmcctitii:  ibape.  'I'he  iMliont  complains  of  ndden  lou  of  sight,  and  often  of  seeing  a  red 
patch  in  front  of  the  eye — a  positive  red  scotoma.  Hemorrhage  from  ihe  retinal  vntiels  niay 
be  dtie  to  (liaixilcMs  nf  bloutl  through  ihrir  wall*  or  to  niptuie  of  them. 

Uiapedesis  occurs  M'heii  ihv  condLtinii  of  the  blood  is  ailicred,  and  accounU  for  Ihe  retinal 
brmonhage*  met  witb  ai  limes  in  the  following  diseases  ^  diabetes,  leukocythemia,  anemia, 
scurvy,  malaria,  pyeiniu,  nud  j>urpura. 

Knpturc  of  the  ve«scl  walls  may  result  from  one  or  more  of  the  following  cau»cs :  undue 
weakneMuf  itiem,  inert:a.->cd  pressuie  williin  tlieiu,  and  sudden  diminution  in  Ihe  support 
alTorded  by  Ihe  structures  nround  them. 

In  the  various  forms  of  reliuilis  the  ve».-<cl-W3lls  become  softened.  As  the  pari  of  gen- 
eral arterial  disease,  or  as  a  local  QfTeirtiun  resullLng  fnmi  increased  tension  of  ihe  ere.  they 
■nay  become  thickened  and  unduly  brittle.  Increase  in  the  intravascular  pressure  may  be 
due  to  general  or  local  causes.  As  an  example  of  a  general  camm  may  he  fjootcd  the  con- 
geMion  raunetl  by  straining  during  violent  expiratory  eflTorts,  ituch  as  occurs  iu  cuuhlipatiun 
and  that  resulting  from  sudileii  arreM  in  the  mrnslrual  Aiiw. 

A  local  increase  of  intravascular  pressure  is  brought  alxnit  by  pressure  on  the  central 
vesaeti  of  the  «]iiic  nerve,  ciiIht  fnim  inKamraatory  ciTuMon,  a*  in  optic  neuritis,  or  from 
new  growth,  ll  is  also  occasioned  by  l1in>inljo>is  of  a  retinal  vein,  which  is  one  of  the 
C(Mnmotie>I  cauxex  of  rclttial  bemorrhnge,  and  gi*'es  rise  to  a]i|)camnce»  which  are  bvqueotly 
spoken  of  as  krutfrria^i.  rrdaUis, 

The  main  trunk  of  the  vein  in  the  nerve  may  be  the  seal  of  the  obslruciion,  or  onlv  a 
branch  of  it ;  in  ihe  latter  caue  (be  hemorrhages  are  confineil  lo  the  area  supplied  by  that 
branch. 

If  the  main  tninic  ia  blocked,  numerous  hrmorrhages  are  Ken  acailered  at  various  depths 
over  the  reiina,  and  there  is  a  gimeial  i.l'judiness  vf  (he  nieinbiaue.  Only  one  eye  is  uaually 
involvr-il,  anil  llir  i-ause  of  ihe  UinimlHjviv  is  grnrrally  a  pldrliiii:<.  of  gouly  origin. 

Embolism  of  the  Retinal  Arteries. — Embolism  of  a  retinal  artery  is  liable  lo 
OE-Cur  in  the  course  of  any  nfTection  m  which  bloodclols  enter  the  cirrulation,  Ihe  most  fre- 
quent of  these  Ixring  heart  disease. 

The  main  trunk,  or  one  of  iu  branches  only,  may  become  bIcKked.  When  there  is 
embolism  of  the  central  artery  the  patient  complains  of  complete  Uindnesa  of  one  eye, 
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cominf;  on  suddenly.  Op1ilhftlinoscO]>ic  ex&min«t)on  shows  at  first  marked  numviOK  of 
(lie  artcticK  witlitnil  niucb  alter.-itiuii  in  the  veins.  In  (lie  cuunc  vi  a  few  Ituurs  wa  o(»iiiuc 
cloudy  whitenM§  of  [he  rt'iina  makes  il.<i  appraranco,  muat  marked  ■»«!«]  ttic  optic  dulc 
ftnd  yellow  tpui.  As  (he  rcdnu  at  ibc  yellow  s{M>t  ilKlf  is  thinner  than  cl»CMhcTc,  ibc  reflex 
from  the  choroid  is  not  mi  much  ubscured  in  lh«t  posiiitin  ;  and  by  contnui  with  Ibc  wr- 
munding  whiteneu  ii  tttandit  out  a«  n  fpot  of  a  brichi  cherry-r^d  color.  After  a  time  tW 
retiiui  clearii,  but  becameii  ciitn|»letely  atiuphied  ;  the  ugjtic  disk  bcQiimet  white,  uoil  |ierma- 
nenl  Mindnrts  isc&tablit>)icd. 

When  vuly  a  brauch  uf  tlic  central   artery  w  bluckcd  llie  chutigc*  ore  cunfiacd  tu  (he  ■ 
arrn  of  the  rrtinn  Mip)>lie<l   by  it.     Occn^ioncLIy  Ihc  whole  vil  llie  retina  is  nm   SD|>jilied   tijrV 
Ihc  central  iiilecy,  a  bmiich  ^uiiig  lu  the  nincuUr  rc(;ioii  fruui  one  of  tltc  ciliary  arlenr*.  d 
nlhrftinal  aiUry.    Should  this  be  the  case,  and  should  embolism  of  the   central  ancry 
occur,  ibc  cil  lure  tin  ol  artery  iMit   being   blocked,  central  viiiou  will  be   retained   though 
periiiheral  vision  t&  abolished. 

The  ophtbnlmoscopic  appcnrani:c«  above  dcKtibcd  u  those  of  cmboliioi)  o(  the  cctttral 
artery  arc  the  ume  as  those  which  lollow  any  sudden  slaj>pa|^c  of  the  bliMid  supply  to  ibr 
retina,  whtfihrr  ti  t«  jirnduccd  by  emboliim,  i}iroml>nsi»,  hemorrhage  into  ih«  optK-oervcf 
sheath,  or  wouud  of  the  nerrv.  . 

The  diagnosis  betu'cen  llic  «venl  conditions  must  be  made  from  the  history  of  ibe 
ca»c. 

Treatment.— In  embolism  of  ib«  ccnml  artery  of  the  retina  treatment  is  only  Ijltcly 
tu  be  o(  bcucltl  in  Uic  early  stacca  of  ihc  atTcclioii.  Then  |K»Mbly  the  dot  may  be  iitduczd 
lo  break  up  ami  [inss  inlo  smaller  branches,  so  restoring  Mime  of  the  blood-supply.  To 
try  Co  bring  iIiik  iitwul,  diluiiiliun  of  the  tomIb  »h<^uld  be  iiidu<:e*l  by  administialioa  i^ 
nilntc  uf  amyl,  and  diminution  of  intm-ocuiar  tension  by  iiaraceiitesiti  oL  llie 
cliiimtx'f.      M»-vij(;i.-  of  ilir  ryt-bnll  i»  al«>  retommenilcd, 

Atroph)*  of  the  Ketlna.^Atmphv  of  the  retina  mar  occur  s«cundarv  tu  in: 
tion,  or  a*  the  [mult  of  nrrest  in  il«  blooa-^upply,  either  from  embolism  or  trirombo»i».     ]l 
nmy  alM>  tie  a  primary  alTL-cUdU  vi  a  sluwly  pfi>gce-»ive  chnmcter,  afleding  both  ryr»,  atvally 
accompanied  by  pigmentation,  and  commonly  termed  rtliniiu  pigmati^ta.     Tbii  dlKUc 
begins  early  in  life,  if  nut  at  birth,  unil  ^un  on  steadily  increaung. 

The  periphery  of  the  retina  is  the  part  tir^t  affected,  which  le«d>  lo  coatractloti  uf  the 
held  of  visum.  In  the  early  stages  of  the  disease  the  contraction  ol  lield  can  ooJy  be 
detedH  in  dull  lights  ;  later,  it  i*  aMuircnl  in  bright  light,  altu.  In  the  cour»  of  yean,  aa 
the  atrophy  slowly  extends,  »o  (he  held  of  vision  gradually  becomes  smaller  aod  Hnaller, 
unitl  ullinialely  the  yc1Iow-s)>nt  region  i-^  inrnlred  and  cetiiral  vision  i.«  loM. 

The  first  .lyniploni  the  [«tient  Ufually  no1icc»>  i*  an  inability  to  see  well  at  night — wr-M- 
hfia.  On  opblhalmoscnjiic  ekamimilioN,  in  (he  liirgc  majnrily  of  ca.scs  blu:k  ipoti  will  be 
fouml  in  the  jiertirhcral  [xirti  of  the  retina,  some  touilcI  and  some  of  an  irregular  branduDfj 
ahapc,  like  bone  corpuscles  The  hmnching  pr■H.'c^Ars  of  cniitigimui^  pctche*  may  tin  iiiiiB 
united  and  k>  fvnn  n  nelwurk.  As  the  atrophy  advances  the  pl^mrntaiion  auproacbe*  iwarer 
and  nearer  tu  the  optic  disk.  I'he  retinal  axlciics  gradually  become  reduoi»I  m  size,  and  the 
optic  disk  becomes  paler  and  pater. 

In  ■dvam't'd  cases  opacities  lonn  at  the  posterior  pole  of  the  lens.  All  the  ByrafMoas 
of  thf^  dtMase  may  lie  pieM^nt  wiilioui  the  pigmenc-^iatcheH,  wnall  white  s|Mits  being  awa  Id 
the  retina  inMead. 

The  parents  of  patients  afllecied  are  Kimeiime*  fmind  to  he  related.  It  is  frrquenlly  a* 
liereditar)'  affection,  and  can  be  (laccd  through  several  generalioos.  Il  u  iio4  unctmuituily 
met  with  in  deaf  nuKes. 

No  known  IrcalmeiU  will  arrcKt  the  progieu  of  tile  disease  ;  occasionally  a  (ei 
improvement  can  be  obtained  by  the  use  oi  the  constant  currcnl,  or  of  vascular  dilalcm,  tU' 
u  nilrite  of  amyl  or  nitiuglyctrnn. 

Detachment  of  the  Retina. — TIh:  defect  of  vision  yy^  which  a] 

patient  with  tlctaclimtriit  of  the  rcliiKi  complains  is  often  com|>ared  lo  aj 
cloud  in  ftx>nt  of  the  sight,  titnitcd  to  a  portion  of  the  field,  which  if 
some  Cii.scs  mnkes  it-s  appearance  .suddenly. 

The  ophthalmoscopic  characters  of  a  detachment  of  the  retina  \-ary 
with  its  extent  and  duration.  In  slipht  and  early  cases,  the  retina  and 
the  fluid  beneath  it  being  still  transparent,  the  red  reflex  of  the  choroid 
b  not  obscttrcd.  The  retinal  vessels  ovct  the  detached  area  are,  however. 
.smalliT  thnii  usti;il,  pn^senting  an  unnalunilly  stiff  and  bent  appearance, 
and  showing  no  light-reflex  on  tlidr  surface. 
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On  cxaminalion  by  tlie  direct  method,  it  will  be  found  that  a  dif- 
ferent lens  is  require*.!  to  see  llie  vessels  in  llie  detached  area  from 
that  required  for  the  rest  i"»f  tlie  fundus.  Thus,  if  tlie  patient  is  an 
emmetrope,  no  lens  is  required  to  see  the  optic  disk  ;  but  a  plus  lens  is 
necessary  to  sec  the  surface:  of  the  detachment.  If  he  is  highly  myopic, 
and  the  detachment  is  not  very  deep,  a  lower  minus  glass  will  be  required 
to  view  the  detached  area  tiian  is  wanted  for  the  optic  disk. 

If  a  detachment  of  the  retina  iias  existed  for  some  time,  or  if  it  is 
very  deep,  or  has  a  new  growth  or  an  opaque  fluid  behind  it,  then  the 
red  rellcx  over  the  regiun  of  the  detachment  is  diminished  or  abolished, 
A  gray  area  is  seen  instead,  which  present-?  light  and  dark  portions, 
due  to  folds  formed  in  the  detached  membrane.  In  a  large  proportion 
of  cases  a  hole  can  be  seen  in  the  detached  part  of  the  retina ;  and 
sometimes  the  detached  membrane  is  observed  to  oscillate  on  move- 
ments of  the  eye. 

Delachinetit  uf  the  retina  is  most  frecjuentty  met  with  in  patients 
who  have  a  hiyh  ilegrec  of  myopia;  the  abnormally  Ruid  condition  of 
the  vitreous  humor  which  is  commonly  present  in  that  condition  favors 
its  development  Detachment  of  the  retina  may  also  occur  as  the 
result  of  injuries,  in  connection  with  new  growths,  and  sometimes  in 
elderly  people  without  ob\'ious  cause. 

The  result  of  treatment  in  cases  of  detachment  of  the  retina  is 
seldom  satisfactory.  In  recent  cases,  by  keeping  a  patient  in  bed  in 
the  horiztintal  position  for  some  weeks,  an  improvement  in  vision  can 
be  obtained.  As  soon,  however,  as  the  patient  again  gets  about  the 
defect  returns,  and  becomes  as  bad  as  before.  A  few  cases  have  been 
permanently  benefited  by  the  operation  of  puncturing  the  sclera  and 
choroid  and  allowing  the  subrctinal  fluid  to  escape,  the  operation 
being  followed  by  prolonged  rest  in  bed.  Hypodermic  injections  of 
pilocaqjin  Iiave  been  tried  by  many,  but  not  with  very  encouraging 
results. 

Glioma  of  the  Retina.. — Glioma  of  the  retina  is  a  very  malignant 
form  of  round-cell  growth  which  occurs  only  in  childhood.  It  ntay 
be  present  at  birth,  i**  usually  met  with  during  the  fir.st  three  years  of 
life,  and  never  begins  later  than  the  eleventh  year. 

The  symptom  wlucli  usually  attracts  attention  first  is  a  bright  reflex 
of  a  yellowish  color,  seen  through  the  pupil. 

If  the  growth  is  on  the  outer  surface  of  the  retina — gUmna  rxopky- 
tum — and  if  that  membrane  is  much  pushed  forward  in  front  of  it.  the 
retinal  vessels  will  be  seen  close  behind  the  lens;  if  the  tumor  grows 
from  the  inner  surface  nf  the  retina — glioma  cndophytum — tlic  retinal 
vessels  arc  hid  from  \*iew  by  it,  and  detached  nodules  of  growth  often 
form  in  tlie  vitreous. 

As  the  tumor  grows,  the  globe  expands  and  ultimately  becomes 
perforated  by  it.  The  tumor  then  pmtrtlding  through  the  pcrfnr^Uion. 
and  no  longer  l>eing  confined  under  pressure,  tends  to  grow  in  a  luxu- 
riant way.  forming  a  large  fungating.  bleeding  mass— /««^;w  htnnatoidrs. 
The  patient  dies  either  from  exhaustion  or  from  complication  arising 
from  secondary  growths.  In  a  large  proportion  of  cases  both  eyes 
become  aflectcd  indepcndcntlj*  by  the  growth,  sometimes  w\X\\  an 
interval  as  long  as  three  years. 
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Secondary  growths  of  glioma  arc  most  frequently  met  with  in  the 
ncr\'oiis  system,  or  subpcri oslca Uy  about  the  face  or  cranium. 

Treatment. — The  early  rcmnval  of  ai>  eye  with  glioma  of  the  retina 
is  niiist  impi>rtant,  since  by  so  doing  the  life  of  the  cliild  may  be  saved. 
The  optic  nerve  .should  be  tlivided  as  far  back  as  possible,  as  Llic  growl 
tends  to  spread  down  the  nerve. 


AFFECTIONS  OF  THE  OPTIC  NERVE. 


rowth 
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Netiritis.^In  inflammation  of  the  optic  nerve  the  whole  or  only  a 
portion  of  the  nerve  may  be  involved.  When  only  a  portion  of  it  is 
affected  the  inflammation  may  be  localized  in  diftcrcnt  regions.  It  may 
be  confined  to  the  intra-ucular  portion  or  the  jxipitla.  m 

Simple  Papillitis, — The  part  behind  the  eyeball   may  alone  be  ir^ 
flamed — retro-ocular  or  retrobulbar  neuritis.     In  this  latter  form  it  is  fre- 
quently not  all  the  fibers  of  the  nerve  which  become  affected ;  those  which 
supply  the  macular  region  may  be  selected — axial  neuritis.    In  rareca^es 
the  axial  fibers  arc  unaiTcctcd,  and  those  which  go  to  the  peripheral  partd 
of  the  retina  are  the  ones  picked  out — perineuritis.  " 

An  infliHumation  bcgiinnng  as  a  |>apillitis  may  extend  backward  past 
the  lamina  cribnwa  to  the  rclro-ocular  jwrtion  tif  the  nerve — ascending 
neuritis  ;  an<I  likewise  one  beginning  as  retm-ocular  neuritis  may  extend 
downward  to  the  papilla — descending  neuritis. 

When  the  intra-ocular  end  oi  the  nerve  is  aflected  the  optic  disk 
seen  to  be  altered  in  color,  often  having  a  mottled  surface  and  an  ill- 
defined  striated  margin.  It  appears  larger  in  circumference  than  nor- 
mal, and  is  raised  above  the  surface  of  the  surrounding  retina.  The 
amount  of  swelling  of  ihe  optic  disk  varies  with  the  character  of  the 
innammation,  being  most  marked  when  the  elTusion  is  serou5> — eltol'fd 
disl- — and  least  when  it  is  plastic  and  cellular.  Tlie  latter  fiirm  is 
most  likely  to  \yc  followed  by  atrophy  and  permanent  loss  of  virion, 
papillitis  ;ls  the  result  of  compression  the  retinal  vessels  become  alte 
the  arteries  being  narrowed,  and  the  veins  distended  and  tortuous.  W'heo 
the  s^velling  is  vcn,-  marked  the  vessels  on  the  disk  may  for  a  short  dis- 
tance be  obscured  from  view.  j 

As  the  inflammation  subsides  the  outlines  of  the  disk  gradually  be^f 
cume  more  defined ;  it  becomes  paler,  a.ssuming  a  grayish-while  color, 
and  the  retinal   vessels  beciinie  iiarrnwe<l.      Some  irregularity  in  th 
mar^n  of  the  disk  often  persists,  and  in  its  neighborhood  white  lini 
appear  at  the  borders  of  the  vessels — post-ncnrotic  atrophy. 

The  amount  of  disturbance  of  vision  in  the  early  stages   of  o 
neuritis  varies  considerably :  there  may  be  complete  blindness,  or  scarcel; 
sufficient  defect  to  attract  the  patient's  attention.     The  resulting  pc 
ncnt  defect  dejx-nds  on  the  amount  of  atrophy. 

In  retrobulbar  neuritis  tlicre  are  at  first  either  no  ophtlialmosci 
changes  in  the  disk  or  only  very  slight  ones.  The  diagnosis  has  to  be 
made  from  other  symptoms,  such  as  defects  in  the  field  of  vision,  or  the 
presence  of  a  central  scotoma,  either  absolute  or  only  for  colors.  Later, 
pallor  of  a  portion  or  the  whole  of  the  optic  disk,  due  to  atrophy,  may 
make  its  appearance. 

One  of  the  most  frequent  causes  of  optic  neuritis  is  cerebral 
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sarcomatous,  p;liomatous,  tubercular,  or  syphilitic.  Both  eyes  are  usu- 
ally affected,  one  earlier  than  the  other,  and  the  amount  of  swelling  of 
the  jMpilla  is  generally  considerable.  The  |>aticnt  also  usually  complains 
of  headache  and  sickness.  The  way  in  which  optic  neuritis  accom[>any- 
ing  cerebral  tvimor  is  occasioned  has  been  the  source  of  much  discussion. 

Some  believe  it  to  be  a  true  descending  neuritis.  Others,  an  edema, 
rather  than  an  infl.imni.ili<in.  caused  by  compression  of  the  central  veins, 
which  they  re[»ard  ;ls  Iieing  brought  about  by  the  increa.sed  pressure  in 
the  cranial  cavity  forcing  cerebrospinal  fluid  out  into  the  inter\-aginal 
space  around  the  nerve.  Meningitis,  whether  tubercular,  syphilitic, 
traumatic,  or  secondary  to  middle-ear  disease,  may  give  rise  to  descend- 
ing neuritis. 

Optic  neuritis  is  also  met  witli  in  connection  with  the  acute  specific 
fevers,  anemia,  and  great  loss  af  b]oi>d. 

Syphilis,  besitles  causing  optic  neuritis  in  tlie  ways  already  mentioned^ 
may  involve  the  nerve  directly. 

Tobacco  sometimes  gives  rise  to  chronic  retrobulbar  a.\ial  neuritis, 
the  most  striking  syinptom  of  which  is  that  the  patient  complains  of  a 
dimness  of  sight,  which  is  worse  in  the  daytime  or  in  bright  light. 
Both  eyes  are  usually  alTectcd ;  in  the  early  stages  tlicre  are  no  oph- 
thalmoscopic changes  or  only  slight  hyjjeremia  of  the  p;i[)illa  to  be 
seen;  later  on,  pallor  of  its  temporal  half  cm  be  made  out 

A  relative  or  absolute  central  .scotoma  fur  red  and  green  will  always 
be  found.  This  tobacco-amhhopia  may  be  brought  on  either  by  smoking 
or  chewing,  and  it  usually  follows  the  use  of  the  stronger  forms ;  i.e., 
those  conUiiniiig  a  large  quantity  of  nicotin.  As  a  general  rule  the 
vision  temls  gnidually  to  improve  as  soon  as  the  use  of  the  noxious 
agent  is  disc«>ntinued.  The  amount  of  toljacco  required  to  produce  tliis 
ancclion  varies  considerably,  some  people  Ijeing  unusually  susceptible 
to  its  influence.  I'lxcessive  u.se  of  alcoholic  liquors  predisposes  to  its 
development.     Diabetics  arc  particularly  liable  to  be  aflectcd. 

There  are  some  grounds  for  thinking  that  excessive  use  of  alcoholic 
liquors  and  diabetes,  indqx'udently  of  tobacco,  may  give  rise  to  chronic 
retrobulbar  neuritis.  It  is  known  to  follow  chronic  poisoning  by  lead, 
and  also  by  disulphid  of  carbon. 

Acute  retrobulbar  neuritis  comes  on  often  without  any  apparent 
cause,  or  only  with  the  history  of  a  previous  chill.  The  loss  of  sight 
is  exceedingly  rapid,  sometimes  complete;  and  no  ophthalmoscopic 
changes  may  be  seen  which   will  adequately  account  for  it. 

There  aa-  usually  also  at  the  same  time  headache  and  pain  deep  in  the 
Orbit,  which  is  intensified  on  pressure  of  the  eyeball  fjnckward. 

There  is  a  fonn  of  neuritis  which  afTccts  several  members  of  one  fam- 
ily, usually  the  males.  The  cases  commence  like  those  due  to  tobacco 
poisoning,  but.  unlike  ihcm,  .show  no  tendency  to  improve  under  treat- 
ment, going  on  to  atrophy  of  the  macular  fibers  and  complete  loss  of 
central  vision — hereditary  optic  atrophy. 

Treatment. — In  the  treatment  of  optic  neuritis  the  drugs  most 
likely  to  prove  beneficial  arc  pr^tasstum  lodid  and  mcrcurj'.  Bhwid 
should  be  taken  from  the  temple  by  means  of  Hcurtcloup's  artificial 
leech,  or  blisters  be  applied  to  it.  The  eye  should  be  rested  by  the 
avoidance  of  close  work  and  the  wearing  of  dark  smoke-tinted  glasses. 
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In  cases  of  tobacco-amblyopia  smoking  must  be  completely  given 
up,  and  a  mixture  containing  potassium  iodid,  and  in  the  later  stages 
small  doses  of  liquor  stiychniae,  prescribed. 

Should  other  toxic  agents  be  suspected  as  the  cause  of  the  affection, 
avoidance  of  the  process  by  which  they  have  entered  the  system  must 
be  insisted  on. 

Atrophy  of  the  Optic  Nerve. — Atrophy  of  the  optic  nerve  may 
be  the  result  of  inflammation — post-ncuritU  atrophy ;  or  of  a  primary 
change — simple  atrophy.  The  mode  of  onset  and  appearances  of  the 
post-neuritic  form  have  been  described. 

In  simple  atrophy  the  optic  disk  is  of  a  white  or  bluish-white  color, 
and  its  margins  are  sharply  defined.  As  the  disease  progresses  the 
disk  becomes  cupped,  and  the  fibers  of  the  lamina  cribrosa  are  exposed 
as  grayish  markings.  There  is  no  depression  backward  of  the  lamina 
cribro-sa,  as  in  glaucoma,  and  consequently  no  overhanging  margins  to 
the  cup.  The  retinal  vessels  are  not  altered  in  size  so  much  as  in  post- 
neuritic atrophy,  and  they  do  not  have  white  fines  forming  at  their  mar- 
gins, as  in  that  affection. 

The  cause  of  simple  atrophy  is  often  obscure.  It  may  occur  in  the 
course  of  spinal  or  cerebral  affections.  It  is  not  uncommonly  an  early 
symptom  in  tabes  dorsalis,  and  is  met  with  in  disseminated  .sclerosis, 
congenital  idiocy,  and  general  paralysis  of  the  insane. 

Pressure  on  the  nerve  interfering  with  its  conducting  power  leads  to 
atrophy.  The  pressure  may  occur  in  the  orbit  or  cranium,  from  inflam- 
matory effusions  or  new  growths. 

After  severe  blows  on  the  head  blindness  of  one  eye  sometimes  rap- 
idly follows  without  at  first  any  ophthalmoscopic  changes  ;  later,  atrophy 
sets  in.  The  blindness  in  these  cases  may  be  caused  by  injury  to  the 
nerve  in  a  fracture  of  the  skull  passing  through  the  optic  foramen,  or 
by  pressure  on  the  nerve  from  hemorrhage  into  its  sheath. 

The  treatment  of  optic  atrophy,  apart  from  that  of  the  affection 
which  has  given  rise  to  it,  consists  in  the  administration  of  nervine 
tonics,  such  as  hypodermic  injections  of  strychnin,  in  the  application 
of  the  constant  current  to  the  eye,  and  in  the  production  of  vascular 
dilatation  by  nitrite  of  amyl  or  nitroglycerin. 

Unfortunately,  treatment  seldom  has  much  effect  on  the  progress  of 
the  disease. 

INJURIES  OF  THE  EYE. 

Injuries  of  the  eye  may  be  conveniently  divided,  for  practical  pur- 
poses, into  those  which  do  and  those  which  do  not  give  rise  to  perfo- 
rating wounds.  Injuries  which  do  not  give  rise  to  a  perforating  wound 
include  foreign  bodies  in  the  coniea  or  beneath  the  lid,  abrasions  of  the 
cornea,  wounds  of  the  conjunctiva,  superficial  bums  of  the  eye,  con- 
cussion-injuries, and  subconjunctival  ruptures. 

Foreign  Bodies  in  the  Cornea  or  Beneath  the  ISyelid. — 
Foreign  bodies,  such  as  chips  of  metal,  very  frequently  lodge  in  the 
anterior  part  of  the  cornea,  being  prevented  from  going  deeper  by  the 
resi.stance  afforded  by  Bowman's  membrane. 

If  a  patient  complains  of  a  foreign  body  in  the  eye,  the  surface  of 
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the  cornea  should  first  be  searched  by  oblique  illumination  :  if  nothing 
is  seen  in  it,  the  inner  surface  of  the  lids  must  be  examined.  The 
whole  of  the  inner  surface  of  the  lower  lid  and  lower  conjunctival  cul- 
de-sac  can  be  exposed  by  drawinj^  the  lid  down.  In  order  to  evert 
the  up])er  lid,  tlie  [xitient  must  be  clirecled  to  look  downward  ;  tlic  sur- 
geon then  grasps  the  eyelashes  with  the  first  finger  and  thimib  of  his 
right  hand,  and  dniws  the  ey*^'"'  away  from  the  ylobe,  at  llie  same  lime 
pressing  on  the  surface  of  the  lid^  above  the  upper  margin  of  the  tarsus, 
with  a  probe  or  the  first  finger  of  his  left  hand.  (For  removal  of  foreign 
bodies  from  the  conica,  sec  Operations.) 

Abrasions  of  the  Cornea. — Slight  abrasions  of  the  cornea  are 
often  very  diOicult  to  detect, but  are  readilyshovvn  up  by  the  application 
of  a  drop  of  a  2  per  cent,  solution  of  (luorescin.when  the  denuded  area 
stains  a  bright-green  color.  Abrasions  of  the  cornea  are  generally 
accompanied  by  much  pain,  photophobia,  and  lacrimation,  which  is  best 
relieved  by  the  application  of  atropin,  and  by  t>*ing  the  eye  up  with  a 
compres.s  and  bandage.  If  there  is  reason  to  suppose  that  the  abrasion 
is  infected,  or  is  likely  to  become  so,  iodoform  should  be  combined  with 
the  atropin,  and  applied  in  the  form  of  an  ointment.  Cocain  should 
not  be  prescribed  m  these  cases,  as  the  relief  to  pain  which  it  affords 
is  only  temporary,  and  it  tends  to  soften  the  epithelium  and  delay 
healing. 

Wouflds  of  the  Conjunctiva. — Wound.s  of  the  conjunctiva  usu- 
ally heal  rapitil)'.  When  the  edj^cs  are  widely  separated,  tlicy  should 
be  drawn  to[^ether  with   fine  silk  sutures. 

Bttms  of  the  Bye. — In  burns  of  the  eye,  or  destruction  with  lime, 
acids,  or  alkalies,  if  the  corneal  epithelium  is  alone  involved,  it  will 
appear  white  and  opaque,  can  be  easily  wiped  off,  and  will  re-form  with- 
out leaving  permanent  damage.  Usually,  however,  the  deeper  struct- 
ures are  also  affected,  and  a  considerable  .slough  forms.  In  such  cases 
a  very  guarded  prognosis  should  be  given  when  the  patient  is  first  seen, 
as  the  condition  tends  to  become  more  severe  than  it  appears  directly 
after  the  injury. 

In  a  recent  case  any  of  the  damaging  substance,  if  .still  present, 
should  at  once  be  removed.  Kvery  particle  of  lime  .should  be  sought 
for  and  unped  away  ;  any  acid  or  alkali  neutralized  by  a  weak  lotion  of 
the  opposite  reaction  ;  and  aftcnvard  a  boric-acid  ointment,  made  with 
vaselin,  should  be  applied.  In  cases  in  which  there  is  a  large  area 
destroyed.it  is  not  well  to  tie  up  the  eye.  as  plastic  exudation  is  thrown 
out  and  the  lid  becomes  united  to  the  globe — symhlepharon.  The 
patient  should  be  instructetl  to  <lraw  the  lid  away  from  the  eye  several 
times  a  day,  .so  as  to  break  down  such  adhesions. 

Concassion -injuries. — As  the  result  of  concussion  of  the  eye 
from  blows  on  it  by  blunt  objects,  various  lesions  may  result.  Among 
these  lesions  arc  separation  of  the  iris  for  a  portion  of  its  circumfer- 
ence from  the  ciliary  body — iridodialysis ;  rupture  of  the  sphincter 
muscle  of  the  iris ;  rupture  c>f  the  lens-capsule,  and  formation  of  opac- 
ity of  the  lens  from  the  action  of  the  atjueous  humor  on  it — eoncus- 
sioit-€atariUt :  rupture  of  the  suspensory'  ligament  of  the  lens  and  lUs- 
lornlioii  of  the  /fits,  either  for\vard  into  the  anterior  chamber.  laterally, 
or  back\vard  into  the  vitreous  chamber ;  rupture  of  the  cMi>roid,  so  that 
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Fl<i.  418. — Lateral  half  of  an  cyrbnil.  wilh 
latent)  dulocnliun  nf  ihe  1en-s,  Kivini;  line  lo 
iccordary  glaucoffla.  Tlie  root  of  the  Im  is 
in  ccintncl  wiEh  ihe  periphery  of  ihr  cornt-n; 
the  optic  disk  is  cupped :  the  vitreaui  humor 
is  detached  from  ihc  rcttna  posierioriy. 


ophthalmoscopically  a  strip  of  white  sclerotic  can  be  scvii  through  rt7 
wilh  pigmentation  at  the  marpns ;  and  dftiuhment  of  the  rftimt.     In 
concussion-injuries  there  is  often  at  first  much  intra-ocular  hemorrhage,! 

and  the  exact  extent  and  nature  of 
the  injurv'  cannot  be  diafjnoscd  until 
this  has  btrcn  absorbed. 

The  fust  treatment  in  such  cases 
is  the  apjilicatiun  of  atropin  anda^ 
cold  compress.  " 

If  the  lens  has  become  dislo- 
cated there  is  great  danjjer  of  glau- 
coma ensuing.  When  the  lens  la 
displaced  backward  into  the  vitre- 
ous eliainber.  the  iris  having  lost  its 
support  posteriorly  is  seen  lo  oscil- 
late on  movements  of  the  eye— 
iniiodottcsis. 

Operations  on  eyes  with  dislo- 
cated  lenses  are.  as  a  rule,  most 
uu satisfactory-  procedures ;  the  sus- 
|)cnsory  ligament  being  torn 
through,  vitreous  is  likely  lo  escape. 
The  surgef)n  Is,  however,  forced  to 
operate  sometimes  in  these  cases, 
in  order  to  relieve  pain  and  ten- 
sion. If  the  lens  is  dislocated  into 
the  anterior  chamber,  its  removal  should  be  attempted.  If  it  is  dislo- 
cated intn  the  vitreous  atid  the  tensiim  is  raised,  it  is  belter  to  perform 
an  iridectomy,  rather  than  attempt  the  difficult  task  of  catching  and 
extracting  the  lens  with  a  scoop.  ■ 

Ruptures  of  the  £yebaU.. — When  the  eyeball  rujnures  as  the  I 
result  of  a  blow  on  it  from  a  blunt  object,  it  d(x:s  so  nearly  always  tn 
the  same  localit}-' — /',  *-..  2  or  3  mm.  from  the  scierocomeal  margin,  and 
concentric  with  it — on  the  opposite  side  of  the  eye  lo  that  on  wliich  the 
blow  was  inllictcd.  As  the  eyeball  is  protected  above  by  the  brow  and 
on  the  inner  .side  by  the  nnsc.  blows  are  most  frequently  received  from 
the  lower  or  outer  sides ;  and  the  most  frequent  position  of  the  rupt- 
ures is  upward  or  inward. 

The  conjunctiva  over  the  ruptured  sclerotic  may  or  may  not  remain 
intact. 

The  lens.  iris,  or  \itreous  may  escape  through  a  rupture;  and.  if  tbe{ 
conjunctiva  is  not  torn,  may  be  retained  beneath  it.  In  this  way,  what 
is  termed  subronjunctivaf  dishcatioH  of  thi-  /ihs  is  occasioned. 

In  many  cases  of  rupture  of  the  globe  the  damage  to  its  contents  is 
so  great  tlial  it  is  best  to  excise  the  eye  at  once. 

In  a  ca.se  of  subconjunctival  dislocation  of  the  lens,  in  order  to 
avoid  opening  up  direct  communication  with  the  interior  of  the  eye, the 
lens  should,  if  possible,  be  left  undl  the  scleral  wound  has  healed,  and 
then  be  removed . 

Perforating  Wounds  of  the  Eye. — Whenever  there  has  been  an 
opening  made  into  the  globe,  the  possibility  of  the  occurrence  of  s 
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pathetic  ophthalmia  is  established;  and  the  probabiHty  of  its  coining  on 
depends  on  the  position  of  the  wound,  the  character  and  condition  of 
the  wounding  substance,  and  the  amount  of  reaction  that  follows. 
Operations  on  the  eye  that  are  planned  to  avoid  the  ciliary  body  (the 
djuigerous  region),  and  that  arc  performed  with  aseptic  instruments,  are 
rarely  followed  by  sympathetic  mischief,  though  it  docs  occasionally 
occur  after  operations  for  cataract  or  glaucoma. 

In  perforating  wounds  of  the  eye  various  structures  may  be  involved. 
Simple  wounds  of  the  cornea  generally  heal  well  and  quickly.  In  a 
wound  of  the  cornea  with  prolapse  of  iris,  it  is  important  to  draw  out 
and  cut  off  the  prolap.sc  as  early  as  possible,  before  it  has  had  time  to 
form  adhesion  to  the  sides  of  the  wound. 

If  the  lens  is  wounded,  it  is  liable  to  swell  up  and  give  rise  to  increase 
of  tension,  pain,  and  irritation,  in  which  case  it  requires  to  be  evacuated. 
Eyes  in  which  the  ciliary  body  and  lens  are  wounded  should  be  at  once 
eviscerated  or  excised.  The  amount  of  useful  sight  which  a  patient  is 
likely  to  retain  in  such  an  eye  is  not  sufficient  to  make  it  worth  his 
while  running  the  great  risk  of  sympathetic  ophthalmitis  which  a  wound 
in  that  situation  entails. 

In  wounds  of  the  ciliary  body  in  which  the  lens  is  not  involved  and 
remains  clear,  it  is  often  exceedingly  difficult  to  decide  what  course  is 
best  to  pursue.  It  is  generally  well  to  watch  the  case  for  a  few  days, 
and  if  much  reaction  sets  in,  to  advise  excision  at  once. 

In  a  perforating  wound  behind  the  ciliary  region,  if  not  very  exten- 
sive, any  protuberant  vitreous  should  be  cut  off,  and  its  edges  be  drawn 
together  by  sutures  passed  through  the  conjunctiva  and  episcleral 
tissue. 

If,  after  a  perforating  wound,  suppuration  sets  in  and  seems  likely  to 
spread,  the  eyeball  should  be  eviscerated  or  excised.  In  cases  of  per- 
forating wound  of  the  eye,  it  is  often  a  matter  of  considerable  difficulty 
to  determine  whether  or  not  a  foreign  body  has  remained  in  the  eye. 
The  history  of  the  accident  must  be  carefully  inquired  into  to  determine 
this  point,  and  also  to  ascertain  the  nature  of  the  foreign  body,  should 
it  have  become  implanted. 

If  a  piece  of  steel  can  be  seen  lodged  in  the  eye,  or  if  the  history  of 
the  accident  is  such  as  to  lead  the  surgeon  to  suspect  its  presence,  an 
attempt  should  be  made  to  remove  it  with  an  electromagnet.  This  is 
most  likely  to  prove  successful  should  the  piece  of  steel  be  situated  in 
the  anterior  chamber  or  lens.  If  a  foreign  body  cannot  be  removed 
from  an  eye,  excision  of  the  globe  generally  becomes  necessary.  If, 
however,  the  foreign  body  can  be  seen,  with  tlie  ophthalmoscope,  in  the 
vitreous  chamber  behind  the  ciliary  region,  and  the  eye  remains  free 
from  irritation,  it  may  be  left. 

A  shot  will  .sometimes  pass  through  an  eyeball  and  become  lodged 
In  the  orbit.  In  these  cases,  occasionally  the  places  of  entrance  and 
exit  of  the  shot  can  be  seen  with  the  ophthalmoscope. 
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DISTURBANCES  IN  THE  MOVEMENTS  OF  THE  EYEBALL. 

In  the  normal  condition  the  two  eyes  are  always  so  directed  that  the 
imafjc  of  the  object  looked  at  falls  on  the  two  yellow  spots.  When 
L'ithcr  eye  deviates  so  that  the  image  falls  on  some  otlier  part  of  the 
retina,  the  patient  is  said  to  squint,  or  Iiave  s/ra/zismas.  The  deviation 
may  be  due  to  paralysis  of  one  or  more  muscles  of  the  eye — paraiytic 
strabismus;  or  there  may  be  deviation  without  any  loss  in  the  power 
of  movement  of  the  eyes — concomitaHt  strabismus.  In  some  of  these 
latter  cases  the  deviation  is  always  ir  one  eye — monocular  strabismus  ; 
in  other  cases  it  varies,  being  soraetimes  in  one  eye  and  sometimes  in 
the  other — alttTttatiug  strabismus.  Dexiaticn  in  the  eyes  is  most  frequent 
in  the  horizontal  direction,  either  outward  or  inward — fOt'crgcnt  or  con- 
z'ergtiU  strabismus  :  but  it  may  be  vertical,  cither  upward  or  downward. 

A  squint  is  fatent,  or  there  is  iusufficii'ncy  of  a  muscU,  when  tlie 
deviation  only  becomes  manifest  on  covering  one  eye  while  the  patient's 
attention  is  fixed  on  some  object  witli  the  other.  That  is  to  say.  when 
the  normal  piirallcUsm  of  the  eyes  is  only  maintained  by  the  desire  for 
binocular  vision. 

Tlie  following  terms,  introduced  by  G.  T.  .Stevens,  describe  the 
various  forms  of  muscular  balance  of  the  e>'es:  orthophoria,  when  the 
visual  lines  tend  to  be  {)anillcl;  //c'/rrii//i(7r/(7,  when  the  visual  lines  are 
not  ]Kirallel ;  €sophoria,\s\\fi\\  the  vi.sijal  lines  tend  inward;  cxophoria, 
when  the  visual  lines  tend  outward;  hyperphoria,  when  tlie  visual  lines 
tend  to  be  one  above  the  other. 

A  constant  involuntar>'  oscillating  movement  of  the  eyes  is  termed 
nystagmus.  The  movements  varj'.  both  with  regard  to  their  direction 
and  rapidity,  in  diiTerent  cases.  They  may  be  lateral,  vertical,  or  rota- 
tory ;  or  two  forms  may  be  present  in  one  case.  The  movement  may- 
be of  a  slow,  twitching  character;  or  so  rapid  that  the  outline  of  the 
cornea  can  hardly  be  distinguished.  In  some  cases,  so  slight  is  the 
movement  that  it  is  only  detected  on  ophthalmoscopic  examination,  as 
a  jelly-like  shaking  of  the  vitreous  humor. 

The  movements  of  the  eyeballs  are  controlled  by  the  four  recti  and 
two  oblique  muscles  of  each  side,  which  are  supplied  by  tlie  third, 
fourth,  and  sixtli  cranial  ner\'cs.  These  take  origin  in  nuclei  in  the 
floor  of  the  .Sylvian  aqueduct  and  the  fourth  ventricle,  which  nuclei  arc 
controlled  by  higher  centers  in  the  cerebral  cortex.  Di-sordcrs  in  the 
movements  of  the  eyeball  may  therefore  result  from  disturbances  in 
the  muscles  themselves,  in  the  nerve  supplying  them,  in  the  nuclei  of 
origin  of  the  nerves,  or  in  the  centers  in  the  cerebral  corte.x. 

Disturbances  in  Movements  of  the  Eye  Due  to  Defect  in 
the  Muscles. — A  few  cases  of  p,-iralytic  stmbisnius  have  been  recorded 
in  which  the  muscles  have  been  found  congcnitally  defective,  cither 
absent,  ill-fonncd,  or  inserted  in  an  unusual  position  on  tlie  globe.  The 
presence  of  such  abnormalities  can  only  be  certainly  determined  after 
death  or  on  operation. 

The  muscles  may  be  disturbed  in  their  action  as  the  result  of 
wounds,  or  from  pressure  on  them  by  orbital  growths. 

The  unskilful  division  of  a  muscle  in  the  operation  of  tenotomy  is 
sometimes  the  cause  of  loss  of  power  in  it ;  as.  for  example,  when  it  is 
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divided  loo  far  back  by  cutting  on  the  outer,  instead  of  the  inner,  side 
of  the  hook. 

Disttirbance  in  Movement  of  the  Bye  I>ae  to  Interference 
with  the  Nerves  Supplying  Them  or  with  the  Nuclei  of 
Origin  of  the  Nerves. — These  two  classes  of  cases  may  be  dealt 
xvitli  i<)^ftlier,  iKrcause  it  is  only  in  rare  instances  that  it  ciui  b*;  tlefinitcly 
dcterniiiurd  during  life  to  whicli  class  the  paralysis  should  liclutig. 
Syphilis,  injury,  sudden  chills,  and  diphtheria  arc  the  causes  to  which 
paralysis  of  the  cxtra-ocutar  muscles  have  been  attributed. 

A  lesion  of  the  ner\'es  may  be  situated  in  the  orbit,  in  the  sphenoidal 
6ssure,  or  in  the  cranium.  In  most  of  the  cases  the  paralysis  is  found 
to  correspond  to  the  distribution  of  one  or  more  of  the  nerves.  The 
eye  ileviates  away  from  the  paralyzed  muscle  by  the  overbalancing  tonic 
contraction  of  its  unaffected  opponent,  and  the  patient  complains  of 
diplopia. 

In  complete  paralysis  of  the  third  nerve  the  eyelid  droops— ffosts ; 
there  is  loss  of  power  in  movin^j  the  eye  upward,  inward,  or  downward. 
The  eye  roll.s  nutwarci,  through  the  unopposed  action  of  the  external 
rectus,  and  slightly  downward,  tlirough  the  unopposed  action  of  the 
superior  oblique.  The  pupil  is  dilated ;  and  there  is  loss  of  power  in 
accommodation  for  near  objects.  On  raising  the  upper  lid  the  patient 
sees  double,  the  images  being  crossed. 

Third-nerve  paralysis  is  often  incomplete,  some  of  the  muscles  sup- 
plied by  it  being  unaffected;  or  all  tlie  muscles  it  supplies  may  be 
involve<i.  but  the  power  of  movement  in  tliem  only  lessened,  not  com- 
pletely abolished.  In  paralysis  of  the  sujierior  rectus,  there  is  crossed 
diplopia  on  the  patient  looking  up,  the  false  image  being  highest  and 
somewhat  tilted.  In  paralysis  of  the  inferior  rectus,  there  is  crossed 
diplopia  on  the  patient  looking  down,  the  false  image  being  lowest  and 
somewhat  tilted.  In  paralysis  of  the  internal  rectus,  there  is  crossed 
diplopia  on  the  patient  looking  to  the  sound  side.  In  paralysis  of  the 
inferior  oblique,  there  is  homonymous  diplopia  on  the  patient  looking 
up,  the  Odse  image  being  highest  and  tilted.  In  sixth-nerve  paralysis 
there  is  inability  to  move  the  eye  outward,  and  the  eye  rolls  inward 
through  the  unopposed  action  of  the  internal  rectus ;  there  is  homony- 
mous diplopia  on  the  patient  looking  to  the  paralyzed  side.  In  fourth- 
nerve  paralysis  the  eye  is  only  slightly  displaced  upward  and  inward; 
often  no  deviation  can  be  detected.  The  condition  can  onlj'  be  definitely 
diagnosed  by  the  character  of  the  diplopia,  which  is  homonymous,  and 
present  when  the  patient  looks  down,  the  false  image  being  the  lowest 
and  somewhat  tilted. 

Treatment  of  Disturbances  in  Movements  of  the  Eye. — In 
recent  cases  of  paralysis  of  the  ocular  muscles  p<^)tassiun)  iodid  should 
always  be  prescribed,  whether  the  lesion  is  supposed  to  be  syphilitic  or 
not;  and  inmost  cases  marked  improvement  will  result.  When  the 
diplopia  is  found  lo  be  verj'  troublesome,  a  shade  should  be  worn  over 
the  affected  eye.  In  cases  which  do  not  improve  or  completely  recover 
under  medicinal  treatment,  electricity,  in  the  form  of  the  constant  cur- 
rent, should  be  locally  applied.  In  cases  of  long  standing,  in  which  the 
antagonistic  muscle  has  become  secondarily  shortened,  tenotomy  must 
be  performed  and  the  paralyzed  muscle  advanced. 
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In  the  treatment  of  convergent  strabismus,  it  is  first  necessary  to 

have  the  patient's  eyes  thoroughly  under  the  influence  of  atropin,  and  to 
estimate  the  total  amount  of  hypermetropia.  In  an  early  case,  when 
the  power  of  accommodation  has  been  abolished,  the  squint  generally 
becomes  for  the  time  much  less  or  disappears.  The  patient  should  be 
ordered  glasses  equal  to  quite  two-thirds  of  his  total  amount  of  hyper- 
metropia, to  be  worn  constantly. 

The  earlier  in  a  case  this  treatment  is  adopted  the  more  likely  is  it 
to  prove  effectual ;  about  half  the  cases  that  present  themselves  arc 
ultimately  cured  by  it  alone.  If,  after  glasses  have  been  worn  for  a 
year,  no  improvement  whatever  has  resulted;  or  if,  after  several  years, 
there  is  still  much  convergence,  a  tenotomy  of  the  internal  rectus  mus- 
cle must  be  performed.  In  extreme  cases  tenotomy  of  both  internal 
recti  or  advancement  of  the  external  rectus  will  be  required. 

It  is  never  advisable  to  operate  on  a  child  without  having  first  tried 
the  spectacle  treatment ;  and  it  is  never  advisable  to  divide  both  internal 
recti  at  the  same  time.  If  these  points  are  not  adhered  to,  secondary 
divergence  is  liable  to  be  produced.  In  a  case  of  secondary  diver- 
gence the  internal  rectus  muscle  must  be  advanced,  and  tenotomy  of 
the  opposing  external  rectus  performed. 

In  cases  of  divergent  strabismus  with  myopia,  minus  glasses,  cor- 
recting the  whole  or  a  portion  of  the  refractive  error,  should  be  ordered 
for  near  work,  so  as  to  stimulate  a  normal  accommodative  action  in  the 
ciliary  muscle.  In  marked  cases  tenotomy  of  the  external  rectus  or 
advancement  of  the  interna!  rectus  becomes  necessary. 


DISEASES  OF  THE  LACRIMAL  APPARATUS. 

Diseases  of  the  lacrimal  apparatus  may  be  divided  into  those  of  the 
secretory  gland  and  those  of  the  system  of  drainage  for  the  tears  from 
the  eye  to  the  nose. 

Diseases  of  the  lacrimal  gland  are  exceedingly  rare,  and  call  for  but 
little  comment.  The  gland  may  be  acutely  or  chronically  inflamed, 
the  seat  of  simple  hypertrophy,  of  cysts,  or  malignant  growths.  The 
tears  may  overflow  the  margin  of  the  eyelid,  either  because  there  is 
excess  of  secretion — lacriination — or  because  there  is  some  defect  in 
the  system  by  which  they  are  drained  into  the  nose — epiphora. 

Bpiphora  is  brought  about  in  a  variety  of  ways.  The  relation  of 
the  lids  to  the  eyeball  may  be  altered,  so  that  the  puncta  lacrimalia  are 
no  longer  turned  in  toward  it.  but  are  everted.  This  occurs  in  facial 
paralysis  and  in  ectropion  of  the  lower  lids. 

The  puncta  or  canaliculi  may  be  congenitally  absent,  or  have  been 
cut  across  by  a  wound  of  the  eyelid.  They  may  be  obstructed  by  a 
foreign  body,  such  as  an  eyelash,  and  in  rare  cases  by  a  mass  of  fun- 
gus-growth— Strcptothrix  Focrstcri,  or  chalky  concretions — dacryoHths. 

The  most  common  cause  of  epiphora,  however,  is  obstruction  to  the 
nasal  duct,  caused  usually  by  thickenings  of  its  mucous  lining,  the 
result  of  disease  spreading  from  the  nasopharynx  ;  also,  in  some  cases, 
by  syphilitic  periostitis.  The  stricture  may  be  met  with  in  any  part  of 
the  duct,  but  is  most  frequently  located  at  its  upper  extremity,  at  the 
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point  of  junction  with  the  laci-imat  sac.  It  is  an  aflfection  more  common 
in  women  than  in  men. 

Obstruction  to  the  nasal  iliict  causes  the  tears  to  collect  in  and 
distcml  tlic  lacrimal  sac,  the  walls  of  which  consequently  become 
thickened  and  chronically  inflamed — chronic  dacryocystitis  or  mucocele^ 
Wjien  the  lacrimal  sac  is  distended,  a  swellinjj  is  formed  at  the  inner 
canthus.  from  which,  on  pressure,  fluid  can  be  made  to  regurgitate 
through  the  catialiculi. 

Sometimes  acute-  inflammation  occurs  in  the  lacrimal  sac,  the  skin 
overlying  it  becoming  red  .uid  tender,  and  on  pressure  pus  rejjurgitates 
from  the  canaliculi — acute  dacryocystitis.  The  inflammation  tends  to 
spread  to  the  cellular  tissue  around  the  sac.  and  hard,  brawny  indura- 
tion (levelojK. 

If  the  obstruction  to  the  duct  is  not  relieved,  an  abscess  forms — 
lacrimal  absctss — which  points  at  a  sjK>t  a  Httie  below  the  lendo  oculi. 
A  communication  externally  is  then  esiablisheit  with  the  lacrimal  sac — 
lacrimal  fistula — which  will  be  kept  open  permanently  by  the  escajje 
of  discharge  or  tears  until  the  obstruction  in  the  duct  is  opened  up. 

Treatment  of  Epiphora. — When  the  puncta  is  everted,  opening  of 
the  canaliculus  on  its  inner  wall,  that  facing  the  eyeball,  will  often 
greatly  relieve  the  overflow  of  tears.  When  there  is  a  stricture  in  the 
duct,  it  must  be  dilated  by  passing  probes  gratlually  increasing  in  size, 
the  canaliculus  having  first  been  slit  into  the  sac.  To  maintain  the  dtla- 
latiun,  the  probing  has  to  be  rejieated  at  intervals  of  a  few  days  fitr  some 
weeks,  or  a  style  ntust  be  inserted  and  worn  constantly  for  about  a 
month.  The  probing  is  a  vcr>'  painful  process,  and  in  nervous  patients 
or  in  children  it  is  best  to  administer  an  anesthetic,  dilate  the  stricture 
until  a  No.  6  probe  passes  easily,  and  then  insert  a  lead  style. 


AFFECTIONS  OF  THE  EYEUDS. 

The  skin  of  the  eyelids  are  liable  to  most  of  the  diseases  which 
aflect  the  skin  in  other  parts  of  the  body.  There  are.  however,  owing 
to  certain  anatomical  peculiarities,  affections  of  the  lid  of  a  special  char- 
acter, which  call  for  description  in  connection  with  diseases  of  the  eye 
These  anatomical  peculiarities  arc  the  lno.se  attachment  of  the  skin  to 
undcrl)'fng  structures  ;  the  fact  that  it  is  a  free  border  with  a  terminal 
circulation^  and  the  seat  of  junction  uf  mucous  membrane  and  skin; 
and  tlie  presence  in  it  of  various  large  glands  and  large  hair-follicles. 

Inflamtnation  of  the  Borders  of  the  I^ids.— The  margins  of 
the  litis  arc  exceedingly  liable  to  bec<Hne  the  seat  of  inflannnatiun — 
mar^^inal  blepharitis.  The  skin  becomes  reddened,  and  there  is  forma- 
tion of  cither  little  flaky  scales — bUphantis  squauiosa — or  of  little  pus- 
tules around  the  hair-follicles — blepharitis  pusUHosa.  An  eyelash  is 
seen  to  pass  through  the  center  of  each  pustule.  These  pustules  break 
down,  leaving  little  ulcers,  with  scabs  of  coagulated  discharge  on  the 
surface — blepharitis  ulcerosa. 

When  suppuration  forms  around  the  hair- follicle,  the  root  o'(  the 
cilium  is  destroyed.  The  aflection  may  go  on  until  nearly  all  the  e>'e- 
lashes  are  lost  and  the  lids  left  bald — maeiarosis.  The  cicatrization 
which  follows  the  ulceration  may  cause  eversion  of  the  margins  of  the 
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lids,  so  that  the  reddened  mucous  membrane  of  the  conjunctiva  becomes 
exposed — lippitudo. 

The  punctum  lacrimale  sometimes  becomes  drawn  away  from  the  eye 
— eversion  of  the  puncta — and  troublesome  epiphora  ensues.  Occasion- 
ally the  contraction  caused  by  the  cicatrization  displaces  the  eyelashes, 
so  that  they  arc  turned  inward  toward  the  eyeball  and  rub  against  its 
su  rface — trichiasis. 

Marginal  blepharitis  is  frequently  complicated  with  a  chronic  inflam- 
mation of  the  conjunctiva.  Care  has  to  be  taken  to  diagnose  between 
a  chronic  conjunctivitis  with  coagulated  discharge  adhering  to  the  mar- 
gins of  the  lids,  and  a  marginal  blepharitis  complicated  with  conjuncti- 
vitis. The  crusts  adhering  to  the  margin  of  the  lids  must  be  wiped 
away,  and  the  skin  beneath  examined  to  see  if  it  is  injected,  as  it  will 
be  if  it  is  inflamed. 

Some  individuals  are  particularly  prone  to  marginal  blepharitis, 
which  may  begin  in  childhood  and  last  for  years.  Many  of  the  chil- 
dren who  suffer  from  it  are  debilitated  in  health  or  are  the  subjects  of 
scrofula  or  tubercle.  Exposure  of  the  eyes  to  air  vitiated  from  smoke, 
dust,  or  irritating  vapors  tends  to  favor  the  development  of  this  affec- 
tion ;  as  also  do  want  of  sleep  and  the  use  of  the  eyes  for  near  work 
with  uncorrected  errors  of  refraction,  especially  by  artificial  light. 
Whatever  tends  to  excite  lacrimation  or  overflow  of  tears,  by  keeping 
the  margins  of  the  lids  moist,  favors  the  development  of  inflammation 
in  them. 

Treatment. — The  treatment  of  marginal  blepharitis  consists  in  the 
improvement  of  the  patient's  general  health  with  tonics,  cod-liver  oil. 
good  food,  and  healthy  surroundings;  the  removal  of  any  irritating 
cause,  or  the  protection  of  the  eyes  with  glasses  when  exposed  to  nox- 
ious influences ;  the  correction  of  errors  of  refraction,  and  the  allevia- 
tion of  any  conjunctival  or  lacrimal  affection,  should  such  be  causing 
lacrimation  or  epiphora.  A  warm  alkaline  lotion  made  with  glycerin 
of  borax,  i  :  8,  is  the  best  for  bathing  the  eyelids  in  order  to  soften 
and  remove  the  gummy  discharge. 

A  mercurial  ointment  made  with  the  nitrate,  the  yellow  oxid.  or 
the  white  precipitate,  and  vaselin  should  afterward  be  rubbed  on  to 
the  margins  of  the  lids. 

Aflfections  of  the  Glands  of  the  Eyelids.— The  glands  which 
open  at  the  margin  of  the  lid,  like  the  glands  of  the  skin  elsewhere, 
occasionally  become  distended  with  their  own  secretion.  Some  indi- 
viduals are  exceedingly  liable  to  the  formation  of  a  succession  of  little 
clear  vesicles  along  the  palpebral  border,  which  are  probably  due  to 
obstruction  in  the  duct  and  distention  of  the  large  sudoriferous  glands, 
the  glands  of  Moll. 

An  accumulation  of  secretion  in  the  Meibomian  glands  gives  rise  to 
yellow  spots  or  lines,  which  are  seen  through  the  conjunctiva;  by 
pressure  of  the  inner  surface  of  the  lid  against  the  finger-nail  this 
secretion  can  be  squeezed  out.  In  elderly  people  in  whom  the  secre- 
tion has  been  retained  for  a  long  time,  salts  of  lime  are  liable  to  become 
dcjwsited  in  it.  A  Meibomian  gland  or  one  of  the  sebaceous  glands 
(Zeiss's  glands)  connected  with  an  eyelash-follicle,  which  is  impacted 
with  secretion,  will  not  uncommonly  become  inflamed.     Such  inflam- 
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mation  around  one  of  the  glancLs  of  the  lid,  when  suppurative,  is  termed 
a  horde<^um.  If  one  of  Zeiss "s  glands  be  affected — honUolutn  exlcr- 
num — a  little  red.  hard,  exceedingly  tender  and  painful  tumor  forms 
at  the  margin  of  the  lid.  with  some  edema  of  the  tissue  around  it. 
Gradually,  as  the  pus  makes  its  way  to  the  surface,  a  yellow  spot  will 
appear  in  the  skin  overlying  the  swelling,  where  it  will  ultimately  burst. 

Inflammation  around  one  of  the  Meibomian  glands,  when  acute  and 
suppurative — hordeolum  internum — gives  rise  to  a  swelling  of  the  sub- 
stance of  the  lid,  together  with  a  good  deal  of  redness  and  brawny 
thickening.  A  yellow  area  forms  on  its  inner  surface  and  the  pus 
bursts  through  the  conjunctiva,  not  through  tlic  skin,  as  in  hordeolum 
externum. 

The  ML-ibomian  glands  are  more  subject  to  a  chronic  non-suppura- 
tive  form  of  inflammation  th.in  to  the  acute  form  just  described.  A 
hard,  rounded  little  nodule  then  appears  in  the  lid,  Brmly  attached  to 
the  tarsus,  but  having  the  skin  freely  movable  over  it — chalazion.  In 
the  region  of  the  swelling,  on  the  inner  surface  of  the  lid.  a  little  dis- 
colored grayish  area  is  seen.  In  this  position  the  swelling  may,  after 
existing  a  long  time,  burst,  and  discharge  a  grayisli  gelatinous  con- 
tents,    A  vascular  granulation   is  often  left  at  the  seat  of  perforation. 

Treatment. — In  the  early  stage  ly^  a  hordeolum  the  treatment  con- 
sists \\\  frequently  bathing  the  lid  with  hot  boric-acid  lotion.  As  .soon 
as  the  pus  begins  to  show  at  the  surface,  an  incision  should  be  made 
into  it.  A  chalazion  should  be  incised  from  the  inner  surface  of  the 
hd,  a  vertical  cut  being  made  in  the  discolored  area,  and  the  substance 
afterward  thoroughly  scraped  out  with  a  small  'iharp  scoop. 

Displacemetit  or  Distortion  of  the  Eyelids. — As  the  result 
of  traction  from  cicatrization,  the  tarsus  may  become  bent  and  the 
margin  of  one  of  the  lids  drawn  outward  away  from  the  globe — rctro- 
pioH  ;  or  turned  inward  toward  it — tntropimi. 

Cicatrization  causing  ectropion  is  most  frequently  the  result  of  burns 
or  injuries  about  the  face;  that  which  causes  entropion  is  most  often  a 
sequela  of  granular  ophthalmia.  Paralysis  of  the  orbicularis  muscle 
will  also  produce  ectropion,  and  its  spasmodic  contraction  entropion. 

When  the  margin  of  tlie  lid  is  turned  in  toward  the  globe,  the 
lashes  continually  rubbing  again.st  its  surface  cause  considerable  irrita- 
tion, and  may  give  rise  to  opacity,  vascularity,  or  ulceration  of  the 
cornea.  Some  of  the  eyelashes  may  become  drawn  in  toward  the 
globe,  usually  as  the  result  of  ciliary  blepharitis,  without  much  bending 
of  the  margin  of  the  lid — trichiasis.  Occasionally,  as  a  congenital 
abnormality,  a  second  row  of  eyelashes  is  present,  which,  instead  of 
being  directed  outward,  turn  inward  toward  the  eye — tUstithiasis. 

As  the  result  of  ectropion,  closure  of  the  palpebral  aperture  may 
be  rendered  impossible,  or  only  jxissible  on  a  great  effort  being  made; 
such  a  condition  is  spoken  of  as  {a^ophthahuos.  It  may  also  result 
from  undue  shortness  of  the  lid,  cither  congenital,  or  due  to  loss  of 
skin  from  injury  or  ulceration.  As  the  result  of  burns  or  ulceration, 
the  margins  of  the   lids  may  become  united — ankyloblepharon. 

Drooping  of  the  upper  lid — ptosis — may  be  congenital  or  paralytic. 
In  the  congenital  form  the  levator  palpebr;e  superioris  muscle  is  absent, 
and  there  is  also  generally  defective  movement  of  the  eye  upward. 
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Improvement  is  effected  by  operations  which  form  a  band  of  adhesion 
between  the  tarsus  and  the  occipitofrontalis  muscle,  which  then,  by  its 
contraction,  will  raise  the  lid. 

In  the  paralytic  form  of  ptosis  the  third  nerve  may  be  at  fault  and 
the  levator  palpebrje  paralyzed ;  or  the  cervical  sympathetic  ner\'e  may 
be  affected  and  Miillcr's  muscle  involved.  This  latter  form  is  by  no 
means  common ;  in  it  the  amount  of  ptosis  is  only  slight ;  the  pupil 
at  the  same  time  is  generally  contracted,  and  the  eyeball  slightly 
prominent. 

An  absence  of  a  portion  of  one  of  the  lids — coloboma — is  either 
acquired  and  due  to  traumatism,  or  congenital.  In  congenital  coloboma 
the  inner  half  of  the  upper  lid  is  the  most  usual  scat  of  the  defect. 

A  congenital  abnormality  is  sometimes  met  with,  due  to  a  fold  of 
skin  stretching  from  the  brow  to  the  nose,  overlying  the  inner  canthus 
— epicanthus.  It  tends  to  become  less  as  the  bridge  of  the  nose 
develops. 

(For  the  treatment  of  ectropion,  entropion,  and  trichiasis,  see  Opera- 
tions.) 

OPERATIONS  ON  THE  EYE  AND  EYELID. 

Anesthesia  and  Antiseptics  in  Ophthalmic  Surgfery. — The 

introduction  of  the  local  anesthetic  cocain  has  greatly  facilitated  oper- 
ative procedures  on  the  eye.  It  has,  however,  its  limitations.  Com- 
plete anesthesia  of  the  iris  is  not  effected  by  its  use ;  the  pain  occa- 
sioned by  drawing  on  a  tendon  of  one  of  the  recti  muscles  with  a 
strabismus-hook  is  not  abolished.  When  the  eyeball  is  congested  or 
when  the  tension  of  the  eye  is  increased,  the  anesthesia  it  produces  is 
less  complete. 

For  an  operation  on  the  eye,  such  as  cataract-extraction,  the  appli- 
cation of  a  2  per  cent,  solution  of  cocain  hydrochlorate  four  times 
before  the  operation,  at  intervals  of  five  minutes,  is  quite  sufficient.  For 
an  operation  on  the  eyelid  from  the  conjunctival  surface,  such  as 
incision  of  a  chalazion  or  the  expression  of  trachoma-follicles,  a  little 
of  the  solid  cocain  hydrochlorate  should  be  allowed  to  dissolve  on  the 
part  to  be  operated  on. 

A  general  anesthetic  is  necessary  in  operations  for  acute  glaucoma, 
in  excision  of  the  eye,  or  evisceration.  Also  in  most  eye-operations  on 
young  children,  and  sometimes  in  extremely  nervous  individuals,  where 
otherwise  cocain  would  suffice. 

In  acute  glaucoma  chloroform  is,  from  the  operator's  point  of  view, 
much  to  be  preferred  to  ether,  as  under  the  former  the  patient's  respi- 
rations are  quieter  and  the  eyes  do  not  become  so  much  congested. 

The  conjunctival  sac  cannot  be  rendered  certainly  aseptic  by  irriga- 
tion. It  is  well,  however,  to  flush  it  thoroughly  with  some  non- 
irritant  antiseptic  lotion,  such  as  boric-acid  lotion,  just  previous  to 
operation.  The  skin  of  the  lids  and  the  eyelashes  should  also  be  well 
clctinsed  with  the  same  lotion. 

One  of  the  simplest  and  safest  ways  to  sterilize  the  instruments  to 
be  employed  is  to  immerse  them  for  ten  minutes  previous  to  the  oper- 
ation in  carbolic-acid  lotion,  1  :  20;  and  then  just  before  using  them  to 
weaken  the  lotion  to  i  :  50  by  adding  some  recently  boiled  water. 
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For  instrjmcnts  with  joints  or  teeth,  like  forceps,  etc.,  boiling  is 
strongly  to  be  recommended.  Knives  can  only  be  momentarily  im- 
mersed in  boilinp  water,  otherwise  their  edges  become  blunted. 

Operations  on  the  Cornea. — For  the  removal  of  a  foreign  body 
from  the  cornuu  the  suf^coii  should  stand  behind  the  patient,  .•separate 
tlic  lids  with  the  first  two  fin^jcrs  of  his  left  hand,  and,  by  prcssinj^  with 
them  back  nn  the  gUjbc,  prevent  it  frcmi  rolling  about.  With  a  blunt- 
pointed  spuLl  in  his  right  hand  he  .should  then  partly  lever  and  partly 
scrape  the  foreign  body  away.  The  after-treatment  consists  in  applying 
atrnpin  and  keeping  the  eye  tied  up. 

For  paracentesis  of  the  anterior  chamber  the  Instruments  required 
arc  a  broad  needle  and  a  curet.  The  hds  can  be  separated  and  the 
globe  fixed  in  the  same  way  as  for  removal  uf  a  foreign  body.  The 
puncture  is  matle  at  the  corneal  margin  ;  as  a  rule,  in  the  lower  j)art. 
The  lower  lip  of  the  wouml  is  afterward  slightly  depressed  with  the 
curet   to  allow  of  the  escape  of  the  aqueous  humor. 

Operations  for  Conical  Cornea. —  Two  only  of  the  numerous  opera- 
tions that  have  been  devised  for  conical  coniea  need  be  mentioned,  the 
applica,tion  of  the  galvanocautcry  and  the  excision  of  a  wedge-shaped 
area. 

By  the  destruction  of  a  portion  of  tlie  cornea  at  the  apex  of  the 
cone  with  a  fine  point  of  the  galvanocaulery  and  the  ensuing  cicatriza- 
tion a  certain  amount  of  flattening  can  be  brought  about.  The  advan- 
tage of  the  operation  is  that  the  cornea  need  not  be  perforated,  so  that 
it  is  unlikely  to  be  followed  by  any  complication.  Its  disadvantage  is 
that  a  considerable  amount  of  opacity  is  usually  left  in  the  direct  axi.s 
of  vision,  which  may  necessitate  a  subsequent  iridectomy.  In  the 
removal  of  a  small  wedge-shaped  area  of  corneal  tissue  from  the  apex 
of  the  cone  with  a  Graefe's  knife  and  a  fine  jjair  of  forceps,  the  result- 
ing opacity  is  usually  less.  As.  however,  the  anterior  chamber  has  to 
be  opened,  there  is  considerable  risk  of  the  formation  of  an  anterior 
sjTiechia  or  an  opacity  of  the  lens. 

Tattooins  of  the  cornea  is  an  operation  performed  for  the  purpose 
of  blackening,  and  so  rendering  less  conspicuous,  unsightly  white 
opacities  of  the  cornea. 

A  thick  solution  of  India  ink  is  painted  on  the  region  of  the  leu- 
koma; then  by  a  number  of  punctures  made  with  an  ordinary' cataract- 
needle  the  pigment  is  carried  into  the  substance  of  the  cornea.  The 
Indiii  ink  must  be  washed  away  from  time  to  lime,  to  enable  the 
operatnr  td  judge  of  the  effect  he  h:us  pmihieed. 

Operations  on  the  Sclerotic— Anterior  Sclerotomy. — In  this 
operation,  which  is  performed  for  glaucoma,  the  sclerotic  is  cut  nearly 
through  subconjunctivally,  close  to  the  corneal  margin.  A  Graefe's 
knife  is  passed  into  the  .sclerotic,  I  mm.  from  the  corneal  margin,  and 
carried  across  the  anterior  chamber  to  a  point  on  the  opposite  side.  By 
a  slow  sawing  movement  the  sclerotic  corresponding  in  extent  to  the 
upjier  third  of  the  cornea  is  nearly  divided  in  its  whole  thickness ;  the 
knife  is  then  slowly  withdrawn.  Any  extensive  prolapse  of  iris  into 
the  wound  must  be  combated  by  the  use  of  eserin  before  and  after  the 
operation. 

Posterior  Sclerotomy. — The  incision  in  this  operation  should  be  a 
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meridional  one,  anti  made  %vit}i  a  Gracfc's  knife.  The  point  selected  for 
it  should  be  situated  behind  the  ciliary  body  and  bt-twcen  the  recti 
muscles.  It  is  performed  for  detachment  of  the  retina,  for  extraction 
of  foreign  bodies  from  the  vitreous,  and  sometimes  as  a  preliminary 
to  iridectomy  in   jjl;uicoma. 

Operations  on  the  Iris. — Iridectomy.— The  operation  of  removal 
of  a  porlJcin  ol  tlic  iris  is  performed  for  (i)  primaiy  glaucoma,  (2)  to 
make  an  artificial  pupil  in  cases  of  o|>acity  of  the  cornea,  and  for  (j) 
closed  pupil  the  result  of  iritis.  The  instruments  required  are  a 
-s[H:culun),  toothed  fixation-forceps,  a  short  Graefc's  knife  or  a  kcra- 
tome.  iris-forceps,  iris-scissors,  and  a  curet  or  repositor. 

For  Gliiuroma. — In  performing  an  iridectomy  for  glaucoma  the 
object  i.s  to  remove  a  laryc  portion  of  the  (icriphery  of  the  iris.  Most 
operators  now  prefer  to  make  the  incision  with  a  short  Graefe's  knife, 
because,  when  the  anterior  chamber  is  shallow  and  tlic  lens  pushed  for- 
ward, there  is  considerable  difficulty  in  steering  the  point  of  a  kcratomc 
between  tiic  cornea  and  lens  without  wounding  either  of  them. 

The  Iiicisitm  should  be  made  in  the  same  way  as  that  for  extraction 
of  cataract  (sec  page  836) ;  but  should  be  situated  a  little  farther  back, 
I  mm.  frum  the  sclcrocomcal  margin,  and  not  be  so  extensive.  Great 
care  ought  to  be  taken  to  .see  that  the  point  of  the  knife,  when  the  first 
puncture  is  made,  enters  the  anterior  chamber;  because  with  a  shallow 
anterior  chamber,  in  the  endeavor  to  avoid  wounding  the  iris,  the  knife 
may  be  easily  passed  between  the  layers  of  the  cornea.  Tlio  incision 
being  conipletf<i,  the  conjuiicliv;il  flap  should  be  turned  back  and  the 
iridectomy-furcf[)s  passed  into  the  right-hand  extremity  of  the  wound. 
A  fold  of  iris  is  then  drawn  out,  and  a  snip  made  through  it  from  the 
pupillary  border  to  the  ciliary  attachment,  on  the  rifjht-hand  side  of  the 
forceps.  The  portion  of  iris  held  in  the  forceps  is  then  torn  away  from 
its  ciliary  attachment  along  the  whole  length  of  the  wound  and  snipped 
off  at  its  left-hand  extremity.  Finally,  the  iris  at  the  ani^les  of  the 
coloboma  is  tucked  into  the  anterior  chamber  away  from  the  wound. 
This  mode  of  performing  iridectomy  is  different  to  that  in  which  it  is 
carried  out  for  other  purposes,  and  is  best  described,  for  distinction,  by 
the  name  of  iridectomy-dialysis. 

The  afur-trtfitmcnt  consists  in  the  firm  application  of  a  compress  of 
antiseptic  wool  with  a  roller  bandage,  and  keeping  tlic  patient  in  bed 
until  the  anterior  cliamber  has  re-formed.  The  shock  of  the  operation 
on  one  eye  for  glaucoma  is  liable  to  excite  an  acute  attack  of  glau- 
coma in  the  fellow-eye.  To  prevent  this,  cserin  drops  .should  always 
be  applied  to  the  fellow-eye  on  the  completion  of  the  operation,  and 
their  use  continued  for  a  week  afterward. 

The  most  fatal  and  dreaded  complication  after  iridectomy  for  glau- 
coma is  intra-ocular  hemorrhage.  As  the  result  of  the  increased  ten- 
sion the  walls  of  the  intra-ocular  vessels  become  altered  and  brittle; 
then  on  sudden  diminution  of  pressure  they  may  easily  rupture.  The 
henu^rrhage  usually  takes  place  between  the  choroid  and  .sclerotic,  and 
the  lens  and  vitreous  may  be  forced  out  through  the  wound. 

To  prevent  intra-ocular  liemorrhagc,  any  sudden  escape  of  aqueous 
must  be  avoided,  all  stages  of  the  operation  must  be  performed  with 
deliberation,  and  the  compress  afterward  be  firmly  applied. 
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Suppuration  after  iridectomy  is  an  exceedingly  rare  occurrence. 
The  formation  of  cataract  occasionally  occurs,  sometimes  from  a  wound 
of  tlie  leas  duriiij»  the  ojxrration.  at  other  times  as  the  result  of  adhe- 
sion of  the  upjxrr  border  of  the  lens  to  the  sclcrocomenl  wound,  when 
the  anterior  chamber  has  been  slow  in  re-forming.  The  opacity  then 
commences  in  the  neighborhood  of  the  wound. 

/•'or  Artificial  /^///j^— The  direction  in  which  an  iridectomy  is  to  be 
performed  for  artificial  pupil  is  determined  to  a  large  extent  by  the  posi- 
tion of  the  opacity.  When  possible,  it  is  best  to  perform  it  down  and 
in.  The  incision  should  be  made  with  a  kcratome  at  or  just  within 
the  corneal  margin;  and,  as  a  rule,  only  a  smiill  portion  of  the  pupil- 
lary margin  of  the  iris  is  to  be  withdrawn  and  snipjKrd  ofT". 

For  Closfd  Pupil  from  /r/Ziv.— Iridectomy  for  closed  pupil  maybe 
a  very  difficult  procedure.  The  iris  becomes  so  (riablc  and  so  atlhcrent 
to  the  lens-capsule  that  a  satisfactory  piece  cannot  be  grasped  and  drawn 
out  with  forceps. 

Iridotomy. — Iridotomy  is  performed  when  the  lens  is  absent  and 
when  the  pupil  ha**  become  closed  by  an  inilummatory  membrane.  It 
is  most  suitable  for  cases  in  which,  after  extraction  of  aitaract  as  Ihc 
result  of  iritis,  the  coloboma  is  closed  and  has  become  somewhat 
drawn  up.  The  instruments  required  are  a  speculum,  toothed  fixation- 
forceps,  a  broad  needle,  and  iridotomy-scissors. 

The  operation  should  be  planned  so  that  the  cut  in  the  iris  is  made 
at  right  angles  to  its  fibers,  which  will  allow  of  its  gaping  afterward. 
An  opening  is  made  in  the  cornea,  a  short  distance  from  its  margin, 
with  the  brnad  needle,  the  point  of  which  is  carried  on  so  as  to  make 
a  small  hole  in  the  iris.  The  blades  of  the  scissors  are  passed  through 
the  corneal  opening,  the  sharp-pointed  one  being  directed  behind 
the  iris  through  the  hole  in  it,  and  the  blunt-pointed  one  in  front  of  it. 
By  one  snip  the  portion  of  iris  and  any  capsule  there  may  be  are  cut 
across  and  a  clear  opening  is  made. 

Operations  for  Cataract. — Discission In  performing  the  oper- 
ation of  discission  the  ])upil  must  first  be  ililate*.!  with  atropin.  The 
lids  can  be  separated  and  the  globe  steadied  with  the  fingers;  or  a  spec- 
ulum and  fixation -forceps  may  be  used.  A  spcar-pointcd  cataract- 
needle  is  passed  obliquely  through  the  cornea  a  short  distance  from 
its  margin ;  and  with  the  point  a  crucial  incision  Is  then  made  in  the 
anterior  capsule  of  the  lens.  In  withdrawing  the  needle  L^are  must  be 
tjiken  to  make  it  pass  through  the  cornea  in  precisely  the  same  plane 
that  it  entered;  by  so  doing  a  sudden  spurting  out  of  the  aqueous 
humor  is  avoided. 

The  after-treatment  consists  in  keeping  the  eye  tied  up  with 
a  compress,  and  in  the  application  of  atropin  drops  three  times 
a  day. 

If  there  was  any  clear  lens-matter  present  previous  to  the  operation, 
it  will  become  opaque.  Portions  of  opaque  lens-substance  wilt  pro- 
trude forward  into  the  anterior  chamber  and  gradually  become  dissolved. 
In  some  cases,  as  the  result  of  a  single  needling,  the  lens  may  become 
absorbed  and  the  pupil  be  left  black  ;  generally,  however,  the  operation 
hxs  to  be  repeated.  In  some  cases  the  Icns-substancc.  after  needling, 
.•swells  up  rapidly,  giving  rise  to  pain  and  increase  of  tension.    A  second 
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operation,  either  curet-evacuation  or  suction,  must  then  be  pcrfoi 
to  let  it  out. 

Curet-evacuation  and  Suction — ^The   instruments  required  for' 

curct-cvacuatiun  arc  a  speculum,  toothed  fixation-forceps,  a  narrow 
keVatonie,  and  a  curet.  The  incision  is  made  in  the  cornea  with  the 
keratome,  about  2  mm.  from  its  margin.  Through  this  o(xrning  the 
curet  is  introduced,  and  with  it  the  lower  hp  of  the  wound  gently 
depressed  ;  the  lens-matter  then  escapes  along  the  groove  of  the  curet 
Sometimes  its  evacuation  is  facilitated  by  a  little  counterprcssurc  with 
the  finger  on  the  opposite  side  of  the  cornea. 

For  the  suction-operation,  either  Bowman's  hand-ap)>aratus  or 
Teal's  mouth-sucker  may  be  employed.  The  nozzle  of  the  instrument 
is  introduced  through  the  corneal  wound  into  the  center  of  the  swollen 
lens-matter,  and  then  suction  is  exerted.  After  cither  operation  care 
must  be  t;iken  that  no  iris  or  lens-capsule  is  left  entangled  in  the 
wound.  M 

The  after-treatment  is  the  same  as  that  for  discission.  1 

Extraction. — The  instruments  which  should  be  prepared  for  extrac- 
tion of  cataract  are  a  speculum,  toothed  fixation-forceps,  a  Graefe's 
knife,  iridectomy -forceps,  iridectomy-scissors,  a  cystotome,  a.  curet,  a 
tortoise-shell  spoon,  and  a  cataract-scoop. 

The  incision  for  extraction  of  cataract  should  be  made  at  the  cor- 
neal margin  and  extend  round  about  the  upper  third  of  it«  circumfer- 
ence. The  speculum  is  first  inserted  and  the  eyeball  fixed  by  grasping 
the  conjunctiva  with  the  forceps  below  the  cornea.  The  Graefe  knife 
is  then  passed  into  the  anterior  chamber,  its  point  being  directed 
through  the  sclerocomeal  margin  toward  the  center  of  the  pupfl. 
After  the  point  has  entered  the  chamber,  it  is  turned  and  carried  on 
so  as  to  make  a  counterpuncture  at  a  corresponding  point  in  the  sclero- 
comeal margin  on  the  opposite  side.  In  completing  the  incision  the 
knife,  as  .soon  as  it  ha-i  i)enetrated  the  fibrous-tt.s5ue  tunic  of  the  globe, 
should  be  made  to  cut  a  short  conjunctival  flap.  The  next  stage  is  to 
grasp  with  the  forceps  and  cut  oflT  a  small  piece  of  iris,  not  for  the  pur^ 
pose  of  facilitating  the  exit  of  the  cataract,  for  it  can  be  easily  removed 
through  the  unaltered  pupil,  but  to  avoid  the  risk  of  a  .subsequent  pro- 
lapse of  iris  when  the  aqueous  humor  again  begins  to  collect.  Some 
operators  prefer  not  to  perform  an  iridectomy  unless  the  iris  shows  ^ 
undue  tendency  to  prolapse  after  the  cataract  has  been  removed.   " 

The  iridectomy  having  been  performed,  the  cystotome  is  introduced 
into  the  anterior  chamber  and  a  T-shaped  opening  made  in  the  anterior 
capsule.  The  catiract  is  then  made  to  present  at,  and  esciipc  through, 
the  wound  by  gentle  pressure  with  the  tortoise-shell  spoon  at  the  lowei 
margin  of  the  cornea.  Sometimes  a  little  counterprcssurc  with  the 
curet  on  the  upper  lip  of  the  wound  assists  in  its  progress  out.  When 
the  lens  is  of  a  sticky  consistency,  so  that,  after  having  presented,  tl 
fails  to  escape  easily,  its  removal  may  be  effected  by  picking  ft  out 
with  the  cystotome.  After  the  hard  nucleus  has  been  extracted,  the 
removal  of  any  soft  cortical  matter  that  may  be  left  .should  be 
attempted  by  gently  stroking  the  cornea  with  the  curet  in  the  positiofi 
in  which  it  lies.  Finally,  the  iris  at  the  angles  of  the  coloboma  must 
be  tucked  back  to  insure  no  entanglement  of  them  in  the  wound 
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The  after-tre;itnient  consists  in  keeping  the  patient  in  bed,  with 
both  eyes  tied  up  with  compresses  of  antiseptic  wool,  for  three  days. 
Then  the  unopcratcd  eye  may  be  liberated  and  the  patient  allowed  to 
sit  up.  Both  eyes  should  be  bathed  every  twenty-four  hours  with 
warm  boric-acid  lotion,  and  the  margins  of  the  lids  anointed  with  a 
little  boric-acid  ointment.  If  there  is  any  complaint  of  pain  or  fear 
of  iritis,  atropin  should  be  applied.  Usually,  at  the  end  of  a  week  or 
ten  days  the  eye  oiierated  on  can  be  left  untied  iluring  the  day,  but 
must  be  kept  shaded  from  any  bright  li^ht. 

Complications. — The  most  serious  complication  which  may  occur 
during  the  operation  is  the  escape  of  vitreous.  If  vitreous  presents 
before  the  cataract  has  been  removed,  all  attempts  to  extract  it  by 
pressure  on  the  globe  must  be  abandoned.  The  scoop  .should  be 
passed  behind  the  lens,  and  then  drawn  upward  with  the  lens  through 
the  wound.  Sup])uratian,  shouhl  it  occur,  generally  commences  at 
the  margin  of  the  wound  the  second  or  third  day  after  the  operation, 
and  rapidly  spreads,  involving  iris  and  vitreous  humor.  As  soon  as 
possible  after  its  appearance  the  infected  area  should  be  touched  with 
the  galvanocautery.  and,  if  thought  necessary,  the  anterior  chamber 
washed  out  witJi  chlorin  water. 

Other  complications  occasionally  occurring  after  extraction  of 
cataract  are  intra-ocular  hemorrhage,  iritis,  sympathetic  ophthalmitis, 
and  glaucoma.  In  quite  a  third  of  the  cases  of  cataract-extraction  a 
subsequent  needling  of  the  capsule  of  the  lens  is  required.  Some- 
times cortical  matter  is  left  behind  in  the  capsule,  and  requires  exposure 
to  the  aqueous  to  enable  it  to  become  absorljcd;  at  other  times  the 
clear  capsule  is  much  wrinkled  and  interferes  with  distinct  vision,  so 
that  it   require-^  to  bf  torn  tliroiijjli. 

Operations  for  Strabismus. — Tenotomy. — The  instruments  re- 
quired for  tenotomy  of  one  of  the  recti  muscles  are  a  speculum, 
toothed  fixation -forceps,  blunt-pointed  scissors,  and  a  strabismus-hook. 

Before  a  strabismus-hook  can  be  passed  beneath  the  tendon  of  one 
of  the  recti  muscles,  an  opening  has  to  be  made  in  the  conjunctiva  and 
Tenon's  capsule.  In  Gracfe's  upcriktinn  this  is  cflectcd  by  picking  up 
a  fold  of  conjunctiva  with  forceps  directly  over  tlic  insertion  of  the 
tendon  of  the  muscle  to  be  divided,  making"  a  small  transverse  snip 
into  it  with  scissors,  and  then  burrowing  and  snipping  with  the  scissors 
a  little  downward  in  the  subconjunctival  tissue.  The  hook  is  passed 
beneath  the  lower  border  of  the  tendon,  which  is  cut  through  close  to 
its  insertion.  By  a  free  division  of  Tenon's  capsule  above  and  below 
the  muscle,  and  a  free  separation  of  the  conjunctiva  fr()m  it.lhe  amount 
of  retraction  of  the  ten»^lon  and  ciTcct  of  the  operation  can  be  increased. 

In  Critchett's  operation  a  fold  of  conjunctiva,  sometimes  together 
with  Tenon's  capsule,  is  picked  up  and  snipped  into  at  the  lower  raai^in 
of  the  insertion  of  the  muscle  to  be  divided.  If  only  the  conjunctiva 
is  opened  with  the  first  snip.  Tenon's  capsule  has  to  be  picked  up 
afterward  and  opened  sepanitely.  The  strabismus-hook  is  next  passed 
into  the  wound,  which  is  held  open  with  forceps,  its  point  al  first 
being  directed  backward,  and  afterward  turned  upward.  It  is  then 
drawn  fonvard  in  contact  with  the  sclerotic,  between  it  and  the  tendon, 
until  it  is  arrested  by  the  insertion  of  that  structure.    The  scissors  arc 
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introduced  into  the  wound  between  the  hook  and  the  sclerotic,  one 
blade  being  passed  in  front  of  ;md  the  other  behind  the  tendon.  With  a 
few  siiijjs  the  tendon  is  then  cut  through.  Tlie  hook  should  be  jxLSScd 
a  second  or  a  third  time,  .is  may  be  necessary,  to  see  that  no  stmnds 
of  tendon  have  been  left  undivided. 

AJfcr-treatvicni. — After  tenotomy  the  eye  need  not  be  kept  tied 
up  more  than  twelve  hours.  It  .should  be  bathed  three  times  a  day 
with  boric-acid  lotion.  If  the  eflect  of  the  operation  Is  less  than  was 
desired,  the  patient  should  be  directed  to  hiok  sevenil  times  a  day  as 
far  as  possible  away  from  the  side  on  which  the  operation  was  per- 
formed, so  as  to  stretch  Uic  newly  formed  adhesions  of  the  len<lon.     J 

CompliciUion — After  tenotomy  of  the  internal  rectus  muscle  a  c«H 
tain  amount  of  sin  kin  j;  of  the  caruncle  ahnosl  always  occurs;  not 
usually,  however,  sufficient  to  be  noticeable  to  otlier  than  a  skilled 
observer.  Should  an  excessive  amount  of  sinking  of  the  caruncle 
seem  likely,  a  stitch  slmuld  be  inserted  in  the  conjunctival  wound.  Sup- 
puration of  the  wound  is  an  exceedingly  rare  event  after  tenotomy, 
and  should  never  occur  if  pro[>cr  antiseptic  precaution.s  bo  taken.        J 

Perforation  of  the  iiclerotic  is  an  accident  that  has  sometimes  ha^ 
pcncd  ;  but  it  t»  not  likely  to  occur  if  a  blunt-hook  and  blunt-pointed 
scissors  are  used. 

Advancement. — The  instruments  required  for  advancement  are  the 
same  as  thci?ie  for  tenotomy,  tDgelher  with  a  needle-holder,  and  three 
small  curved  needles  threaded  with  fine  silk  sutures.  The  first  stitch 
is  inserted  into  the  conjunctiva  close  to  the  corneal  margin  and  op{K>- 
sitc  the  center  of  the  tendon  of  the  muscle  to  be  advanced.  An  inci- 
sion is  made  through  the  conjunctiva  over  the  tendon  with  the  scissors. 
Tenon's  capsule  is  ojxTied,  and  the  strabisnius-hook  passed  beneath  the 
tendon.  A  second  stitch  is  i>assed  through  the  iip|K-r  border  of  the 
tendon,  and  a  third  thnmyh  the  lower  border.  The  tendon  is  then 
divided  and  hekl  forward  while  the  iirst  middle  stitch  is  ] 
tlirou^h  the  tendon  and  conjunctiva  overlying  it,  as  far  back  a.s  may 
thought  neccs.sary. 

The  upper  and  lower  stitches  arc  passed  respectively  beneath  the 
conjunctiva  above  and  below  the  cornea  to  a  point  opposite  the  center 
of  it.  A  tenotomy  of  the  antagonistic  muscle  is  generally  i>crfomicd 
befnri-  tin;  stitches  are  tietl.  dnn'ng  wliich  latter  process  the  eye  should 
be  rotated  toward  the  muscle  to  be  advanced.  After  the  operation 
both  eyes  .should  be  kept  tied  up  for  three  days,  and  the  sutures  be 
removed  at  the  end   of  a  week. 

Bnucleatioti  of   the  Eyeball. — The   instruments  required  for 
enucleation  of  the  eye  are  a  speculum,  toothed  fixatiim-forccpw,  blu: 
poinlcti  scissors  curved  m\  the  flat,  and  a  .strabi.smus-hook. 

The  conjunctiva  is  first  cut  as  close  as  possible  round  the  margm 
of  the  cornea.  Tenon's  ca|xsule  then  t>eing  opened,  the  tendon  of  each 
rectus  muscle  is  picked  up  on  the  hook  and  divided  close  to  the  globe. 
After  division  of  the  recti  muscles  the  eyeball  can  be  made  to  pro- 
trude by  pressing  the  speculum  backward  behind  its  equator.  If  there 
has  been  a  jx-rforation  and  the  eyeball  is  collapsed,  !t  must  be  drawn 
forward  with  the  forceps,  one  blade  being  passed  into  the  globe  to 
secure  a  firm  hold.     The  globe  being  made  to  protrude,  the 
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are  pcisscd  behind  it,  the  blades  partially  separated,  and  the  optic  nerve 
fcit  for  and  divided.  TIil*  L-ycliall  is  tliL-n  further  drawn  forward,  and 
any  other  tissues  adlieriiij;  to  it  cut  throuj^rh. 

After-treatment. — Immediately  after  the  operation,  a  compress 
composed  of  antiseptic  f^auze  and  wool  should  be  firmly  applied  with 
a  roller  bandage.  The  hemorrhage  after  enucleation  can  always  be 
controlled  by  pressure.  If  there  is  any  purulent  discharge  from  the 
conjunctiva,  or  if  there  liius  been  any  escape  of  purulent  matter  from 
the  eyeball  into  the  wuund  ihiring  the  operation,  both  conjunctival  sac 
and  wound  slumhl  be  thoroughly  irrigated  with  mercury-ix:rchlorid 
lotinn,  I  :  3000. 

Complications. — Not  uncommonly,  a  few  weeks  after  enucleation 
of  the  eye  a  small  mass  of  granulali<tn-tissue  forms  at  the  bottom  of 
the  conjunctival  sac ;  it  can  be  easily  snipped  off,  and  after  its  complete 
removal  does  not  a^iiin  rc-forin. 

Fatal  meningitis  has  fn  a  few  aises  been  known  to  follow  the  re- 
moval of  cyc&  with  suppurative  panophthalmiils.  Tu  avoid  the  risk 
of  meningitis,  it  has  l)een  suggested  that  suppurating  eyes  should 
always  be  eviscerated.  It  yet  remains  to  be  proved  that  this  operation 
is  less  likely  to  give  rise  tn  danger  than  enucleation. 

Evisceration  of  the  Eyeball. — The  operation  of  evisceration, 
besides  being  pcrf^niied  on  suppurating  eyes  to  avoid  the  risk  i>f  men- 
ingitis, is  also  done  sometimes  instead  of  cnutteation,  in  order  to 
obuin  a  better  stump  for  the  artiAcial  eye  to  rest  on.  In  what  is 
known  as  Mules's  operation,  a  hollow  glass  globe  is  sewed  into  the 
.sclerotic,  after  removal  of  the  contents  of  the  eyeball.  The  instru- 
ments required  for  this  operation  arc  a  speculum,  toothed  fixation-for- 
ceps, a  Beer  knife,  curved  scissors,  a  sharp  scoop,  a  needle-holder, 
curved  needles  with  silk  sutures,  holhtw  glass  globes  of  varinus  sizes, 
and  an  apparatus  for  the  introthiction  of  the  latter  into  the  sclerotic. 

The  cornea  is  removed  by  cutting  round  it  willi  the  Beer  knife  a 
little  outside  the  sclcrocumcal  margin.  The  incision  is  continued  into 
the  sclerotic  on  each  side  for  a  short  distance,  so  that  the  edges  of  the 
wound  may  afterward  come  easily  together.  The  whole  contents  of 
the  globe  are  scooped  uut  a^  the  sclerotic,  great  care  being  taken  to 
remove  every  bit  nf  the  uveal  tract.  The  cavity  of  the  sclerotic  is 
well  irrigated  with  cold  mere  11  rj' -j sere hlorid  lotion,  by  which  means  the 
hemorrhage  is  soon  sufficiently  arrested.  A  glass  globe  winch  will  fit 
easily  is  then  introduced,  and  the  edges  of  the  wound  united  over  it, 
the  sutures  being  pa-i'^ed  through  both  conjunctiva  and  sclerotic. 

After-treatment. — This  operation  is  usually  followed  by  a  consid- 
erable amount  of  reaclinn.  general  and  local.  The  conjunctiva  and 
lids  become  swollen,  the  temperature  rises,  and  sometimes  there  is 
vonu'ting.  The  amount  of  reaction  can  be  reduced  by  the  con.stanl 
application  of  ice-compresses  for  the  first  twenty-four  hours  after  the 
operation. 

Operations  on  the  Eyelids. — For  Entropion  or  Trichiasis. — Of 
the  numerous  operations  for  entropion  ttf  the  iip|>er  lid  which  have 
been  invented,  the  following  modification  of  Arlt's  is  most  generally 
useful.  The  instruments  required  for  it  are  IVsmarrc's  lid-clamp,  a 
Beer    knife,    fine    dissecting- forceps,    a    needlc-holdcr,   three    curved 
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nccdlcK  with  silk  sutures,  and  a  pair  of  scissors.  The  clamp  leaving 
botrii  fixeil  on  the  lid,  an  incision  is  made  with  the  Hcer  knife  alonj;  its 
free  marj^in,  so  as  to  split  the  tarsus  throughout  its  whole  length.  The 
surpeon  should  endeavor  to  make  the  incision  pass  bct^vcen  the  ducts 
of  the  Meibomian  glands  and  the  hair-folliclcs,  particular  care  being 
taken  that  no  hair-follicle  is  left  in  the  hindermost  division.  A  strip  of 
skin  is  next  removed  parallel  with,  and  about  2  mm.  distant  from,  the 
margin  of  the  lid.  Then,  by  uniting  the  edges  of  the  skin  wound  witli 
three  sutures,  the  lashes  arc  everted  away  from  the  eycbalL  The 
amount  of  cfTect  produced  can  be  regulated  by  the  depth  of  the  first 
incision  and  tlie  width  of  the  piece  of  skin  removed.  In  siiasmodic 
entropion  of  the  lower  lid  the  cicatrization  resulting  from  removal  of 
a  piece  of  skin  and  orbicularis  muscle  will  almost  always  effect  a  cure. 
A  jiiece  of  the  skin  should  be  picked  up  with  a  T-sha[)ed  pair  of  for- 
ceps and  cut  off  with  straight  scissors.  Afterward  a  piece  of  orbicu- 
laris muscle  is  picked  up  and  snipped  off  in  the  same  way,  and  the 
wound  is   left  to  heal  without  the  insertion  of  any  sutures. 

For  Ectropion. — The  operation  which  should  be  performed  for 
ectropion  depends  on  the  amount  of  the  defect-  In  a  case  of  evcrsion 
of  the  lower  lid  following  marginal  blepharitis,  the  insertion  of  one  or 
more  sutures  in  the  way  suggested  by  Snellen  usually  suffices.  A 
silk  stitch  is  required,  threaded  with  curved  needles  at  both  ends,  The 
two  needles  arc  entered  a  short  distance  apart  at  the  highest  point  of 
the  e\*erled  mucous  surface.  After  penetrating  the  conjunctiva  and 
tarsus,  they  are  carried  buneath  the  skin  to  a  point  on  a  level  with  the 
lower  margin  of  the  orbit,  where  ihey  are  made  to  emerge.  On  being 
drawn  vpoTi.tlie  loop  of  silk  left  on  the  everted  portion  tends  to  bend 
the  tarsus  inwaril;  when  suffitimt  inversion  has  been  produced,  the 
stitches  shoiilil  be  lied  over  n  small  piece  of  draina;^e-tube. 

In  cases  of  ectropion  of  the  lower  lid  in  which  there  has  been  loss 
of  skin,  what  is  known  as  the  V  Y-operation  is  often  very  useful.  The 
principle  of  it  is  to  make  a  V-shaped  flap  which  will  slide  up  so  as  to 
raise  the  lid;  afterward,  to  draw  together  the  two  edges  of  the  raw 
surfiicc  left  below  the  apex  of  the  flap,  and  convert  what  was  originally 
a  V-shaped  wound  into  a  V-shaiK:d  one. 

In  more  extensive  cases  of  ectropion  of  the  lower  Hd,  and  in  most 
cases  of  ectropion  of  the  upper  lid,  after  an  incision  has  been  made  so 
that  the  edges  of  the  lids  come  easily  together  and  can  be  temporarily 
united  by  sutures,  a  large  raw  surface  is  left  This  has  to  be  filled  up 
with  a  flap  of  skin  taken  from  some  other  part  of  the  body.  Sometimes 
one  can  be  twisted  round  from  the  temple,  a  pedicle  of  attachment 
being  retained.  In  other  cases  a  totally  detached  jiicce  of  skin  has  to 
be  taken  from  the  ann.  Quite  large  pieces  can  be  successfully  trans- 
planted in  this  way  if  they  are  retained  in  position  without  sutures 
being  inseited  into  them. 

Operations  for  Epiptora,  or  Lacrimal  Obstruction.— The 
lower  canaliculus  is  the  one  generally  selected  to  be  slit  in  caiscs  of 
epiphora,  or  lacrimal  obstruction.  Weber's  probe-pointed  knife  is  the 
best  instrument  with  which  to  perform  the  operation.  The  lid  is  drawn 
away  from  the  globe  and  the  probe-point  inserted  into  the  puncta.  the 
knife  being  slid  along  the  canaliculus  until  it  is  arrested  by  the  inner 
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wall  of  the  lacrimal  groove.  The  canaliculus  being  then  put  on  the 
stretch,  and  fixed  by  drawing  the  lid  slightly  outward,  is  slit  up  along 
its  inner  wall  by  raising  the  knife  into  a  vertical  position. 

Small  probes  can  be  passed  through  the  unopened  canaliculus  for 
the  purpose  of  exploring  the  lacrimal  duct.  The  puncta,  if  very  small, 
may  be  dilated  for  this  purpose  with  a  tapering  drill.  For  the  dilata- 
tion of  a  stricture  of  the  duct  with  large  probes  the  canaliculus  must 
be  opened  up. 

To  pass  a  lacrimal  probe,  the  instrument  is  held  first  horizontally 
and  slid  along  the  canaliculus  through  the  lacrimal  sac  until  the  inner 
bony  wall  is  felt.  It  is  then  raised  to  the  vertical  position  and  pressed 
firmly  but  gently  downward,  with  a  slight  inclination  backward  and 
outward  to  the  floor  of  the  nose. 

It  is  sometimes  necessary  to  incise  a  stricture  in  the  lacrimal  duct. 
This  is  best  done  with  a  Stilling's  knife,  which  is  passed  through  the 
canaliculus,  after  it  has  been  slit,  into  the  lacrimal  sac,  and  down  the 
duct  in  the  same  direction  as  the  probe. 


CHAPTKR    XXVIII. 


SURGERY  OF  THE  EAR- 

DISEASES  OP  THE  AURICLE. 

Malformations  of  the  auricle  arc;  due  to  arrest  of  devcl< 
excess  of  development,  or  malposilion. 

Arrest  of  Development. —  Comp/cte  ahst-nct  of  the  auricle  is 
rare.    Partial  ticfucts  {vtictotut),  \n  which  the  auricle  appears  as  a  sh« 

less  round  mass,  or  rolled  upon  itself,  or 
the  helix  adherent  to  the  tragus,  are 
sionally  seen.  Congt-mtal  fistula  (fistula  aut 
congenita)  is  quite  common,  appearing  as  i 
fistula  from  0.3  to  1.5  cin.  (a2  to  0.6  inch| 
long.  leading  obliquely  inward  more  or  1<m 
parallt^l  in  the  meatus,  and  secreting  a  ycllM 
ish-while  fluid,  which,  from  retention,  mij 
form  a  fluctu.Hting  tumor.  These  fistula:  are 
almost  always  situated  from  1  to  3  cm.  (04  to 
0.8  inch)  above  and  in  front  of  the  tragus; 
although  exceptionally  they  have  been  found 
in  the  antitragus,  lobule,  crus  helicis.  and  be- 
hind the  ear.  They  are  generally  referred  to  an  incomplete  closure 
of  the  first  branchial  cleft  of  tlic  fetus;  but  I  lis  considers  them 


[SchwarlKl. 
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to  incomplete  union  of  the  crus  helicis  and  crus  supra  tragic  us. 

Excess  of  development  is  seen  as  abnormally  large  auricles,  other- 
wise vvell  formed  [tniurotia)  ;  or  as  auricular  appendages,  small  project- 
ing masses  near  the  auricle,  sometimes  composed  of  folds  of  skin  and 
subcutaneous  cellular  tissue  merely,  but  often  containing  irregular  bits 
of  cartilage  {/>o/yofiii).  Ver)'-  exceptionally,  excessive  development  ,b 
seen  as  a  dupikatiou  of  the  auricle,  a  more  or  less  wcll-formcd  auricle 
being  situated  on  the  neck,  a  short  distance  below  the  natural  o 

Treatment. — In  microtia,  plastic  surgery  is  rarely  able  to  c: 
anything,  the  congenital  malformatinu  is  st>  great. 

CongeniUil fistula  does  not  call  for  surgical  interference  except  w 
there  is  retention  of  secretion  with  the  formation  of  a  tumor,  or  wh« 
the  secretion  is  so  abundant  as  seriously  to  inconvenience  the  patient 
In  cither  case  the  entire  epithelial  lining  of  the  fistula  must  be  disscctcc; 
out  or  othenvisc  extirpated;  for  if  this  is  not  done,  there  is  certain  t| 
be  a  re-forming  of  the  tract  ■ 

For  M<u:rotia. — Where  cosmetic  effect  demands  an  openitiol 
Schwartze  has  obtained  a  good  result  by  removing  a  long  elliptic^ 
piece  of  the  entire  thickness  of  the  cartilage,  with  the  skin  from  tfa 
fossa  of  the  helix,  then  taking  out  a  triangular  piece  from  the  hdix 
well  into  the  concha,  and  uniting  the  edges  by  transfixing  ~ 
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Auricular  appendants  arc  readily  removed  by  an  cUiptical  incision 
around  their  bases,  cuttinji  them  off  a  litde  below  the  surrounding 
surface,  and  then  Huturinp  the  skin. 

Malposition  is  setrn  as  an  auricle  attached  at  such  an  obtuse  angle 
to  the  head  as  to  make  it  too  prominent.  To  correct  this,  it  is  neces- 
sary to  bind  the  ear  tti  tljc  skull,  which  can  be  done  by  tlic  operation 
described  by  Monks,'  whifli  cmisists  in  dissecting  nfT  an  elliptical  piece 
of  skin  embracing  both  thu  posterior  surface  of  the  auricle  and  the 


FtRS.  400. 431. — Malposition  of  tbc  aunclc  b«rore  operdlion  and  about  a  yenr  aficr  opcralion 

(Monlu). 

mastoid.  The  cartilage  is  then  stitched  to  the  head  by  one  or  two 
buried  catgut  sutures,  the  edges  of  the  skin  united  by  silk  sutures,  and 
a  pressure-bandage  applied.  Judgment  must  be  used  in  deciding  in 
each  individual  case  how  much  of  the  skin  should  Ije  removed.  When 
the  cartilage  of  the  skin  is  parliculiirly  thick,  it  should  be  reduced  in 
thickness  by  paring  it  down  with  a  knife  to  diminish  its  resistance,  and 
care  should  be  taken  to  retain  the  natural  depression  of  the  antihctix 
and  concha  by  paring  and  suturing  if  necessar>\ 

Wounds  of  the  atiricle  usually  heal  well ;  but  if  the>'  involve  the 
orifice  of  the  meatus,  they  arc  liable  to  cause 
stenosis  or  atresia,  which  must  be  guarded 
against  by  packing,  cauterization  of  redundant 
granulations,  grafting  of  skin,  or  by  the  in.scr- 
tion  of  a  .tmall  flap  of  skin. 

Fissure  {cohboma)  of  any  portion  of  the 
auricle  may  be  congenital,  in  which  case  the 
cartilage  is  apt  to  be  very  thin  nn  the  edges  of 
the  fissure;  or  it  maybe  acquired  from  injury 
and  non-union  of  the  severed  edges.  The  most 
common  form  is  in  the  lobule  only,  due  to  heavy 
car-rings  that  have  slowly  cut  their  way  out.  All  varieties  arc  cured 
by  freshening  the  edges  of  the  fistula  and  bringing  tliem  together  by 

I  Bc)t«n  Afeid.  ami  Snt^.  Jitirttaf,  J«n.  ai,  1S9I. 
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transfixing  sutures.  If,  however,  only  this  is  done,  there  is  apt  to  be 
left  a  small  disfiguring  notcli  at  the  edge  when  the  parts  heal,  which 
can  be  avoided  by  making  a  small  flap  of  skin  on  llie  edge,  and,  after 
tltc  transfixing  sutures  are  appUcJ,  stitching  this  skin  across  the  wound 
and  for  a  short  distance  beyond  it,  freshening  the  edge  for  the  purpose. 
Othematoma  {hematoma  auris)  is  a  bluish-red,  fluctuating  swelling, 
usually  on  the  concavity  of  the  auricle,  of  any  size  from  that  of  a  filbert 
to  involvement  of  the  entire  auricle,  and  is  produced  by  an  effusion  of 
blood  between  the  perichondrium  and  cartilage.  It  appears  in  two 
varieties,  spontaneousand  traumatic,  which  differ  much  in  their  course 
and  their  results. 

Othematoma  spontanenra  nccon  asndty  in  the  inEanr,  andoubtHlly  without  any 
appr;:ciiil)lit  i)r(.^:<.-iluig  vii^IuDuc;  but  nlio,  rerj  cxcepi  ton  ally,  withoiu  oicnuil  di!>ca>c.  <X 
6ao  menially  diseased  cxflminrd  by  Kindl,'  ,j6  showed  the  diwasc  or  its  results :  6  of  llirv 
«u}frrrfl  fmm  rnanin,  j  fmm  df1ii<ion«.  3  From  mdartcliutia,  ami  24  from  imbeclIitT.  Th«  polh- 
o[o|;jcal  L'liaaiji^s  ptciliiiposiiiK  to  the  disease  arc  cncltoadrumAtou-t  defeneration  and  athf  roma- 
(nu.i  di-vnw  of  ihf  vr.twK  The  tumnr  appears  tuddpnly,  ■tuinc-limM  with  inf1amtniii<-ir)-  xyiop- 
(umii,  reaches  iti  Tull  si^s  wilhiii  a  few  Uay»,  aud  ihcu  usuuHy  uitdcr|>o(r«  a  »i>jw  abM>rp4ion 
uiid  DiganixaCinn,  which  finally,  aflrr  monlhs.  Icavex  the  agrirle  enornuiu^ly  ihickcncd  and 
distorted,  or  crumpled  iiitii  an  irregular,  shapcleu  mass.  Often  bits  of  cartilage  can  be  fell 
adhrtirig  ni  ihc  wnlK  (if  llir  r«ciit  tumor. 

Othematoma  traumaticum  i^  tlte  muIi  of  a  blow  upon  the  car.  It  la  qoite  com- 
mon in  boxers  »nd  foulbnll-playcTs  i  is  the  cfTi-ct  of  djrcct  violence  on  the  healthy  car  ;  but 
I  have  somi^imos  been  able  to  fe*I  an  irreeular  bit  <if  canila^e  in  the  wall  of  the  tumor,  as 
if  the  cartilage  had  split  or  broken.  If  left  to  itself,  the  Huid  ik  absorbed  ;  but  a  ccttaia 
amount  of  orf^nimtSun  inlcci  place,  Wving  thickening.  I  have  never  xeen  crumpling  of 
the  caililacc  from  tht;  trauiDatic  variety. 

Treatment. — In  both  varieties  the  fluid  blood  should  be  evacuated 
with  thorough  aseptic  precautions,  and  a  pressure-bandage,  with  com- 
presses, applied  to  keep  tlic  walls  in  firm  contact.  If  the  tumor  is  of 
only  a  few  days'  standing,  evacuation  by  subcutaneous  puncture  with  a 
small  cannula  may  he  done;  if  of  longer  duration,  and  if  coagulation 
has  taken  place,  an  incision  will  be  best.  Union  <if  ihe  perichondrium 
and  the  cartilage  is  often  slow  in  forming — in  the  tratimatic  variety. 
from  one  to  three  weeks;  in  the  spontaneous  variety,  very  much 
longer.  When  it  has  taken  place,  massage  is  of  value  in  assisting 
absorption  of  the  thickening. 

Fibroma  {cicatricial  kdoitV)  develops  in  the  lobule  around  the 
puiicttjre  for  an  ear-ring ;  and  it  may  be  of  any  size  up  to  a  hen's  egg. 
Histologically,  it  shows  the  same  structure  as  a  cicatrix  of  the  skin; 
but  unless  removed  thoroughly,  it  will  recur.  It  should  be  removctl  by 
taking  out  a  triangular  piece  of  the  lobule  in  healthy  tissue  outside  of 
the  tumor.  The  lobule  should  be  pierced  well  abavc  the  growth,  and 
incision  made  downward  in  sound  tissue.  From  the  original  point  an 
incision  is  now  niaJe  outward  on  the  opposite  side  of  the  tumor,  and 
the  two  cut  surfaces  united  by  trttnsfixing  sutures,  care  being  taken 
that:  evcr>'  portion  i.>f  the  growth  is  thnroughly  removed.  The  njKrnt- 
tion  can  be  made  absolutely  bloodless  by  enclosing  the  lobule  in  a 
laT^e-size  Snellen  damp.  If  the  tumor  is  small,  requiring  the  removal 
of  but  a  portion  of  the  lobule,  the  contour  of  the  ear  uill  be  better 
preserved  by  carr>'ing  a  narrow  flap  of  skin,  with  some  of  its  tinder- 
lying  tissue,  across  the  wound,  as  described  under  Fissured   Lobule. 

'  Inaug.  Dissert,  Lcipsig,  1867. 
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Angioma  is  not  uncommon,  and  varies  in  size  from  a  small  super- 
ficial cnlargcnicrt  of  the  capillaries  up  to  a  hirge  cirsoid  aneurysm 
involving  tile  whole  auricle  anil  its  neighborhood,  nnd  composed  of 
vessels  more  than  \  inch  in  diameter. 

These  large  growth*  arc  M'uifLtmc*  fatal  fiuin  ])cinvtTbagc  due  lu  rvpiurc  of  imc  of  the 
blood-vessels.  Tliis  occurred  in  n  case  of  VUnskens,  seven  years  after  he  had  Ugaled  the 
common  utmltcl  artery  tu  inevetil  a  uiuiUr  lie(n»rrhat>e  winch  was  thrcaieiiin);  at  the  time 
(if  operation ;  and  ihc  same  danner  was  certainly  imminenl  in  a  case  of  ray  own.'  In  these 
Ju^c  tineuryniial  growths  luhjcctive  nuiacs  arc  .1  cause  of  great  discomfurt. 

The  treatment  of  angioma  must  vary  according  to  the  size  and 
character  of  the  tumor.  In  the  smaller  superficial  forms  the  thermo- 
cautery has  given  good  results  ;  but  dissecting  off  the  involved  skin  is 
more  rapitl  and  certain.  In  the  larger  forms  eleclropuncture  with  the 
constant  galvanic  current  has  been  successful.  When,  however,  the 
whole  auricle  is  involved,  amputation  of  the  whole  by  slow  dissection, 
ligating  the  vessels  as  they  are  severed,  is  the  only  resource;  and  if 
there  is  free  communication  with  the  arterial  system,  as  is  usual  in  these 
extreme  cases,  the  common  carotid  artery  must  be  ligated  before 
beginning  the  tlissection. 

Spitnclioma  is  most  common  on  the  anterior  surface  of  the  car- 
tilage ;  but  is  sometimes  confined  to  the  lobule. 

It  b  a  disease  of  later  life,  bcKiuniri^  as  a  small  iiudule  or  superficial  ulceration,  mud 
extending  MimetimrH  verv  .ilnn/ly,  sritn't-linie^  rapidly.  Il  \\  OMially  MifKrficial  for  a  long 
lime;  and  I  have  seen  one  of  Tiflecn  years'  dunilinn  which  had  extended  fium  Ihe  auricle 
lo  the  scal|»  «irer  a  surfiiix-  as  large  uh  the  mlm  cif  (he  hand,  withinil  inviilviiig  any  riceper 
parts.  Un  the  other  hand,  1  have  recenlly  seen  one  which  pierced  ihe  lobule  within  one 
month  from  the  ap[)L-nrant'e  of  a  small  mxl 
ale.  The  dqjrcc  of  nialignancv  varie:t  very 
much  ;  I  bare  remored  Hie  whole  auricle  for 
A  NmatI  Kupertidal  epithelioma  vriihoiit  any 
appreciable  inhltTalion  ariiund  il,  and  had  U 
recwr  in  •  diffuse  form  in  the  parotid  region 
within  two  months;  while  1  have  followed 
other  CAiieH  for  ten  or  twelve  yean  after  ampv 
talimi  of  Uie  auricle,  without  any  sign  of  re- 
currence. 


\.. 


Pain  is  not  a  characteristic  of 
the  disease;  when  present,  it  is  de- 
scribed as  a  slight  pricking.  The 
diagnosis  must  be  based  on  the  per- 
sistent loss  of  tissue  and  on  micro- 
scopical examination  of  a  fragment ; 
everted  edges  and  abundant  new  lis- 
sue  are  commonly  wanting. 

Amputation  is  the  only  treat- 
ment to  be  considered.  If  but  a 
small  surface  is  involved,  removal 
of  the  whole  thickness  of  the  car- 
tilage well  away  from  the  diseased 
region  may  be  sufficient ;  and  this 
may  sometimes  be  done  in  such  a  way  that  the  severed  edges  can  be 
united ;  but  if  the  cartilage  is  extensively  affected,  amputation  of  the 
entire  auricle  is  advisable. 

'  Green  and  Hixter,  Arthiim  of  OttUgy. 
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In  CAse  the  mcatos  is  involTed,  the  entire  cartilage  down  10  its  iasatioii  oo  tlie  osekoos 
neuos  should  be  inclnded  ;  and  it  is  then  necessair  lo  tnm  id  a  flap  of  skio,  prefenbly 
from  the  mastoid,  to  line  at  least  ooe  side  of  the  mcatos,  in  ocda  10  pfCTent  atresia.  Unless 
actually  diseased,  the  tragus  may  be  left  lo  serve  as  a  paitial  snppon  10  an  artifiaal  amide, 
which  is  desired  by  some  patirats.  A  snail,  isolated,  recnirenl  growth  justifies  a  seoood 
opeiatioD  ;  bai  a  difiiisc  infiltratioa,  as  is  osnal  in  die  parotid  region,  is  beyood  surgical 
relief,  and  is  coounonly  Eatal  in  a  few  moaths. 

Miliam.  oMoedo.  aiheroma,  (ikondrontt,  lipoma,  sarco^n,  and  guiuata  aic  great  nritics 
on  the  aoiicle.  CorVB  is  ocx:aa<Hially  seen  :  >  notable  ooe  ftnoi  the  helix,  3  inches  in  length 
and  coiled  upon  itself  by  two  rrrolBtioo&,  was  praadly  exhibited  here  some  yean  ago  by  its 
pa£<«s9or.  who  refused  to  part  with  it.  Conin  can  be  readily  removed  by  excision  of  the 
entire  pan  to  which  it  is  aOached.  DcnMOU  CySte.  mwmnls  of  the  fint  btanrhial  cUi 
of  the  fents,  are  occasionally  seen  in  the  immediaic  neighbotboad  of  the  anride ;  they 
reqnire  remoral  of  the  whtjc  cy^t-wmlL  SehaccCMIS  CjratS  are  not  infreqoent  on  the 
lobole,  especially  on  its  postencv  aspect :  the  esme  cysi-wall  sbonJd  be  dissected  ooL 

PerichOfadritis  is  extremely  rare  in  either  the  traumatic  or  ^nn- 
taneous  \-ariet\' :  it  amulates  somewhat  an  othematoma,  but  is  destitute 
of  the  bluish  color,  and  begins  usually  in  the  meatus,  extending  thentx 
o\'er  the  auricle. 

Hie  secreted  ftnid  from  Ae  pencboBdrivm  b  at  fim  clear,  and  lata-  pHmlenL  Tbe  acnte 
disesae  is  slow  in  bealii^.  often  reqinnng  two  to  three  months ;  btf  it  may  pass  into  t 
c^rcmc  sa|^  with  coatoaal  pain,  faakws  Dact&.  and  gntitaiian-ahsDesses  ia  Ibe  vidkity, 
lastir^  two  vearsoc  moee. 

In  the  beginnii^,  comprcssaon  to  promote  sdssorpdon,  by  meaits  of 
collodion,  is  ad\ised ;  but  if  fluctuation  is  present,  free  indskm,  with 
drainage,  is  neccssan*.  A  certain  amount  of  thickening  of  the  caitih^ 
rexnains,  which  may  cause  partial  stenosis  of  the  meatus. 

niSRAJgK  OF  THE  HEATIS. 

XalfomtatioilS- — AUcsia  may  be  con^yenital  or  acquired.  When 
cflK^cmial,  it  is  usually  associated  with  malformations  of  the  aunde, 
t\-mpanum,  and  labj-rinth ;  YtaX  excepoonall>-  the  auricle  is  well  de\"cl- 
opcii  Atresia  is  referred  to  dcfccti\"e  dc\-clopment  in  the  firsa  branchial 
cleft,  IcaWnij  detects  in  the  drum-membrane  and  r\-mpanjc  ring,  osseous 
obliteration  ■cS  the  t\Tnpanum,  and  often  ali^o  of  the  iab\Tinth.  together 
mith  closure  of  the  meatus,  either  oss£\->us  or  membranous.  On  aocsount 
<tf  these  accompaii\-ini^  maWoTmations  in  the  middle  and  inner  ears  a 
restoration  of  the  meatus,  even  x\  ix-tssiWr.  can  in  most  cases  accom- 
plish noihrnt;  for  the  hcarrni;,  and  an  orxration  is  onK-  penmssiUe 
when  the  Wcbcr  tcsi  with  the  tuniTii;-!.-^!;  is  jocalircd  in  ^le  affected 
ear,  and  when  at  the  some  time  the  atresia  is  simpH-  membranous. 

Acquired  aTrc^  is  due  to  the  fusion  of  p-anulation-tissue  across  the 
passaijc  which  has  undcrijonc  fiSrous  orijaniration,  the  {^anulatJoRS 
bcini;  the  result  iif  ciihcr  trauma  or  inflammation.  In  these  cases  the 
obstructing  tissue  may  be  \'en-  thin  or  it  ma\-  obliterate  the  entire 
meatus. 

Trt'otnu'vl , — In  cither  varicrx".  if  ampiinrriirr  show?  that  the  mem- 
brane is  not  more  than  \  inch  m  thiclcness.  i:  m;i\'  he  excised  b\'  a  or- 
cuLir  incision  near  its  ixriphcrv  ;  or  c:i.irten\~  b\"  rwo  cross-cuts,  and 
the  tnanpi'ar  flans;  cvcisea  h\"  ciirwc.  sciss.^rs.  the  opening  being 
rcTAine.-i  hy  k-eopini:  a  ruWxT  or  metciiic  riiSc  w.  the  meatus  until  the 
epidermis   has  formotl  oxTr  the  M-c^und.     .\  Scncr  method  still  is  by 


inserting  a  bit  of  skin  from  the  concha  or  tragus  by  means  of  a  plastic 
operation. 

Secretion  Anomalies* — The  pfrspiralory  and  sebaceous  glands 
of  the  meatus  secrete  the  cerumen,  which,  when  exuded  into  the  ear- 
passage,  dries  in  small  scales  and  drops  out  or  is  brought  away  by 
constant  growth  and  outward  movement  of  the  epidermis.  From 
hyperproduction  due  to  congestive  conditions  of  the  skin  or  from 
accidental  causes  interfering  with  its  natural  removal,  the  secretion 
often  collects  in  such  masses  as  to  require  artificial  removal.  The 
symptoms  var)',  depending  on  tlie  [wrtial  or  complete  closure  of  the 
meatus  and  pressure  on  the  drum-membrane.  If  there  is  but  partial 
closing  of  the  passage,  there  is  a  slight  feeling  of  fulness  and  inter- 
mittent closure,  due  to  the  wax-covered  walls  adhering  together  from 
any  pressure  upon  the  ear.  as  in  lying  upon  it,  or  from  the  mass  swell- 
ing when  water  accidentally  enters.  If  the  closure  is  air-tight,  there 
is  great  loss  of  licaring  by  air -conduction,  a  feeling  of  fulness,  often 
subjective  noises,  and  occasionally  resonance  of  the  patient's  voice  in 
that  ear  {autop/totty\  If  the  closure  l-s  air-tight  and  the  mass  presses 
upon  the  drum-membrane,  there  may  be  vertigo  from  intralabyrinthinc 
pressure,  and  even  vomiting  and  convulsions.  Long-continued  press- 
ure of  a  large  mass,  which  becomes  harder  and  hanler  frnni  the  dry- 
ing out  of  its  watery  constituents,  may  produce  irilanmiation  of  the 
skin,  with  pain,  sensitiveness  or  pressure,  suppuration,  and  granu- 
lations. 

The  diagnosis  i.s  made  by  inspection,  the  obstructing  mass  being 
distinctly  visihle  by  the  reflecting-mirror. 

Treatment. — Removal  can  be  effected  in  all  cases  by  the  sj-ringc; 
but  if  the  collection  is  very  hard,  it  had  better  be  softened  first  by  the 
instillation  of  a  mixture  of  glycerin  and  water  and  sodic  bicarbonate, 
which  should  he  retained  in  the  car  for  half  an  hour,  with  the  patient 
in  a  reclining  position.  After  such  softening,  the  removal  by  the 
syringe  can  be  ver>'  much  facilitated  by  making  a  sm:JI  opening 
through  the  mass  by  means  of  a  probe  passed  along  the  anterior  wall 
of  the  meatus. 

Inflammation. — Fumnculosis  {otitis  fxiemn  foiUcularis)  is  an 
infection  of  the  hair-follicles  of  the  meatus  by  the  common  pyogenic 
microbes,  chiefly  Staphylococcus  albus  and  aureus,  which,  deposited 
in  the  base  of  the  follicle,  between  the  hair-bulb  and  its  sheath,  under 
favorable  conditions  develop  a  suppuration.  This  in  most  cases 
extends  outivard,  involves  the  connecting  sebaceous  gland,  and  finally 
ruptures  on  the  surface;  but  exceptionally  the  pus  burrows  in  the 
subcutaneous  cellular  tissue,  even  forming  an  external  abscess  behind 
the  auricle.  Auto-infection  from  one  follicle  to  another  is  very  com- 
mon, and  explains  the  succession  of  furuncles  at  intervals  of  a  few 
days  with  which  some  persons  sufler  for  months. 

The  disease  is  sometimes  epidemic ;  and  it  may  also  be  secondary 
to  a  purulent  inflammation  of  the  tympanum. 

The  situation  and  size  of  the  inflamed  area  explain  the  subjective 
symptoms  :  if  situated  at  the  orifice  of  the  meatus,  where  there  is  room 
for  swelling  without  pressure  on  the  .sensitive  nerves,  the  pain  is  very 
slight ;  if  uithin  the  meatus,  the  pain  is  often  severe.     If  the  swelling 
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is  great  enough  to  close  the  meatus,  deafness,  subjective  noises,  and 
throbbing  are  present.  If  the  swelling  is  on  the  anterior  lower  w-all, 
movement  of  tlie  jaw  is  distressing.  In  all  cases  movement  of  the 
cartilage  is  p;unful ;  and  this  is  the  chief  dJagno.Htic  symptom,  being  of 
special  value  in  the  beginning,  before  the  swelling  has  become  marked 
After  the  second  or  ihird  day  ins|)cclion  shows  a  circumscribed  swell- 
ing, usually  with  a  reddened  cuti.s;  and  the  exact  seat  of  the  folU^ 
can  be  determined  by  sensitiveness  on  pressure  with  a  probe. 

Differentiation  from  mastoiditis  with  periostitis  of  the  meatus 
made  by  the  circumscribed  character  of  the  swelling,  its  sensitiveness, 
and  the  short  duriition  of  the  symptoms  in  furuncle  compared  with 
the  diffuse  swelling  in  the  upper  posterior  wall  only,  absence  of  sensi- 
tiveness, the  longer  and  severer  character  of  the  symptoms,  and  usually 
the  sensitiveness  of  the  bone  itself  on  deep  pressure  that  are  seen  '\ 
noastoiditis. 

Treatment. — In  the  beginning,  when  there  arc  only  slight  pain 
sensitiveness  of  the  caitilagc,  without  visible  localized  swelling,  the 
application  of  dr^'  heat  will  relieve  the  pain;  and  many  such  cases 
abort  and  come  to  nothing.  As  soon  as  swelling  appears,  a  cotton 
pledget  soaked  in  warm  carbolic  acid  and  glycerin  (1  :  30)  should  be 
inserted  into  the  meatus,  and  the  ear  kept  warm  by  dry  heat  or  by 
wrapping  in  cotton.  The  pledget  of  cotton  should  be  changed  three 
or  four  times  a  day.  If  tlie  pain  is  severe,  an  opiate  or  phenacetin 
may  be  necessar>'  at  night.  As  soon  as  fluctuation  can  be  detected— 
and,  in  my  opinion,  not  earlier — a  free  incision  should  be  made  through 
the  most  projecting  point  of  the  swelling,  the  cavity  emptied  by  gentle 
pressure,  the  meatus  cleansed  by  wiping  with  corrosive  subhmate 
(1  :  3000),  and  a  carbolic  pledget  inserted  as  before.  This  cleansing 
should  be  repeated  daily  until  suppuration  ceases  and  the  wound  closes. 
The  patient  ^should  then  be  instructed  to  paint  the  meatus  twice  a  day 
with  a  saturated  solution  of  boric  acid  in  absolute  alcohol  for  two 
weeks,  to  try  to  prevent  recurrence.  In  some  ca.sc5  a  firm  induration 
wholly  or  partially  closes  the  meatus  after  the  acute  disease  is  past, 
and  pressure  with  a  dry  cotton  pledget  assists  absorption  and  rcsloi^ 
tion  of  the  canal.  Granulations  at  the  seat  of  the  wound  may 
removal  or  cauterization  with  arirentic  nitrate. 
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Diffuse  inflammation  of  the  meatus  {otitis  txttrna  diffusa)  as  a 
primary  disca.se  is  vury  rare ;  but  as  a  secondary  complication  of  sui 
puration  of  the  tympanum,  it  is  occasionally  .seen  in  adults,  but  oftei 
in  children ;  it  is  ocaisionally  seen  in  children  during  scarlet  fc 
measles,  and  erysipelas,  without  preceding  disease  of  the  tymiJani 
As  its  name  expresses,  it  is  an  inflammation  of  the  walls  of  the 
passage,  at  first  usually  of  the  osseous  meatus,  beginning  with  hyj) 
emia,  slight  swelling,  and  serous  discharge,  fotloM'ed  by  loss  of  the 
epidermis  and  suppuration  of  the  entire  surface,  which  in  a  case  of 
some  duration  is  often  changed  into  small  granulations  from  hyper- 
trophy of  the  papilla.       If  severe,  it  may  assume  in  the  osscoi 
meatus  the  characteristics  of  a  periostitis,  with  loosening  of  the 
osteum  and  pus  next  the  bone.     Through  the  fissures  of  Santonni 
the  cartilaginous  meatus  or  defective  ossi5cation  of  the  meatus  in  chil- 
dren, the  inflammation  may  extend  to  the  parotid  region. 
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and  edema  over  the  mastoid  may  also  be  present.  The  congestion 
and  edema  usually  extend  to  the  d^iim-menibrane,  obscuring  and  often 
concealing  the  short  process  and  manubrium,  and  producing  more  or 
less  deafness  and  subjective  noises ;  and  jjcrforation  of  the  membrane 
from  \vithout  inward  by  ulceration  may  take  place. 

Symptoins. — In  the  earliest  stages  the  pain  is  .severe  and  any  move- 
ment of  the  meatus  painful ;  but  with  the  establishment  of  suppura- 
tion the  pain  ceases.  Inspection  shows  the  meatus  red,  slightly  and 
irregularly  swollen  in  all  its  walls,  especially  in  tlie  osseous  portion, 
and  the  line  of  demarcation  between  the  meatus  and  drum-membrane 
obliterated ;  when  the  epidermis  has  been  destroyed  a  granular  bleeding 
surface  is  frequently  seen  over  the  entire  meatus.  The  disca.se  may 
become  chronic  and  continue  for  months,  with  polypoid  growths, 
which  may  fuse  together  and  partially  or  wholly  close  the  meatus, 
with  extensive  desquamation  of  epidcmiis,  with  great  thickening  of 
the  cutis  of  the  drum-membrane,  or  witli  perforation  and  more  or  less 
destruction  of  that  membrane. 

Tnatffunt. — In  the  beginning,  one  of  the  most  cfiectivc  agents  for 
relief  of  the  pain  is  the  application  of  from  i  to  3  leeches  to  the  tragus 
and  lower  edge  of  the  orifice  of  the  meatus,  protecting  the  wounds 
from  the  secretion  by  a  collodion  dressing.  Later,  when  the  secretion 
has  become  purulent,  thorough  cleansing  by  syringing  with  corrosive- 
sublimate  solution,  (1  :  5000).  dr)*ing  carefully  with  absorbent  cotton, 
and  then  inserting  a  pledget  of  cotton  soaked  in  carbolic  acid  and 
glycerin  (i  :  50),  will  be  sufficient  usually.  The  syringing  is  to  be  done 
often  enough  to  keep  the  passages  fairly  free  from  pus— once,  twice,  or 
three  times  a  day;  and  the  pledget  is  to  be  renewed  at  least  twice  a 
day.  Polypoid  growths  require  removal  with  the  snare;  small  granu- 
lations .should  be  destroyed  by  a  bead  of  argentic  nitrate  fused  on  a 
probe.  Contractions  of  the  canal,  if  recent,  can  be  reduced  by  press- 
ure with  a  dry  cotton  pledget  after  secretion  has  ceased;  if  old  and 
firm  they  may  require  systematic  and  long-continued  pressure  by 
means  of  compressed  sponge  or  laminaria.  If,  however,  the  disease  is 
secondary  to  suppuration  of  the  tympanum,  the  above  treatment  must 
he  modified  so  as  not  to  expose  the  patient  to  the  risks  of  retained  pus. 
In  these  cases  the  otitis  externa  is  almost  always  due  to  imperfect  and 
insufficient  cleansing  of  the  tympanum  and  meatus,  and  attention 
should  be  directed  to  this  particularly,  and  the  applications  of  the 
medicated  pledget  should  be  for  only  a  few  hours  at  a  time  and  inter- 
mittently. 

(HoiOyCO*!*.— Vcgrtnble  pam&itfs— asperfrilUis,  nscnpbora,  IricothccLUTn,  miKor— bfc 
Bol  iincommon  id  ihe  mcAtuji.  It  U  mri*  for  nny  of  (bf-m  In  ]>n«'Un-<'  any  ivnijiUtmi  I'Trcpl 
A^n^ilus  flaws  OT  ni|;ci :  wilh  thin  tlicf«  \s  uftcn  a  niiltl  but  ubatinate  dilTuM;  Jiitlammaliuti 
of  ihc  skin,  wilh  Hcniu>  di-ii'Tiarj^r,  ■ni^drntlr  ]HiJn,  anil  inlmv  ilcliLti|>.  Ilic  filHincnlt  of 
the  plnnl  appear  as  a  whitish  layer  on  Ihe  surface,  and  Ihc  erect  fniit-heads,  black  or  yellow, 
pn>j«?cl  into  the  mratuit:  in  rinubirni  rnKc-o  the  niirm«rni>r  will  srtllc  ihr  diaennwiK.  Thv 
persistency  of  ihe  (li<ea.«e  if  due  lo  the  penetration  of  the  niv<:elium  of  ihc  pTaiil  iiHo  ihe 
tiunf.s  Rvinioval  of  the  growth  with  furcepis  and  pcri-ixienl  inKUllntiun*  and  pninlirm  wilh 
alcohol,  at  first  dilnicd  (50  per  cent.),  and,  when  the  inflammntion  has  mbsidmt,  pure  (95 
per  cent- ),  will  cHecI  a  cure. 

Practure  of  the  meatus  may  result  from  blows  on  the  chin, 
which,  transmitted  through  the  lower  jaw,  fracture  the  anterior  wall 
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which  forms  part  of  ihe  glenoid  fossa.  I  have  seen  i  sucli  case  from 
a  blow  on  the  point  of  the  chin,  in  which  the  anterior  walls  of  both 
meatuses  were  driven  m  symmetrically  on  the  two  sides  so  as  to  close 
the  passages  about  one-half  No  attempt  was  made  to  replace  the 
bone,  and  the  case  recovered,  with  perfect  niovemcni  of  tlic  jaw. 

Similat  ckm:»  hxYc  been  icported  by  Schwartu '  and  Beach,*  luid  a  caM  in  rcpohetJ  bjr 
B<>)-cr,  in  whicti  ihe  condyle  ot  tlie  Lower  jaw  was  driven  through  tlic  meatus  ioio  the  middle 
fossa  of  the  skull. 

(Jcca.tionally,  (racture.'i  of  [he  baae  of  tlit:  6kull  chruugh  the  tympnaic  ruof  extend  into 
the  uiealu». 

Once  1  wiw  a  fracture  of  the  lower  half  of  the  ouutoHl  from  a  direct  blow  on  Uu:  miu- 
toid,  in  which  a  djiplaced  fntcmcnt  of  bone  protrudt^  ihroi^h  the  skJnof  (he  poatctior 
wall  ;  ihii  case  bIki  rn:uvcTcd  iirrfcctly  uiider  aseptic  dresiiDg. 

Exostoses  {i>sti-t>tfnila)  arc  not  uncommon  in  die  meatus,  occurring- 
as  round  or  oval  growths  covered  with  ntirnial  cutis,  generally  with  a 

bmati  base,   but   occasionally  small, 
with  a  distinct  pedide. 

They  are  cLtfn|K>>e(i  unially  of  ivory-lilie 
bone,  but  cjtccplionnlly  arc  spontO'  in  tlicir  inte- 
rior- Tliey  arc  usuully  of  verj-  slow  hut  ciiii- 
tinunii.<«  KTowlh.  Their  situaitan  is  cither  in  the 
outer  third  »(  the  oii»eou»  meatus  or  at  the  edge 
of  the  pars  lympanica,  sjiois  where,  in  develop- 
irff,  the  osieous  meatus  fuses  with  the  nuAotd 
posteriorly  arid  wjth  the  glenoid  fossa  anierioriy, 
r>r  whric  llic  pnra  tyni[uinlca  uiiilc»  with  th« 
pcimufi  bone.  This  fact  su^gmts,  as  Virchow 
sny».  thdi  thry  nrf  fSue  to  imtalive  di^lurbancet 
of  the  uiirrtjal  usvim*  devrlopmeiil.  The)-  are 
often  symmetrical  on  the  anterior  and  iioatcrior 

walls;  oficn  symmeincal  ia  the  two  ears.   The  xmnll,  txmnd  pcilutjculaied,  variety  ■&  alway* 

found  close  to  the  tympanic  rinj^  tin  the  upper  wall. 

The  appcaranctr  of  a  smooth  tumor  with  normal  cutis,  without 
infl;immator>'  symptoms  of  pain  and  dlwrharge.  is  often  sufficient  for 
the  diagnosis;  but  any  doubt  is  removed  by  acupuncture  with  a 
needle,  which  demonstrates  the  osseous  character. 

Subjective  symptoms  arc  absent  unless  the  growths  close  the 
meatus,  when  there  is  a  feeling  of  fulness,  deafness,  and  subjective 
noises, 

A  genemi  hypewiMosi*  f o «co *c I ero.ii.t)  of  the  mastoid  somewhat  simulates  in  appear- 
ance an  exosttiiii.'i  of  the  posterior  wall :  but  it  is  much  tocine  alilfuNC,  with  iii>  ilistiiirl  outline. 
and  it  tlic  rcMill  of  a  iirLH-ediuK  itiflanMnmiiin,  usually,  if  mit  always,  nf  a  (ymponic  wip- 
puratimi,  die  ht«liiry  of  wliich  can  btr  ubUtiucd,  or  signs  of  which  cau  be  seen  as  ckatcices 
or  cnlcitication*  on  ihe  dnim  tm-niljranr. 

Treatment. — Surgical  interference  with  exostoses  is  only  ncccssar}' 
when  they  close  the  passage,  producing  deafness  ;  or  when  tlicre  is  sup- 
puratinn  behind  them  in  the  tj*mpanura  and  they  act  as  obstructions  to 
evacualio]!  of  pus. 

If  distinctly  |>edunculated.  ihcy  can  In  very  exceptional  cases  be 
removed  by  placing  a  siiiall  osteotome  against  the  pedicle  and  fractur- 
ing this  by  a  sharp,  short  blow  with  a  mallet.  If  broad-ba.sed.  the 
growths  .should  be  exposed  by  deflecting  the  auricle  and  cartilaginous 
meatu.s  fonvard  and  downward  by  an  incision  beginning  at  the  upper 
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anterior  edge  of  the  auricle  and  carried  around  the  auricle,  \  cm.  from 
its  insertion,  down  to  the  level  of  the  lower  edge  of  the  meatus.  The 
auricle  then  should  l>e  dissected  off  withuitt  the  periosteum  till  the 
meatus  is  reached.  Next,  the  periosieum  should  be  incised  close  to  the 
meatus,  abuve  and  behintl,  and  Mifiarated  from  ihe  bone,  together  with 
the  cartilaginous  meatus  and  auricle,  till  the  exostosis  is  reached.  The 
auricle  and  meatus  can  then  be  drawn  tlownwaril  and  forward  by  a 
blunt  liook,  and  the  exostoses  removed  by  chisels  and  mallet,  or  by 
burrs  on  a  surgical  engine.  Strict  asepsis  is,  of  course,  necessary  ;  and 
wlieii  the  operation  is  complete  the  periosteum  should  be  replaced  and 
retained  by  absorbent  sutures,  the  auricle  stitched  into  position,  a  light 
packing  placed  in  the  meatus  to  retain  the  periosteum  against  the  bone, 
and  an  a.strptic  {Iressin;^  appliL-d  over  the  car  and  mastoid. 

Dcsqtiatnativc  Inflatmnatlou. — The  meatus  is  subject  occasion- 
ally to  a  low  form  of  inflammation  of  the  skin,  producing  an  increased 
formation  of  epidermis,  which,  desquamating,  forms  large  collections, 
which  gradually  fill  the  passage  {keratosis  obturatis).  The  exact  eti- 
ology of  the  disease  is  not  known  :  it  sometimes  follows  otitis  externa 
diffusa,  but  in  many  cases  there  is  no  history*  of  preceding  inflamma- 
tion. It  may  involve  the  entire  meatus,  or  may  be  circumscribed  in 
any  part  of  it  It  i.s  more  common  in  the  osseous  than  in  the  cartilag- 
inous meatus,  and  much  more  conmion  in  adults  than  in  children.  At 
first  there  ts  a  mere  collection  of  scales  of  epidermis,  one  upon  another; 
but  as  the  pas.sage  becomes  filled,  there  is  a  slow  absorption  of  the 
bone  or  cartilage  beneath  the  mass,  anti  the  meatus  may  be  enlarged 
to  twice  its  natural  size,  or  large  cavities  may  be  formed,  even  to  the 
depth  of  I  inch.  The  irritation  of  the  collection  often  produces  hy|K:r- 
trophy  of  the  [lapilU'e.  producing  granulations,  and  the  surface  becom- 
ing infected  suppurates,  and  caries  may  result.  It  is  unattended  by 
any  symptoms  except  those  of  closure  of  the  meatus. 

Treatment. — In  appearance  the  ma.ss  exactly  resembles  a  collec- 
tion of  cerumen,  which  is  often  mingled  with  it;  but,  if  of  any  size,  it 
resists  all  attempts  at  syringing,  and  must  be  removed  by  instruments. 
The  removal  is  always  painful,  and  often  requires  etherization.  Previous 
softening  is  of  but  little  value;  the  best  agent,  sodic  bicarbonate  in 
water  (1:2),  only  penetrating  shghtly.  A  probe,  or,  better  still,  a 
small  blunt  ring,  should  be  pa.ssed  close  along  the  meatus-wall.and  the 
epidermis  next  the  wall  slowly  and  gradually  loosened  all  around. 
This  should  be  continued  deeper  and  deeper  till  the  mass  is  fairly  free: 
it  should  then  be  seized  in  strung,  angular,  toothed  forceps  and  slowly 
withdrawn.  If  the  whole  mass  comes  out.  its  outer  surface  will  be 
.seen  to  be  covered  with  a  white,  pearMtke,  smooth,  glistening  mem- 
brane, often,  when  the  entire  meatus  is  involved,  resembling  a  finger  of 
a  glove,  and  the  appearance  of  this  membrane  shows  that  the  whole  is 
removed.  Often  but  a  part  comes  away  at  first,  and  the  same  process 
must  be  continued  till  inspection  shows  the  meatus  is  clear.  If  granu- 
lations are  seen,  they  should  be  removed  with  a  wire  snare  jf  large,  or 
destroyed  by  argentic  nitrate  if  small;  and  the  meatus  should  be 
painted  daily  with  a  solution  of  boric  acid  in  absolute  alcohol  (gr  xv 
ad  Sj)  till  the  epidermis  assumes  a  normal  appearance.  In  many  cases 
there  is  recurrence,  however  well  the  cutis  may  look ;  and  the  ear 
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I  case 


should  be  inspected  every  four  or  five  months,  as  it  is  much  less 
ful  to  remove  a  small  collection  than  a  large  one. 

Carcinoma. — I'rimary  epithelioma  is  very  rare:  I  recall  but 
which  appeared  as  a  polypoid  growth  from  the  cartilaginous  meatus 
and  recurred  rapidly  after  removal  by  the  snare  for  diagnostic  pur 
poses.  The  palieiit  refused  a  radical  operation,  and  lived  for  twelve 
years  with  much  suflering.  finally  dying  from  extension  of  the  disease 
to  the  brain.  Other  forms  of  cancer  in  the  meatus  are  always  exten- 
sions from  neighboring  parts,  usually  from  the  parotid  or  mastoid 
region.  Radical  cxlirpalion  is  the  only  treatment,  and  this  is  onl> 
possible  when  the  disease  is  coafined  to  the  cartilaginous  meatus. 

Mihiiin,  .ilhcroina.  angioma,  |MpiUotna,  cDcliuiKlruiga,  coiidyloouila  lata  are  kx 
rarr,  liut  Imvi;  been  rt*iKir((Nl. 

Exostosis  cartllaginea .  is  an  exostofus  as  yet  only  found  in 
persons  less  than  t^vcnty-fivc  years  of  age,  covered  with  cartilage,  and 
cither  lying  loosely  in  the  surrounding  bone  or  attitched  by  a  small 
pedicle. 
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Of  (he  4  cases  whici)  I  reported.'  ihe  ^;rowth  ori^tn^led  iu  the  nustuid  wull  of 
iiMatu^  in  J.  ninl  npiKimiily  rmni  ihr  tyni(»iMim  in  i.    Tht-y  wrre  ex)XKvcil  by  displaceiiMiri 
of  tlic  auricle  forward,  atid  Uicn  extracted  by  furccp*.  without  cuttiikg  Ihe  buoe. 

Too  few  c«%c*  have  as  yrl  been  observed  (or  one  to  sjirak  very  ponitivety  o(  them  ;  bnj 
Ihey  arc  npyiarently  congeniwl,  and  it  >««m9  to  me  probable  that  they  are  dercloped  froH 
remn.inls  uf  fetal  cartilage.  M 

Foreign  bodies  may  be  animate  or  inanimate,  and  may  lie  loose^ 
in  the  meatus  or  be  impacted;  they  may  be  of  such  a  structure  thai 
they  will  swell  from  moisture,  or  they  may  be  impcr\'ious  to  dampness. 
All  of  these  characteristics  are  to  be  considered  in  attempting  removal 

Line  /^•Sf''^-f,if  active,  often  produce  great  pain  from  Ihcir  niovcfnenls 
against  the  drum-membrane,  and  require  immediate  attention.  They 
can  be  readily  killed  by  drowning  by  letting  the  patient  incline  tlw 
head,  and  then  filling  the  meatus  with  warm  water.  The  insect,  then, 
if  small,  will  often  float  otit;  but  if  it  docs  rot.  it  can  be  removed  by 
syringing  or  by  the  angular  forceps  under  inspection.  This  method, 
however,  is  ineffectual  with  maggots,  which  sometimes  develop  in  large 
numbers  in  a  suppurating  car.  With  them  the  instillation  of  oil  is 
necessary  to  kill;  but  the  two  sharp  hooks  in  the  heati  often  remain 
buried  in  the  flesh,  and  the  worm  must  be  removed  by  the  angular 
forcep.s  under  inspection  with  the  head-mirror,  if  tt  is  so  fixed  that  it 
cannot  be  syringed  out.  As  many  as  64  larva:  have  been  removed  from 
one  ear.* 

inanimate  objects  (peas,  beans,  pebbles,  beads,  etc.)  arc  not  nncc 
mon :  the  majority  of  them  can  be  removed  by  simple  syringing,  if 
they  have  not  been  impacted  by  injudicious  manipulation;  but  if  they 
arc  liable  to  swell  from  the  moisture,  the  surgeon  should  be  ready  to 
practise  instrumental  removal  immediately  when  syringing  fails.  An 
inanimate  body  lying  loosely  m  the  meatus  is  harmless:  it  may  so  lie 
for  months  without  symptoms.  Cerumen  collects  about  it,  and  so 
closes  the  pas.sage;  there  is  therefore  no  intmediate  urgeniry  with  siic| 
bodies.      When  firmly  impacted,  however,  the  pressure  in  the  sensitil 

'   Tram.  Am/r.  OfnAx-  Sm-.  1 89 1  and  1894. 
■  Stobr,  Bajr.  /MeU'^eHtB/aU,  1878. 
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DISEASES   OF   T//E 

walls  of  the  meatus  may  produc<;  inflammation.  Injudicious  attempts 
at  removal  with  instrimicnts  often  produce  this  impaction,  and  from 
injury  to  the  canal  set  up  violent  inflammation.  The  impaction  may 
be  at  the  junction  of  the  cartilaj^'inous  and  osseous  passages  (the  nar- 
rowest spot),  in  the  anjjlc  between  the  lower  wall  and  the  drum-mem- 
brane, in  tlie  drum-membrane  itself,  or  within  the  tympanum.  These 
impacted  bodies  can  only  exceptionally  be  removed  by  syringing: 
instrumental  removal  is  usually  necessary,  and  the  ingenuity  of  the 
surgeon  is  often  taxed  in  adapting  his  instrument  to  tlie  body  and  its 
situation.  A  great  variety  of  instruments  have  been  suggested:  the 
most  generally  useful  arc  the  small  blunt  hook,  for  beads  or  similar 
objects;  the  .sharp  hook,  for  peas,  beans,  and  soft  substances;  the  wire 
loop  of  a  snare,  which  can  sometimes  be  passed  beyond  a  pebble  or 
similar  round  substances, and  the  object  thus  gradually  rolled  out;  and 
the  angular  toothed  forceps,  for  btts  of  wood  or  similar  objects.  In  a 
difficult  case  the  surgeon's  armamciitariuni  can  scarcely  be  too  large. 
and  a  thorough  knowledge  of  the  anatomy  is  necessary.  No  general 
rules  can  be  givcn. 

If  the  meatus  is  inflamed,  or  if  the  case  is  that  of  a  child  or  nervous 
adult,  a  general  anesthetic  is  necessary. 

In  exceptional  cases  removal  through  the  natural  meatus  is  impos- 
sible :  cither  from  lack  of  space  to  exert  the  necessar>*  leverage ;  from 
the  foreign  body  having  passed  beyond  the  narrowest  part  of  the 
meatus,  and  then  having  expanded  from  swelling  or  other  cause;  or 
from  its  having  been  impacted  deeply  in  the  tympanum.  In  such  cases 
a  displacement  forward  of  the  auricle  and  cartilaginous  meatus,  as 
described  under  exostoses,  will  permit  extraction;  for  the  length  of 
the  passage  is  thus  reduced  nearly  two-thirds,  and  the  deeper  meatus 
and  tympanum  are  ver)'  fully  exposed.  In  this  way  I  have  success- 
fully removed  impacted  glas.s  ami  several  flattened  bullets  from  the 
tymjjanum,  and  swollen  vc"getable  substances  from  tlie  deeper  meatus, 
which  it  was  physically  impossible  to  bring  out  through  the  cartilagi- 
nous meatus.  InflammaTion  of  the  meatus,  rupture  of  the  drum-mcm- 
branc.  or  suppuration  of  the  tj'mpanum  may  require  subsequent 
treatment. 

General  Rules. — A  foreign  body  requires  removal,  as  it  will  eventu- 
ally cause  trouble  ;  but  inmiediate  removal  is  necessary  only  with  live 
insects.  Syringing  akme  will  succeed  in  a  very  large  proportion  of 
cases;  but  if  the  body  is  liable  lo  swell  from  moisture,  the  surgeon 
should  be  prepared  for  immediate  instrumental  removal  in  case  syring- 
ing fails. 

DISEASES  OF  THE  TYMPANUM. 

Diseases  of  the  tympanum  embrace  66,9  per  cent,  of  all  aural  affec- 
tions. They  are  pathological  changes  of  the  mucous  membrane  of  an 
inflammatory  nature;  but  in  considering  tlicm.it  should  be  remem- 
bered that  the  mucous  membrane  constitutes  the  periosteum  of  that 
cavity.  The  histological  changes  are  such  as  occur  in  other  mucous 
membranes,  and  their  results  u]K>n  the  ear  are  due  to  the  fact  that  the 
mucous  membrane  covers  the  entire  chain  of  the  conducting  mechan- 
ism of  the  tympanum.     The  symptoms  produced  by  these  changes  are 
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due  to  interference  with  ihc  normal  physiology  of  this  conducting 

mechanism.  ■ 

These  tympanic  diseases  arc:  i.  Non-infected  secretory  inflamml 
tion  (otitis  media  catarrhalia),  characterized  by  moderate  hyjieremia  rjf 
the  mucous  membrane  ;  moderate  swclUnjj  from  serous  and  round-ccH 
infiltration  *  and  secredon  of  serous,  mucous,  or  scromucous  fluid  on  ttf 
surface  of  the  mucosu.  2.  Infected  secretory  or  suppurative  inflammP 
tion  (otitis  media  suppurativa  vc!  pcrforativa).  due  to  pathoj'enic  and 
pyogenic  organisms,  and  characterized  by  very  great  h^-percmia,  infil- 
tration of  serum.  leukocytes,  anil  round  celts,  and  secretion  of  scro* 
purulent,  or  rnucojiurulent,  or  purulent  fluid  on  tlie  free  surface  of  tlK 
mucosa.  3.  Non-infccted  hypertrophic  or  adhesive  inflammation  (otitis 
media  catarrhalis  hypcrtrophica  vel  adhestva),  due  to  the  oi^anization 
of  the  round-cell  infiltration  of  the  mucous  membrane  into  fibrous 
connective  tissue,  and  characterized  by  hyperplasia  of  fibrous  tissue. 
4.  Sclerosis  {dry  catarrh),  csstmlially  an  atrophic  process,  in  wliich  llie 
mucous  membrane  becomes  stiff",  inelastic,  [>arc,  and  dr>',  with  oblitera- 
tion of  t\\v  blood-vessels  and  deiM)sitions  of  lime  and  lx>ne. 

The  hypertrophic  processes  are  the  result  of  one  of  the  preceding 
secretory  inflammations.  Sclerosis  may  be  secondary  to,  and  the 
result  of.  preceding;  secretory  inflammations;  but  in  many  cases  it 
is  undoubtedly  a  primary  disease,  the  cause  of  which  is  not  under- 
stood. M 

The  true  catarrhal  inflammations  arc  so  much  less  distinctly  sifl 
gical  than  the  suppurative  inflammations;  they  require  such  a  special 
training  in  otoscopy,  testing,  and  delicate  manipulation ;  and  are 
intimately  connected  with  diseases  of  the  nasopharj-nx,  that  it  is  imj 
sible  to  do  more  tlian  mention  them  here. 

Sapptirative  inflammation  of  the  tympanum  {oiifis  media 
fntratix>a  vil pftrtihttta  i^el pcrforativa) '\<,  due  to  infection  of  the  t\'mpa- 
num  with  the  pathogenic  microbes — Bacillus  pneumonia:  (Kriedlanderl 
Diplococcus  pneumoniic  (FrankeUWcichsclbaum),  Klebs-Loffler  bacil- 
lus ;  or  with  the  pyogenic  microbes — Streptococcus  pyogenes,  Staphy^ 
ococcus  pyogenes  aureus,  ccreus,  or  albus,  or  with  the  Bacillus  pyfl 
cyaneus.  These  enter  the  tympanum  (1)  through  the  Eustachian 
tube  directly  from  the  nasopharynx;  (2)  from  the  nasopharj'nx  along 
the  blood-  and  lymph-vessels,  or  (3)  from  the  blood  itself  through  the 
blood-vessels.'     The  first  route  is  the  most  common. 
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In  the  nnsM  nnd  ihrotiK  of  heallhy  penons  microbes,  t>oth  pathogenic  and  py 
are  conaUntly  prncnl.'  InvtrstiKBlions  Iiave  shown  that  the  numbm  of  these  d 
graduallj  frcini  (>ir  noMrih  inwnni ;  hut  they  have  hern  fnund  at  the  pharyngeal  r«i(kes4E 
the  Eostschiait  lube,  and  have  also  been  found  in  healthy  lympaiia.  The  pnrtcctiun  againd 
them  lieii  in  thr  phy^inlogical  pmilirtrilie!i  nf  the  nrgnni-nm,  whtrh  peculiariliei  are  genffal 
f>r  hical.  Thi;  general  ones  arc :  ViLiI  eneiKy  of  llie  ooruial  li&su»  ;  pfupertics  of  nunaal 
hl<i>»il  which  ere  falnl  to  [Mictrria;  nmpenin  erf  ruirmal  orf-artt  tn  rewHi  and  to  pnidnce 
chemical  L'hange:i  that  are  fatal  to  baelerid.  Th«  local  peculiatities  arv:  Inuct  condiliaa 
of  the  epjlhelium  of  the  respinHoiy  tract,  which  pnrvrnl.H  the  entrame  nf  hacleria  into  the 
bhiotl-  and  lyniph'VCMch;  the  cilinled  epilliclium  which  lines  the  re^nilory  tract*  of  the 
nose  and  naso^aiynz  and  the  Kuvinchinn  tuhc,  aitd  always  rauret  frora  within  outwan!; 
the  presence  of  laprophytJc  and  niher  funei,  which,  by  their  chemical  products,  dinini^b  ot 
destroy  the  virulence  of  the  pathogenic  mictiittcs.  Any  change  in  Ihe  cifgani<sm.  eithei 
gejjeral  or  local,  mar  produce  a  change  in  the  retalion  of  thcK  pro<cctiv«  faciori,  uid  the 
parasites    thus   Had    conditions   favorable  to  their  dcvelopnMSil  and   multiplication. 

>  Zaufal.  >  Beater'* 


a  tion.      Il  Jl 
I  tablfct.     ■ 


claimed  by  Ilajgltuil  llir  Aprnlic  vinj.i  of  n  gcnm.)  tliM^n^r,  ritlirr  liacillor  nr  i»m-lia(.illar, 
may  fiivd  i(*  liical  cxprcwinn  in  a  tympanic  Huppuratioii  due  lo  Uic  deposition  of  the  specific 
vinii  iu  (lie  l^mpniium. 

In  lOJ  caliurci  madp  from  the  first  dropof  pus  evacuated  after  peraccnlesiB  in  acute 
)up])urAlitrD,  and  cxainiitcd  in  the  ljitM>imtDhes  of  the  KnAlon  Cily  Hu»piUil  and  Houachn- 
sells  Chariuible  Kye  and  l-jir  Intinnsry,  (he  results  were  as  follows :  pDeUTUOCac<iis  (Mien- 
coccus  lanceolntu). )  nivne.  10;  with  ttaphylucDccus,  4.  Strcr|>tococcui  alone,  l^  ;  wilb 
Staphylococcus  aureus,  ti  ;  wiih  albus,  2.  Staphylococcus  albiis  alone,  8;  with  strepto- 
eoccns,  S;  wilt)  II:)i:illu4  itiphllicnn'  (Kleb^l joltifr),  }.  Stsphylococciiv  *iiiru«  nione,  9; 
with  sUcptoccccus,  11  ;  with  Hucillim  diplitlieri.t,  2.  Ilacil1u»  diiititlieri;*;  alunr,  2;  vrlth 
Stnphylncocnix  alhu«.  2  ;  with  aureus,  I ;  with  a  capsule  bacillus,  2.  Stanhylncorcus 
(variety  not  stalL-d),  I9;  with  pyocyancus,  1;  willi  fncunuitriiccu^,  4.  Bncillus  |iyneya- 
oeui  nlnne.  3;  with  staphylococcus,  t.  A  cap<'u1e- bacillus,  J.  In  4  ciuc«  there  wns  no 
growth.  The»«  stali»[in  give  ar  tlie  prctluminnting  jjiuwlli  pncumoctKcuK  in  14,  stceplu- 
coccus  in  32,  slBphylococcos  in  38,  Bacillus  diphitieri.L-  in  7,  pyocyaoeas  in  3. 

Acute  suppurative  inflammation  of  the  tympanum  may  be  pro- 
duced by  M\y  liypcrcmic  condition  of  the  na.sophaiynx,  such  as  occurs 
with  coryza.  adenoids,  tonsillitis,  diphtheria,  syphili.s;  by  the  exanthe- 
matous  fevers — scarlatina,  measles,  small-pox,  typhoid,  and  typhus; 
by  pneumonia,  influenza,  erysipelas;  or  by  traumatism  from  punctures 
of  the  drum- membrane.  It  usually  involves  the  whole  mucous  mem- 
brane, including  that  of  the  Eustachian  tube,  tlrum-niembnine,  and 
mastoid  cells.  It  is  characterized  by  extreme  hyperemia,  folltmed  by 
a  serous  infiltration  of  t!ie  tissue  which  se|>arates  the  fibiilja-  of  the 
connective  tissue;  then  by  a  free  secretion  of  pus  mixed  uilh  mucus; 
and  finally  by  enormous  swelling  of  the  tissues  from  a  small-cell 
infiltration.  The  ukiniiite  fate  of  this  round-cell  infiltration  determines 
the  result  of  the  disease  on  the  car;  there  may  be  f;itty  degeneration 
and  absorption  of  these  cells,  with  restoration  of  the  niemlirane  tu  its 
normal  condition;  there  may  be  litjuefaction  of  the  cells,  with  resulting 
ulceration  of  tissue  ;  there  may  be  organization  of  the  cells  and  result- 
ing hyperplasia  of  tissue.  The  inflammation  may  extend  into  the  bone, 
forming  a  fine-cell  infiltration  in  the  osseous  lacuna:;  and  from  lique- 
faction of  the  cells  caries  and  necrosis  may  result,  and  from  their 
organization  hyperostosis  may  result.  The  inflammation  may  also 
extend  into  the  labyrinth,  generally  along  the  blood-vessels,  with  all 
the  characteristics  of  ihe  original  inflammation.  Rujiture  of  the  drum- 
membrane,  usually  from  pressure  of  the  secretion,  but  occasionally  from 
ulceration,  is  the  rule. 

As  subjective  symptoms,  there  occur  with  the  initial  swelling  and 
closure  of  the  Kustachian  tube  a  feeling  of  fulness  in  the  ear;  with 
the  increasing  hyperemia  subjective  noises,  as  of  crickets;  antl,  as  the 
vessels  dilate,  pulsatinti.  The  increasing  swelling,  by  pressure  on  Ihe 
sensitive  nerves,  proihic<.-s  pain,  Inith  lancinating  and  dull,  usually  of 
an  intense  character.  As  the  secretion  fonns,  there  arc  increasing  ful- 
ness and  deafness  from  interference  with  the  conducting  mechanism ; 
and  finally,  with  rupture  of  the  drum-membrane,  there  is  dischai^e  into 
the  meatus,  with  relief  lo  the  pain.  As  an  objective  s>'mplom,  fever  is 
often  present,  especially  in  children.  The  hy|)creniia  is  seen  on  the 
druni-menibrane.  beginning  with  the  larger  capillaries  just  behind  the 
manubnum  and  gradually  extending  over  the  entire  membrahe,  which 
then  becomes  dull,  opaque  from  serous  infiltration,  and  often  dotted 
with  white  desquamated  epHthclium.  As  the  tympanic  secretion  forms, 
it  gradually  bulges  the   drum-membrane  outward,  and  the  rupture 
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usually  occurs  at  the  apex  of  the  bulging.  There  is  deafness,  often 
very  tl'"^''^t'  f^""  aerial  conduction ;  bone-conduction  is  prolonged,  and 
Weber's  test  is  localized  in  the  affected  ear.  If  the  inflammation  has 
extended  to  the  labyrinth,  subjective  metallic  ringing  is  present,  bone- 
conduction  is  lost,  and  Weber's  test  is  then  localized  in  the  unaffected 
car.  I'^xccptionally,  the  hyperemia  is  so  intense  as  to  involve  the  entire 
petrous  bone  and  fatally  infect  the  meninges  of  the  brain  within  forty- 
eight  hours  from  the  first  symptoms.  As  the  disease  almost  always 
affects  the  entire  tymjianic  mucous  membrane,  the  mastoid  is  generally 
involved,  and  this  is  shown  by  sensitiveness  of  the  bone  to  pressure. 

Rupture  of  the  drum-membrane  marks  the  height  of  the  acute  proc- 
ess. The  established  otorrhea  usually  relieves  the  pressure,  and  con- 
sequently the  pain.  The  hjTJeremia  subsides  ;  the  secretion  gradually 
cea-tes ;  the  perforation  of  the  drum-membrane  heals,  either  by  union 
of  its  edges  or  by  a  plastic  material :  the  swelling  slowly  subsides,  and 
thus  frees  the  conducting  mechanism ;  and  there  is  a  restoration  to  the 
normal.  In  less  favorable  cases,  as  the  acute  inflammation  subsides, 
instead  of  restoration  of  the  mucous  membrane  to  its  normal  thin, 
elastic  contlition,  hN-pertrophic  or  sclerotic  processes  set  in,  witli  result- 
ing permanent  injur>-  to  the  conducting  apparatus.  In  still  other  cases 
ulceration  of  the  soft  parts  occur,  with  more  or  less  destruction  of  the 
drum-njembrane.  and  vrith  ulceration  of  the  bone  in  any  situation,  with 
caries  of  the  ossicles  or  caries  of  any  portion  of  the  tj-mpanic  »^I 
and  rvsulting  chronic  otorrhea.  In  other  cases  a  true  mastoiditis 
deveU>{>s, 

TnwimtHt  of  AiuU  Suf'^uratton. — Confinement  to  house,  and,  when 
there  is  fever  or  other  constitutional  disturbance,  confinement  to  bed. 
Is  neccssnr>".  A  saline  cathartic  should  be  given.  Pain  is  the  urgent 
symptom,  to  be  combated  by  the  local  application  of  dr\-  heat  in  the 
form  v>f  a  hot-water  bottle  or  a  baked  ho  r>es  hoe-shaped  salt-bag.  If 
seen  early,  the  application  of  a  r  per  cent  solution  of  cocain  to  the 
pharvHi^cal  orifice  of  the  Hustachian  tube,  either  by  a  cotton  applicator 
thr\Hii:h  the  nostrils  or  behind  the  palate,  or  by  allowing  5  or  4  drops 
to  run  Ixick  into  the  nostril  with  the  head  inclined  backward  and  toward 
the  affected  side,  will  often  give  con.siderabIe  ease  by  relieving  the 
h>-peremia  and  constx^ucnt  closure  \:i  the  tube ;  if  this  method  is  suc- 
cessful, it  may  be  repeated  se\eral  times  a  day.  Morphin  is  often  nec- 
essan.-  at  night :  or.  with  young  children,  chl-.Tal  hydrate.  In  trom 
twelve  to  sixty  hour?  the  secretion  will  have  formed ;  and  as  soon  as 
the  drum-membrane  bulges,  the  t\-mpa.':ic  caWn.^  sh-'uIJ  be  e\'aciiated 
Und  drained.  If  nature  does  not  do  tt  early  by  a  rupture,  then  the 
surgeon  should  do  it  by  a  paracentesis. 

["be  .'Mo-t  .'I  iuth  j  ^nirai.-e'itesis  jboulil  !?■.'  t--  ^eC  a  .^j::iriij  .■peninir  in  Lhe  ■|>«ter  pHsw^- 
rivT  (uadr.uit  -A  ;in:  irjin-nnrnibranir ;  j;ni  ?.'  n.-vmi.i!>ii  ":ii-  he  rici.-^i.T  -^ouid  "le  niatii; 
■su  4j  ti-  v'lt  ai.''.'>^  S-'iii  thiJ  rjijial  \!vX  ^.vrcuijr  ti'cer.  ■('  ::ii.-  aiembranc.  tJtujre  "iie  ouana- 
uon  ;.itf  -in.'u[y>  ^hL-uiil  b«  sienli^oi  by  wipinij  ^-nt:v  viii  -.-;m.'?(vt;-j«biiiniitB  wiunim. 
.  I  :  -U-xv  ,T  -iiTur  -idiiljr  iiin^-rcc.  Umiir  ::;nriii:iji:i-ii  ■s■\■^.  .hw  leaii-aiirTjr  dii;  k.iitV; 
siii.-ui-i  ■?!.-  ■;isi^'-''^i  J  "'t:''-  iS-vc  \nA  pt'rtt;r!i:r  ■■■  l.tc  i^v.r  ■.■nii  'i  ::ic  TTuiDuhnum.  and 
1  ^ra.;;'!;  ''iir'wi.'n  oi.-^e-i  ii.'wrwari  xrvX  <MiM.'!  '?4C-*A,'rii  ii-t— v  o  ■_iir  L-'enpilcrr  ;  "iie 
OJHLrii."''!!  'l  '.iK'  ---asKi;  tIjc"-*-  'fil  'Jlen  jft"»e  4  Jii;i"i;i  v'  <iit'i.  '  ':>:  ■iu:n  ii  Jlc  }[M:raDOii 
»3r-i.->  ■;  ■\':  ■iic[iii~ra:H:  s  *Jiiri  jnii  ;.h<;  ■Jfr^-surr;  JLiil  t  i'[m  vvh  m-l'v->'>'ii  s  .r"^-it.  "-here 
i» '"uC  ..•'■■:  •<•\^^\■^.••'<••^■e•<i■ .  :ii  'i:lcr  CJ:**?*  lilt-  'Min  ■'  ^%t"^  '.'-mar'  r'ltvnianmi  ^^urws 
bwth  ;V^;^^il,■[Il  ■'^:a\  uiuii    inii  tbwjime  immobilirv  .ji  --ic    itmi,      .:i  :injrt  ;i?«r«  Siti    nt:!>iun 


DISEASES  OF  THE    TYMPANUM. 


857 


Uiould  be  made  as  de§cribed  above ;  but  cKcrplianalty  l)ie  KecreiLon  presents  Uitcir  m  other 
spots  than  the  Inwcr  posterior  quadrant ;  for  instance,  at  tlit-  upper  posterior  quadrant,  ut 
Ihr  lower  auitrutr  r|unilrant,  or  at  Itic  trirftibranii  tlncciila.  In  vuch  caves  it  may  be  tieee^ 
wry  to  incise  iht-  (no«t  protnidinjf  portion.  In  doins  (Hit  tlie  atmtoniical  relation*  <jf  the 
u>Mclc»,  the  vliotda  (vinpaui  nerve,  aitd  the  Mn|iediui>  muftclc  musl  l>c  borne  in  mind,  and 
iltrir  <»n]ctures  avoided  by  the  direclion  of  the  incision,  and  by  not  thrusting  the  knife  in 
ileeply. 

The  case  is  now  reduced  lo  a  suppurating  cavity  within  llie  bone, 
opening  externally  through  the  drum-nicmbrane ;  and  this  cavity 
should  be  kept  drained.  If  the  secretion  Is  thin,  this  can  be  done  by 
inserting  a  wick  oi  eorrosivc-siiblimnte  cotton,  loosely  rolled,  into  the 
deeper  meatus,  nnti  placing  outside,  in  the  concha,  a  small  absorbent  pad 
of  the  same ;  the  (wd  being  changed  as  soon  as  it  becomes  saturated, 
and  the  wick  chani^ed  two  or  three  times  a  day  whenever  it  l»cconies 
hard  from  dried  secretion.  If  the  secretion  is  too  thick  to  he  absorbed 
by  the  wick,  gentle  syringing  will)  a  weak,  warm  (102**  K.)  antiseptic 
must  be  used  sufficiently  often  (two  to  six  times  a  day)  to  keep  the 
meatus  fairly  clear.  Kor  syringing  I  prefer  the  ordinary  bulb-syringe 
(Davidson's),  as  it  is  more  easily  kept  clean.  Inflation  of  the  ear 
is  to  be  avoided  during  the  first  week;  but  after  tliat  time  Valsalva's 
or  gentle  Politzer's  inflation  may  be  used  with  advanLige  once  a  ilay. 
After  cleansing  by  syringing  and  inflation,  the  meatus  should  be  care- 
fully dried,  and  a  ver>'  small  quantity  of  finely  pulverized  boric  acid 
blown  into  the  ear — not  cnougli  to  obstruct  evacuation  of  any  .secre- 
tion. As  the  secretion  diminishes,  applications  should  be  made  less 
often ;  and  when  it  l»as  ceased,  all  treatment  should  be  omitted  till  the 
perforation  Ikls  finally  closed,  when,  if  hearing  does  not  return,  PolJtzcr's 
inflation  or  .stimulating  vapors  by  the  l-'ustacliiati  catheter  may  be  used. 
In  favorable  cases  the  tenderness  of  the  mastoid  disap|>cars  after  per- 
foration of  the  drum-membrane;  if  it  docs  not.it  is  best  treated  by 
the  application  of  ice,  either  by  a  Lcitcr's  coil  or  an  ice-bag,  preferably 
llie  former.  As  a  rule,  pain  soon  ceases  to  be  an  urgent  symptom 
after  perforation  of  the  drum-meiiibranc,  and  local  treatment  is  all  that 
is  ri;<|uire(l.  If  pain  still  continues  In  more  than  a  slight  degree,  it  is 
due  eitlier  tct  a  developing  mastoiditis,  to  involvement  of  the  bone,  to 
extension  to  the  labyrinth,  or  Vv*  a  brain-complication. 

Kxtennion  of  the  intlammntttm  In  the  labyrinlh  may  Like  place  aNmg  ihc  bIoud-YCS»e[i 
aikaHtomotttng  bctwrrn  llie  vcMiliulc  and  the  tympanum;  though  Aomctimes  it  may  occur  by 
petfuRition  of  the  ineinlinine-i  ttivctinj;  cither  the  feikestin  ovulis  or  fenettta  rotunda  ;  and 
4iili  more  roiely  by  carious  perforation  of  Ihc  bone.  It  i*  characierixe^l  by  intense  pain. 
by  high  iiik'hnl  raelallrc  rinK<"g.  by  Iom  of  bune-vonducUon,  and  aliiK>»t  alvrayi  by  total 
(leafneti.  No  qiecial  treatment  can  be  applieil  other  than  that  for  the  lym]nnuni;  and 
thin  iiiflaiiinuition  uMintly  snbcides  as  the  Cyinpaiiii:  inltarDmalion  viihuHck,  hut  leave*  total 
drnrnrss  from  deUniction  of  Corli's  orifiin.  Snppnmtion  within  the  iabyrinlh  ha.«  a  free 
communicaCtoti  Willi  the  brain  along  thv  meatiii  inlemuB  and  aqueduclni  ve^tibuli,  and  the 
)KM.viliility  'o{  iiiirncninial  diva^;  ^loiiM  be  rrmetnbcfed  in  the»r  cawa. 

Iiivolvcmeni  of  the  bone  in  acule  tympann:  supptiration  is  rare,  allhough  il  i<  very  com- 
niun  in  the  chmnic  variety.  When  the  inAammalinn  is  particularly  virulent,  as  in  leailet 
ferer  and  diphlherin.  il  occasionally  orcur*  ;  and  I  have  foimH  extcnsire  caries  of  the  OMa- 
cicf  within  ftiiu  weeks  of  the  hcginniitg  of  a  mppuraliun  following  acarlet  fever.  These 
bone  roRiplications,  aa  well  a»  the  intracranial  ootnpUouioiu  and  true  mauoidilia,  viU  bfl 
fpoken  of  later. 

Chronic  Suppuration  of  the  Tympanum. — Hy  failure  of  nature  or 
art  to  relieve  the  acute  suppuration,  the  case  |)asses  into  the  chronic 
stage,  characterized  by  an  o{>en  perforation  and  a  persistent  purulent 
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discharge  from  tlic  tympanic  mucous  membrane.  The  suppuration  is 
due  to  the  ordinar>'  pyogenic  microbes — streptococcus  and  staphylo- 
coccus— which  have  supplanted  the  pathogenic  organisms,  if  such  were 
present  at  first.  The  chronic  character  is  due  to  infected  foci  of  inflam- 
mation, wliich  keep  up  llieir  vegetative  activity  and  continually  retnlcct 
other  parts.  These  infected  foci  may  be  in  inspissated  pus  or  cholcstc- 
atomatous  masses:  they  often  exist  in  granulations,  and  sometimes 
in  the  bone ;  and  tliey  may  be  situated  in  the  tympanum,  epitj'mpanum, 
aJitus,  antrum,  or  mastoid.  If  in  the  bone,  they  may  be  limited  to  a 
small  spot  on  ihc  ossicles,  or  any  other  circumscribed  portion ;  or  tliey 
may  involve  a  large  part  of  the  latiporal  bone. 

The  raucous  membrane  is  usually  cJumged  into  a  thick,  edematous 
cushion,  with  much  new  growth  of  connective  tissue,  sometimes  dif- 
fu.se,  sonK'times  circumscribed,  and  forming  distinct  prominences.  It3 
epithelium  is  often  <lestroyed,  anti  the  entire  membrane  changed  into  a 
granulalirifj  cnnnective  tissue  ;  the  epithelium  is  often  thickened  and 
proliferating  (dcst]uamative  inflammation).  The  mucous  membrane  is 
often  ulcerated,  exposing  the  bone;  and  the  bone  itself  may  be  carious 
to  any  extent  and  in  any  part.  In  eases  of  long  continuance  the 
mucous  membrane,  after  the  loss  of  its  epithelium,  may  undergo  a  con- 
nective-tissue degeneration,  lose  entirely  its  clianiettT  of  mucous  mem- 
brane, and  become  changed  into  cicatricial  tissiie,  which,  after  suppura- 
tion ceases,  is  liable  to  the  cnntractiuns  and  frequent  changes  of  such 
tissue.  Moreover,  a  mucous  membrane  which  has  undergone  this  con- 
nective-tissue degeneration,  become  cicatrized,  and  covered  with  epithe- 
lium, may,  when  irritated,  take  on  a  furm  of  dermatitis,  with  active 
proliferation  and  desquamation  (desquamative  inflammation);  and  if  the 
irritation  reaches  the  connective-tissue  stratum  beneath  the  epithelium. 
this  stratum  proliferates,  breaks  through  the  epithelium,  and  forms 
granulations. 

TKc  perforation  of  the  drum-membrane  may  be  of  any  size  up  to  a 
loss  of  the  entire  membrane  from  ulceration  of  the  edges  of  the  origi- 
nal perforation.  The  last  portions  to  be  destroyed  are  those  best 
nourished,  viz.,  along  the  posterior  edge  of  the  manubrium  and  the 
periphery.  Any  portions  remaining  are  liable  to  undergo  thickening, 
atrophy,  and  calcification.  A  large  [jcrforation  so  diminishes  the  ten- 
sion of  the  membrane  that  remaining  portions  are  drav\n  inward- — 
even  to  the  labyrinthine  wall — by  contraction  of  the  tensor  t>'mpani 
muscle,  and  may  become  adherent  to  this  wall. 

Subjective  symptoms  of  a  simple  chronic  suppuration  are  in  most 
cases  limited  to  the  discomfort  of  a  continuous  otorrhea  and  more  or 
less  dciifness.  The  deafness  depends  on  the  condition  of  the  conduct- 
ing mechanism,  and  often  varies  at  different  times  according  to  the 
amount  of  secretion  and  its  position  In  the  tympanum.  Weber's  test 
is  localized  in  the  afTcctcd  car;  Rinne's  test  is  negative.  Subjective 
noises  are  rare  ;  if  present,  they  are  due  to  pressure  on  the  stapes  or 
fenestra  rotunda,  usually  from  secretion.  Pain  is  usually  wanting, 
except  with  exacerbations  of  Inflanmialion. 

Objective  symptoms  are  the  discharge  and  the  open  ix-rforation, 
seen  on  inspection. 

The  treatment  consists  in  getting  rid  of  the  infected  foci ;  these  may 
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be  in  retained  secretion,  granulations  and  polypi,  caries  or  necrosis, 
lahyrJnthine  inflammation,  and  mastoiditis.  Often  several  of  tliesc 
exist  together,  as,  for  instance,  retained  secretion,  granulations,  and 
caries,  and  must  be  fiot  rid  of  one  after  the  other. 

Retained  secretion  is  found  cither  as  inspissated  pus  or  desquama- 
tive products  (desquamated  epithelium,  cholesterin,  pus,  and  detritus— 
the  so-called  cholcsteatomatous  masses}.  It  is  most  common  in  tlic 
cpitynipanuni,  retained  by  the  ligaments  of  the  ossicles  and  folds  of 
mucous  membrane ;  but  it  may  occur  in  the  tympanum  proper,  retained 
by  the  insufficient  openinp  of  a  small  perforation,  or  in  the  aditus. 

The  diagnosis  is  made  by  a  bent  probe  passed  into  the  tympanum, 
displacing  the  masses  and  bringing  them  into  view ;  or  by  the  tym- 
panic syringe. 

The  troUmcnt  consists  in  warm  antist;ptic  syringing  with  carbolic 
acid  (l ;  80)  or  corrosive  subliniati:  (i ;  5000),  by  means  of  a  tympanic 
syringe  ;  and  if  this  is  not  sufficient  to  clear  out  the  cavity  thoroughly, 
solid  masses  must  be  displaced  and  removed  by  a  bent  probe,  blunt 
ring,  curct,  or  Ludwig's  incus-hook.  Kspccially  with  cholcstcatoma- 
tous  masses,  instrumental  removal  is  neccssarj*.  inflation  by  the 
Eustachian  catheter  will  sumctimes  help  raiioval,  and  often  injections 
through  the  callictir  will  materially  as^iisl  the  cleansing  process. 

Oranulallons  and  potypi  are  inflammatory  nrw  growths  from  the 
superficial  tissues  of  the  tympanic  mucous  membrane,  of  the  mem- 
brana  tympani.  or  of  the  meatus.  They  are  the  most  common  foci  of 
inflammation,  and  varj-  in  finnness  according  to  the  amount  of  ftbrous 
tissue  they  contain.  They  are  in  size  from  a  pin's  head  to  large  polj'pi 
filling  the  entire  meatus,  and  mtiy  grow  from  any  portion  of  the  tym- 
panic mucous  membrane,  from  the  edges  of  the  drum-membrane,  from 
the  ossicles,  or  from  any  portion  of  the  meatus. 

After  cleansing  and  drj'ing  the  meatus,  they  may  be  seen  on  inspec- 
tion as  red  fleshy  growths,  tf  within  the  field  of  view,  and  may  be  sus- 
pected in  parts  beyond  tile  field  of  view  if  bleeding  follows  the  gentle 
use  of  a  bent  tube.  Small  papillary  granulations  over  a  circumscribed 
area  are  usually  associated  with  carious  bone. 

The  trtahmttt  may  Ijc  by  removal  with  forceps,  the  snare,  or  the 
curet  when  the  area  of  their  attachment  is  circumscribed  and  they  are 
more  or  less  pedunculated;  by  shrivelling  with  alcohol  (95  percent.) 
when  they  are  extensive  and  soft  in  structure ;  or  by  destruction  with 
argentic  nitrate.  (Jocain  hydrochloratc  (10  per  cent,  solution)  is  of 
great  value  as  a  local  anesthetic  when  it  can  be  applied  directly  to  the 
seat  of  openilioii.  Direct  removal  is  preferable ;  ami  the  Blake- 
Wilde  snare  is  in  most  cases  the  best  instrument.  Vav  small  pedun- 
culated growths  T  prefer  No.  36  copper  wire;  for  larger  and  firmer 
growths  No.  28.  Tlic  snare  may  be  used  cither  as  an  cvulsor,  when 
the  wire  is  drawn  against  a  cross-bar  at  the  orifice  of  the  cannula,  or  as 
an  ccrascur,  when  the  wire  is  drawn  wholly  into  the  cannula  in  the 
absence  of  a  cross-bar.  Evulsion  is  to  be  preferre<l  if  the  attachment 
is  to  parts  physiologically  unimportant,  such  as  the  promontory*  or 
meatus;  the  ecraseur  action,  if  the  attachment  of  the  growth  is  to 
important  parts,  as  the  ossicles  or  drum -membrane.  If  the  removal  is 
ver^'  thorough  the  scat  of  the  growth  should  afterward  be  painted 
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witli  a  saturated  solution  of  boric  acid  tn  alcohol  {95  per  cent.)  till  a 
new  epidermis  has  formed  over  it. 

Slirivclling  by  alcoliol  is  a  slower  process,  but  is  very  effectual  with 
soft  growths;  the  alcohol  coagulates  the  albumin  on  the  surface,  con- 
tracts the  blood-vessels,  and  under  its  use,  by  either  painting  or  by 
instillation,  tlic  granulations  slowly  shrivel  and  finally  disappear. 

J)cstruction  by  argentic  nitrate  fused  on  the  end  of  a  probe  is 
adapted  to  any  considerable  remnants  remaining  after  the  use  of  the 
snare:  if  they  are  fibrous,  the  cuustic  should  be  bored  into  them  with 
some  force ;  if  soft,  destruction  of  the  surface  only  is  desirable. 

Whichever  method  is  adopted,  the  treatment  should  be  continued 
till  the  growth  has  disappeared  and  its  site  become  covered  with 
epidermis. 

Caries  may  occur  in  any  part  of  the  t>'mpanum,  and  be  of  any 
extent,  from  a  minute  spot  up  to  the  entire  petrous  bone.  It  may  be 
suspcclcd  beneath  circumscribed  groups  of  small  granulations;  it  is 
often  situated  at  the  attiichmcnt  of  large  granulations  or  p<ilypi.  Facial 
paralysis  coming  on  during  the  course  of  a  supjjuration  of  the  tym|»a- 
num  is  in  almost  all  cases  due  to  caries  of  the  tympanum,  the  inflam- 
mation extending  into  the  Kalloplan  canal  and  causing  pressure-paral- 
ysis from  swcUmg  of  the  perineurium. 

Tbr  .seats  of  predJlix^iJon  fur  CNriv.s  ate  ilie  floor  of  i)ir  lyinpanum,  ihe  in&ide  of  \he  lat 
e»l  wflll  of  llic  door  or  Ihe  lower  p.iri  of  llie  l.tb}-rinthirt<;  wall.  Ilic  l.iltfral  wall  of  ihe 
adilus.  till-  wnlE  of  Iht'  i)^!!^!)!!^^,  oiiil  the  lalcnti  wiill  of  thtr  e(itlyjn|iatiURi.  Caries  uf 
the  Hflitus  And  epitrmpanum  is  especially  cnnimon  will)  cholrMentomAiouii  collccliont. 
£x))k>ra(ii>ii  of  tlic  oiviiy  willi  a  bent  pruUe  will  give  die  cbaravlviiatic  graliiig  of  nriuut 
bone. 

Treatment. — -A  cure  of  caries  on]y  occurs  by  getting  rid  of  the  dis- 
eased hone,  either  by  disintegration  or  by  the  formation  and  removal 
of  a  .sequestrum.  A  natural  disintegration  is  not  only  a  slow  but  an 
uncertain  process,  for  as  one  portion  of  bone  is  thrown  oflT,  infection 
and  caries  of  neighboring  portions  follow.  Therefore,  if  the  caries  is 
limited  in  extent  and  can  be  reached  without  injuring  important  partt, 
artificial  di.'iintegrution  by  curetting  is  advisable.  Tympanic  sequestra 
are  not  uncommon  ;  they  are  especially  liable  to  form  in  the  virulent 
suppurations  accompanying  scarlet  fever  and  diphtheria  in  children. 
As  soon  as  loosened  they  should  be  removed  by  forceps  through  the 
meatus  if  small,  or  by  a  mastoid  or  tympanomastoid  operation  if  very 
large. 

Canons  ossicUs.  when  extensively  diseased,  are  practically  sequestra. 
and  require  removal. 

The  rruiM  oommnii  !«cats  of  cmries  are  ihe  "itoAy  anrt  long  |iraceu  of  Ihe  itieuti  and  the 

exteinnl  inH  mcrlinl  *urf«ce*  of  the  head  of  the  malleus.  The  incus  is  tie  most  rrequently 
aflrKtetl,  the  nuUeus  nest,  llie  stapes  very  rarely. 

Not  only  are  carious  ossicles  foci  of  infection  in  themselves,  but 
they,  with  their  ligaments,  muscles,  and  folds  of  mucous  membrane, 
are  most  serious  ob.structions  to  drainage  of  the  whole  epitynipaiumi. 
and  consequently  favor  the  development  of  caries  of  the  wrdls  of  that 
cavity.  Where  caries  of  the  cpitympanuni  as  well  as  of  the  ossicles 
exists,  an  czdsceration  of  the  entire  tympaHum^  by  removal  of  the  whole 
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drum-membrane,  the  malleus,  and  the  incus,  is  necessary  to  attain 
surgical  cleanliness. 

The  steps  of  the  oijeration  arc  as  follows:  r.  Separation  of  the 
drum-membrane  by  incision  around  its  periphery  as  near  the  tympanic 
ring  as  possible.  2.  Tenotomy  of  the  tensor  tympani  muscle  by  me^ns 
of  a  Schwartze's  tenotome.     5.  Disarticulation  of  the  incudostapedial 


Fli:.  495. — In&tninicnts  for  Inmtytnpanic  oF>erationt:  A.  sdjnsUbk  handle;  H,  anniM) 
knivrs;  c.  [.iitlwlg't  incus-hooks;  D,  Schvnrtxr's  itmaiomy-  and  lynecbiA-kntves i  e.  drum- 
mcmliRine  knives:  F,  ftexion'i  fbrcepi. 

joint  by  a  small  sharp-pointed  knife  set  at  nearly  a  right  angle  with  its 
shaft.  4.  Removal  of  the  nuillcus  by  .s.eizing  it  with  strong  forceps  at 
or  near  the  short  process,  carrying  it  sliglitiy  inward  to  disengage  its 
neck  from  the  incisura  Rivini,  and  then  removing  it.  5.  Removal  of  the 
incus  by  passing  a  Ludwig  incus-hook  upward  into  the  epitympanum 
and  then  sweeping  it  backward,  thus  bringing  the  incus  into  the  meatus, 
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and  then  withdrawing  it  with  forcqis.  Absolute  immobility  of  the  head 
is  required,  and  general  anesthesia  is  usually  necessary. 

The  ossicles  having  been  removed,  the  whole  cavity  should  be  freed 
from  granulations,  chulesteatomatous  collections,  and  detritus  by  the 
flat  incus-hook  and  by  the  tympanic  syringe.  During  the  operation 
the  relations  of  the  facial  nerve  to  the  tympanum  should  be  kept  in 
mind,  and  care  should  be  exercised  not  to  injure  the  l-'allopian  canal, 
the  bone  of  which  is  vcr)'  thin  along  its  horizontal  t>*mpanic  portion. 

Suppuration  of  the  labjrrinth,  due  tu  infection  of  tliat  caWty 
from  tliL-  tyniijaiiuin,  is  in  exceptional  cases  the  focus  whicli  keeps  up  tlie 
chronic  tympanic  disease.  It  is  characterized  usually  by  a  dull,  con- 
tinuous pain  in  the  depths  of  the  ear  and  by  a  total  loss  of  bone-con- 
duction. The  risk  of  the  suppuration  extending  from  the  labyrinth  to 
the  brain,  along  the  meatus  internus  or  aqucductus  vcstibuli,  is  verv* 
considerable,  and  cvciy  care  should  be  used  to  prevent  obstruction  to 
the  evacuation  of  tlic  pus  whicli  may  exist  in  the  tympanum.  The 
labyrinthitis  itself  cannot  be  treated  hjcally.  The  inflamniatitm  usually 
runs  its  course  in  a  few  months,  and,  if  caries  does  not  result,  heals 
with  a  ixjrm^nent  and  total  loss  of  hearing. 

Mastoiditis  is  the  last  of  the  complications  which  may  keep  up  a 
chronic  tympanic  suppuration:  it  is  described  later. 

Having  got  rid  of  the  infecting  focus  in  any  or  several  of  the  com- 
plications described  above,  it  remains  to  cure  the  general  t>'mpanic 
mucous  membrane,  which  is  almost  always  infected  secondarily. 
Often,  as  soon  as  the  primary  focus  is  removed,  the  tym])anic  mem- 
brane becomes  Ary  and  pale ;  if.  however,  this  is  not  the  case,  it  should 
be  treated  by  syringing,  by  the  application  of  a  saturated  solution  of 
boric  acid  in  absolute  alcohol,  or,  if  edematous,  by  insufHatit>n  of  pow- 
dered boric  acid  in  small  quantities,  The  Kustachian  tube,  if  closed, 
should  be  rendered  pervious  by  catheterization ;  and  any  condition  of 
the  nasopharynx  which  keeps  up  edema  and  congestion  of  the  mucous 
membrane  should  receive  appropriate  treatment. 

The  closing  of  the  perforation  after  cessation  of  the  otorrhea  is 
uncertain.  Kven  a  loss  of  two-thirds  of  the  druni-mcnibrane  may  be 
replaced  by  cicatricial  tissue  which  doses  the  tympanum  externally;  in 
other  ca-scs  an  opening  not  larger  than  a  pin's  head  may  remain  through 
life.  The  healing  depends  upon  the  regenerative  power  of  the  mem- 
brane. In  many  cases,  instead  of  throwing  out  plastic  material  which 
organizes  into  a  cicatrix,  nature  covers  the  edges  of  the  perforation  with 
epithelium,  and  thus  leaves  a  permanent  fistula  ;  and  a  patient  with  such 
a  permanent  perforation  is  continually  exposed  to  tlie  risk  of  fresh 
infection  from  the  entrance  of  dust  or  fiuiris. 

Sometimes  there  is  an  apparent  cure  of  chronic  suppuration,  with 
entire  disappearance  of  the  discharge ;  but  a  focus  of  infection  may 
remain  in  the  epitympanum  or  in  some  encapsuled  spot ;  and  the  micro- 
organisms may  become  invasive,  weeks  or  months  afterward,  from  any 
cause  which  excites  congestion  of  the  mucous  membrane. 

MaHtoiditiSt  an  infective  suppuration  of  the  interior  of  the  mastoid 
process,  probably  accompanies  evcr>f  acute  suppuration  of  the  tym- 
panum; but  as  the  inflammation  of  the  tympanum  subsides  that  of  the 
mastoid  usually  disappears  also.     Clinically,  we  speak  of  mastoiditis 
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only  when  that  becomes  the  proniintnl  feature  in  the  case,  either  by 
continuing  after  ihc  tympanic  inflamnialioii  subsides,  or  from  its 
intensity  overshadowing  the  tympanic  disease. 

The  annlomical  pcculiatilicx  of  the  nwaloid  iafluencc  the  disease  m>  uiuch  thai  s  brief 
cnnsidctsiion  must  bv  givrii  lo  them.  The  mHstnid  i^  by  no  mntn*  fllwa|s  the  hollow  shell 
of  bone  filled  i^ilh  Urge  piieuiOAtic  ccUs  U»iit  i*  cenenilljr  dcjAnbed.  Thp  inveNliKnlion  of 
Zuckcrkaridl  on  250  nu^vloids  showed  ihni  the  irtltrHir  wat  pneumaiic  In  only  36.8  per 
ccni.;  w«i  htJlh  pni-timalii-  and  diplf»iuc  in  43.3  percent.;  was  fiitly,  di|i]octi<;.  or  M;k-nMcd 
in  30  per  tciiL 

There  is  no  meaitK  of  d<Mrrmining  ihf  chsMclct  of  tlie  inaMuid  inleiior  with  ccTtainty. 
A  latge,  proniifitrTil  niustoid  i^  mwre  likely  lu  be  ]]tieumjilic  ihan  a  small,  deprcsifd,  ill- 
()evelo)>ea  otie ;  iht;  mur>luid  in  0  dollcocephalic  likull  i.s  more  likely  lo  bf  \rclL  dirvelupeil 
«ii<I  pDeumalic  than  in  a  britch>-cephaUc  »kull.  Sckrotis  ii.  undoubte<Uy  a  paibnlngiml  con 
dilion,  the  rr>ult  of  organisatiun  of  the  cellular  inrdtrution  in  ihc  incdiillary  «pat:e>>  of  the 
bone,  and  may  occur  in  any  and  ever)pa[l  uf  the  bone,  conveiting  it  into  an  ivirry-like 
mass :  it  may  be  lusjicctnl  in  any  case  of  long  ci>niinu«I  suppuntion. 

The  cortex  varies  from  ^j  lo  J  inch  in  liiickness.  When  both  piieumalii:  nml  dijiluelic, 
the  pncuxnalic  cells  may  be  only  in  the  tip,  and  alt  the  reM  of  [he  p>roce«s  diplofifc  ;  or  the 
whole  external  portion  may  bt  dipWiic,  and  the  deeper  portions  pueumutic.  Again,  the 
extent  XXt  which  the  caucclUlcd  sUvcture  (pneuniiilic  or  diploftic)  extrndti  varies  very 
much  :  in  cacepilonaljcaaen,  it  rans  fur  hack,  even  iin  inch  or  tncKc,  into  the  occipital  bone ; 
ill  iilher  cases,  far  inwatd  ;  in  >4ill  others,  deeply  inward  and  downvicard.  The  only  con- 
stant cavity  is  ihe  antrum.  TJic  rurm  of  the  »t|^oid  ([raovc  for  |hc  lateral  sinus  intlucncei 
the  aw  of^  the  inA,*<oid  ;  if  it  projects  cxiernalLy.  it  diminiiJiet  ihe  width  and  latent]  depth 
of  the  nia>toi*l  very  mweh  ;  if.  nu  tlie  tonlmry,  it  does  not  eur*'e  outward,  there  may  \k-  a 
space  \  inch  wide  beiwccu  the  posterior  cd^e  of  the  omcuus  meatus  and  the  sinus. 

According  to  the  structure  of  the  interior  of  t!ic  mastoid,  an  infection 
of  its  niut:ous  menibntiie  may  give  rise  to  an  empyema  of  the  pneumatic 
spaces,  an  osteomycllti^i  in  the  diploetic  .structure,  or  an  ostitis  in  the 
cortical  substance.  Not  infrequently  all  three  jiathologicat  jiroccsses 
are  found  in  the  .same  mastoid. 

The  interior  of  the  mastoid  Is  liable,  also,  to  the  same  forms  of 
desquamative  inflanimatian  that  occur  in  other  parts  of  the  ear,  filling 
the  pneumatic  cavities  with  cholesteatumatous  masses.  This  takes 
place  only  in  the  chronic  varieties  of  the  disease.  The  infection  in 
mastoiditis  is  by  the  same  organisms  that  infect  the  tympanum. 

Symptoms. — SeiLsitivcness  of  the  bone  on  deep  pressure  is  the  one 
important  symptom,  and  is  present  in  a  very  large  proportion  of  the 
cases  ;  but  is  occasionally  wanting  wlien  the  cortex  is  very  thick,  or 
wlicn.  as  sometimes  occurs  in  a  chronic  mastoiditis,  the  su|»|)uration  is 
confined  to  a  small  portion  of  the  bone.  Fever  is  the  exception  rather 
than  the  rule.  Tt  is  most  common  in  children,  and.  with  adults.  In  the 
mastoiditis  accompanying  acute  suppuration  of  the  tj'mpanum.  Pain 
Is  often  present,  and  is  referred  directly  to  the  mastoid,  especially  in 
the  more  acute  forms  of  the  disease;  but  it  is  often  wanting.  Ixuko- 
cytosis  may  or  may  not  exist.  With  ostitis  or  osteomyelitis  of  some 
duration  there  arc  often  marked  objective  symptoms,  due  to  the  infec- 
tion having  penetrated  the  bone  and  extended  to  neighboring  parts. 
These  extensions  arc  : 

rt.  Outward  through  the  external  cortex,  with  resulting  edema  and 
subperiosteal  absce.»;s  on  the  outer  surface  of  the  bone. 

b.  Forward  to  the  meatus,  with  edema  and  subix;riostcaI  abscess  in 
the  meatus. 

c.  Upward  through  the  roof  of  the  mastoid,  with  extradural  abscc&s 
and  its  results  in  the  cerebrum. 
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(/.  Inward  through  the  inner  cortex  of  the  mastoid,  with  phlebitis 
of  the  lateral  sinus  and  extradural  abscess  and  its  results  in  the  cere- 
bellum. 

«■.  Downward  through  the  floor  of  the  mastoid,  with  cellulitis  be- 
neath the  deep  cervical  fascia  of  the  neck. 

One  of  the  most  common  objective  symptoms  of  suppuration  of  the 
antnmi  is  an  edematous  swelling  of  the  upper  posterior  wall  of  the 
meatus  from  the  peripher>*  of  the  drum-membrane  outward  This  is 
due  to  the  anatomical  relation  of  the  antrum  to  this  portion  of  the 
wall,  only  a  thin  layer  of  bone  separating  the  antrum  from  the  meatus. 
Mastoiditis,  as  has  already  been  said,  is  often  the  important  focus  cA 
inflammation  which  keeps  up  a  suppuration  of  the  t>'mpanum,  and 
should  alwa\-s  be  suspected.  e\'en  if  all  other  sx-mptoms  are  wanting, 
when  an  acute  t\*mpanic  suppuration,  showing  no  other  of  the  com- 
plications alread}-  mentioned,  persists  in  spite  of  apfHopriate  ^-mpanic 
treatment. 

Treatment. — The  sensitiveness  of  the  bone  that  is  often  present  in 
tlie  Arst  three  or  four  da\-5  of  the  acute  t\-mpanic  supfNiratioo  does  not 
ncccss.irily  rvrquire  direct  treatment ;  as  has  been  said,  it  often  r^qiidfy 
diminishes  as  the  t\'mpanum  is  leliexied.  If.  however,  it  continues  or 
tends  to  increase  after  thorough  ex-acuation  and  cleansing  of  the  Xxxsk- 
panum,  ice  should  be  applied  continuously,  eitber  by  nteans  of  a  Leiter's 
icEscoil  or  by  an  ice-bag.  day  and  night  for  three  or  four  days,  taking 
care  th.tt  the  bi^^nc  is  kept  thoroughly  chilled.  Spiaguc  s  is  the  best 
fi>rm  of  ice-bag.  If  the  pain  is  \<r\-  seven?.  ;  or  4  leeches  cner  the 
nustoid  will  sometinoes  gi^-e  x-en'  much  reiiel :  bat  they  tend  to  ofascmc 
cvk-n^  an*!  o:her  i^Tiipsoms  of  ostitis,  and  are  noi  ttee  ftvm  the  danger 
tM  en-sipcias.  t.>i  these  acvxxants  thcj-  are  raieHy  advisable  If  the 
sensin^rness  orf"  the  b«.>i>e  oxntinaes  K>r  soTtn  or  cigiit  days.  d>cie  is  a 
tr.;c  r:'„istoad3t3S ;  b;;t  :f  rv^  undent  s\-:r:tiCt>in?  shcir  lijeanscSTeSL.  ice  and 
tiN:  t\"rr.tu,ric  treamier'.t  may  he  Cv>-:rT:-oed.  :v«  infrec^jentS-  trt^ducic^ 
a  i:r.5.uu;  <'^hsomce  »>?"  the  senj5trv^f?»es?  c*f  the  Sotk^  Sbc-jd  uTTTcit 
s\-r:-.-.■C-^r::s  i;x<Jir.  t>^vr.ini:  ofl  tl>c  Kvj?  i<  r>;-cr«siTTi-.  In  cases  cc"  mas- 
ton<it:s  a*v.-»n^.tvLr.\-ini:  ac"jtr  <>-nirkir.jj  s::ro:;ra6i"C  irriTfnt  i=\iBptong 
are  ar:y  Arcwararjosrs Tv^ir.Trr:^  t."-ex:er.ia-'-  ,c  thr  ir.5irnmarjrc:  t:o>  ne^^ 
K-vrni:  ju:ts^  eJiTnx  .>?  sm-rl^rrri:  c-\'^  tri;  maicciii.  i^ri:  g-amia  of  the 
•mcir.JSs  smf^jiT^  Sej.-^m  the  tip  *V  t'Sr  rrii^c.-oi.  r.-onrurni?  ijcadac3>e  or 
ar.v  .^sc:T^U'rv^rs  ^ic'  ti^c  «r;!s.^r:.:rr.  rvi.-r"-;  rr  rjrhrr  thi  ^xnKTnnB  or 
crrrS;V.i;rr..c-iii',Jsor  iicSer  T^'omi.-  .•»•  smr'.-^rmj,'  ?}-mrC-"(ms,  and. teialjy. 

JL*.  arj-tr  T7ia*c,^Kiirr*<  vc  :>??  trrirrrj;-:  .t  vhi.-.h  rhr  aS.~'^'i  ruiss  aroL'y; 
h.:;  -u-^rh  thrsT  c:h-.inv  txttosti!,-  j?s;;:s;<-  tScrr  s^  nttcr.  i  sj.--w  iinomc 
.~i-<,-^  .-»:  tSf  irci^.T-  i-c  rSf  rr.,':<-.iuv  vv  "wriir-r.  trw  rxinnanic  aaia  ioe 
r-i"j.rr\ri;  i.rt  i»rVs*.     T^vs;;  —^\    ;•;  ;;i!:\  virr  tM  aront  cases^  oc- 

.irv-:-^C  :r  :ru  S.-ir»r  i.'?isr.,  i-  :i-,-ir-  t."  c^:  ;;:  lin;.  -:^m."'\-r  thr  canes. 
."r'.">'.''<:;v.:."irri;.r.i;;>  r.^.ir-m.in?  wirnir  ;nr    ^:ln;.   :hr   rrsiifc?   nf  roa?- 

Ciftsmxtas^ — Tftm   arc  T»r  .irscirvr:   .-wrati-in?   iVi:  nncnm^  the 
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bone:  one,  which  may  be  called  the  antrtim-opcration^  consists  in 
exposing  the  antrum  and  mastoid  only  (the  Schwarlzc  opcrationj;  the 
other  exposes  the  whole  intertur  of  the  masloid,  tympanum,  and 
nicatLis,  and  is  a  complete  exenteration  of  all  the  middle-ear  cavities 
(the  Schwarlzc-Zaufal  or  Schwartzc- Stack e  operation).  The  first  is 
indicated  for  empyema,  ostitis,  or  osteomyelitis  of  the  mastoid ;  the 
second  for  these  pathological  conditions  of  the  mastoid  when  com- 
bined with  ostitis  of  tlic  aditiis,  cpit)-mpanum,  tj'mpanum,  and  meatus, 
or  associated  with  cholesteatomatous  collections. 

In  both  operatiottftceruiaviuiAtions  in  the  anatomical  relations  should  Wkcpl  iamintti 
I.  The  Bfwr  af  the  midilLc  fossa  of  the  skull  is  fonrteil  bjr  the  nxtT  n[  ihr  aniniin  and  tym> 
|Kiriuin,  and  xaiiy  vary  tn  il«  pn»Ji)on  Uy  a*  mtirh  n*.  3  im.  ( j  inch)  up  or  down.  Mraxure< 
incuts,  howcvn,  on  many  skulls  show  it  is  never  1  in).  (a4  irtili)  bcluw  the  linen  lem^w- 
xtX\■^.  This  liiiea  i*  somnitnes  not  esMly  (Viund.  nnnl  another  rule  for  avotdittg  the  miri'dlc 
fossa  is  lo  keep  j  ntin,  bcluw  a  humontAl  line  ihawn  Imtknaixl  fnirn  the  up|HT  eilge  of  lh« 
mealus.  2.  The  riegrrr  nf  cintwjinl  nirvntnre  nf  the  sigmoid  groove,  ulijch  contnin*  the  Interal 
simis.  varies  veiy  much,  With  exlieiue  tuivulure.  il  may  lie  in  dirett  tuiilnet  with  lli« 
rxlcmal  cortex  of  the  iiiAsli>iil  iir  even  williin  \  inch  of  the  posierlor  wall  of  the  meatus.  Its 
position  cannot  be  foretold,  «nd  wounding:  of  llic  lalenil  sinu>  can  lie  avoided  only  by  Lureful 
work  with  the  giiif^i-  and  inulU-l  iinnl  the  onnsMou  of  all  bnrin)^  inslrumr'nts  like  ticphinr  or 
awl.  3.  The  peTj>endii-ulaT  [wrtion  of  ihc  FAllopian  canal  which  earrie*  the  fscial  iier%« 
may  lie  \  inch  inward  when  niea>urrd  front  the  posterior  periphery  of  the  drum  menilirane  ; 
or  it  may  lie  almosl  dirr^lly  opposite  ihii  periphery.  4.  The  eitlemal  or  hori/onlal  nemt- 
ctivular  canal  lie*  un  the  medial  »idc  of  the  odilus,  varies  somewhat  in  an  onierupostcriot 
dtieelion,  and  if  il  prujecLs  hackwnr<l  form^  the  nntenimrdlal  wall  of  the  antnim.  Il  lies 
obove  Bnd  Is  acpamtcd  (rvni  the  Fallopian  canal  by  a  thin  lamella  of  bone,  and  botb  it  and 
the  facial  nerve  may  easily  be  injurei)  hy  too  deep  chiselling. 

The  Antnim-opcralion. — The  antrum  is  the  objective  point  of  the 
operation.  It  lies,  rotij^hly  stated,  about  12  mm.  i\  inch)  very  slightly 
inward,  upward,  and  forward  from  a  point  on  the  external  cortex  5 
mm.  (3  inch)  beliind  the  spina  supra  meatum  ;  but  as  the  middle  fossa 
of  the  skull  often  dips  downward  consitlcrably  between  tlie  petrous  and 
squamous  bnnes,  the  direction  of  the  first  part  of  the  opening  should 
be  directly  inward,  and  the  upward  direction  taken  only  after  pene- 
trating from  5  to  8  mm.  Roughly  .sjjcaking,  the  floor  of  the  antrum  is 
about  on  a  level  with  the  superior  wall  of  the  meatus,  and  the  canty 
itself  is  7  to  12  mm.  {\  to  \  inch)  backward  from  the  su[>erior  posterior 
edge  of  the  tympanic  ring. 

The  mastoid  is  exposed  by  an  incision  through  the  periosteum 
froni  I  cm.  above  the  superior  edge  of  the  meatus  down  to  the  tip, 
and  from  ^  to   1   cm.  posterior  to  the  insertion  of  the  auricle. 

The  skin  and  periosteum  arc  pushed  forward  so  as  to  expose  the 
po.stcrior  superior  edge  of  the  meatus  with  its  spina  supra  mcatum ;  and 
then  backward  to  expose  the  whole  mastoid.  From  this  spina  a 
horizontal  line  is  drawn  backward,  and  an  opening  is  made  with  the 
tipper  edge  3  mm.  (■J  inch)  below  this  line,  and  its  anterior  edge  5  mm. 
(■^  inch)  behind  the  meatus.  The  .seat  of  election  is  marked  in  most 
bones  by  a  fiat,  depressed  surface  (the  fossa  mastoitlea).  With  a  gouge 
and  mallet  tlie  bone  is  removed  in  thin  chips  over  a  surface  7  to  10 
mm.  (0.3-0.4  inch)  in  diameter,  always  parallel  with  the  meatus. 
The  cortex  varies  in  thickness  from  a  thin  shell  to  1  cm.  On  penetrat- 
ing it,  large  pneumatic  cavities  may  be  opened :  and  these  should  be 
explored  with  a  probe  upward  to  determine  the  roof  of  the  mastoid ; 
and  inward  and  backward  to  define  the  posterior  fossa  of  the  skull. 
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The  partition-walls  btrtwccn  the  cells  should  then  be  broken  down, 
and  the  whale  interior  elcansed  out  wttJi  a  curct  till  the  antrum  is 
rcachtnl  ;it  a  dqitli  of  not  over   i^  em.  {^  inch). 

In  other  cases,  on  iK:netralin<^  the  cortex  the  interior  is  foumi  to  he 
partly  or  wholly  diploclic.  (Ircater  care  is  llicn  necessary;  the  open- 
ing should  be  continued  inward  parallel  uith  tlie  meatus,  by  means 
of  a  curct  or  a  hand-jjoujje,  to  a  deptii  of  5  to- S  mm.  (i  to  ^  inch); 
and  then,  if  no  pneumatic  cavities  arc  reached,  tlie  opening  should  be 
directed  sligliliy  forward,  upwani,  and  inward  to  reach  the  antrum, 
but  never  carrird  beyond  ij  cm.  (^  inch)  frnni  tlic  external  anterior 
edge  of  the  cortical  opcnhig  for  fear  of  wounding  the  facial  nerve  or 
horizontal  semicircular  canal. 

In  still  another  class  of  cases,  either  those  with  long-continued 
suppuration  or  those  in  which  the  mastoid  has  bcx-n  diseased  at  some 
previous  time,  the  deei)er  in  the  opening  is  carried  the  denser  the  bone 
becomes  (osteosclerosis).  TJiesc  are  much  the  most  difficult  ojjera- 
tions,  for  it  is  impossible  to  locate  the  internal  landmarks  with  the 
probe.  The  bone  shoidd  be  removed  in  small  chips  straight  inward 
parallel  with  the  meatus  for  5  to  8  mm.  {\  to  |  inch),  and  then  the 
opening  should  be  carried  vcrv"  slightly  upward,  forward,  and  inward, 
but,  as  above,  not  deeper  tiinn  \\  cm.  (^  inch)  from  the  anterior  edge 
of  the  external  opening.  Often,  after  going  through  sclerosed  bone 
for  7  lo  10  mm.  (0.3-0.4),  diplnetic  bone  is  met.  In  very  exceptional 
cases  sclerosis  m;iy  even  nblilerale  the  antrum,  ani.1  i^  cm.  (^  inch)  is 
the  extreme  ileptll  to  which  it  is  justifiable  to  penLtr.ite, 

In  all  varieties  nf  mastoiditis  carious  bone  may  be  found  in  any 
position,  and  should  be  thoroughly  removed,  even  if  it  exposes  the 
dura,  as  is  ver>'  often  the  case.  The  cancellated  structure  is  often 
cariou-s,  not  infrequently  the  roof  of  the  mastoid  next  the  cerebrum, 
and  often  the  inner  wall  next  the  lateral  sinus  and  cerebellum.  By 
pushing  the  dura  away  the  affected  bone  can  be  removed  w^ith  a  curet. 

The  treatment  of  the  interior  of  the  hone  after  o]iening  the  antrum 
must  var\'  according  to  the  conditions  found,  In  empyema  tlie  pus  is 
evacuated,  all  granulations  removed,  partition-walls  of  the  cells  broken 
down  and  thoroughly  cleansed.  In  inflamed  diploe  remove  all  of  the 
cancellated  strticture  so  far  as  is  possible  ;  in  ostitis  remove  all  softened 
bone  so  far  as  it  may  be  done  without  injuring  the  labyrinth  and  facial 
nerve.  To  succeed  in  fulfilling  these  indications,  it  is  often  necessary 
to  enlarge  the  original  opening  in  the  cortex,  or  even  to  remove  the 
entire  external  cortex  of  the  mastoid  down  to  the  tip. 

After  thorough  cleansing  the  interior  of  the  bone  should  be  packed 
with  sterile  or  iodoform  gauze,  the  edges  of  tlie  deflected  periosteum 
sutured  together  over  anj'  of  (he  cortical  substance  which  is  exposed, 
but  the  opening  into  the  bone  left  free,  and  an  aseptic  dressing  applied. 
The  subsequent  treatment  is  according  to  the  rules  of  general  surgery. 

The  exceptions  to  the  above  general  rules  arc  those  cases  in  which 
there  is  a  carious  fistula  through  the  cortex.  Such  fistulx  arc  always 
lo  be  suspected  when  the  tissues  arc  edematous  or  swollen.  They  are 
almost  certain  to  exist  wherever  pus  is  found  between  the  periosteum 
and  bone.  In  these  cases  the  fistula  should  be  exposed  and  followed 
inward   instead  of   opening  through  the   healthy  cortex.      With   an 
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external  fistula  (extension  outward},  deflection  of  the  periosteum  uill 
expose  it ;  an  anterior  fistula  (extension  forward)  is  exposed  by  con- 
tinuing the  primary  deflection  of  the  periosteum,  as  described,  along 
the  posterior  wall  of  the  meatus.  With  fistula  through  the  base  of 
the  bone  (extension  downward),  the  pcrio.'iteuiii  sliould  be  deflected 
from  tlic  posterior  aspect  of  the  tip,  and  exploration  made  witli  a  bent 
probe  or  director  along  the  digastric  groove ;  and  the  fistula  having  thus 
been  found,  it  should  be  exposed  by  removing  the  external  cortex  of  the 
tip,  and  the  cellulitis  of  the  neck  treated  on  general  surgical  principles. 
The  TympanomasUfid  lixtntiraliou. — Thi-'i  operation,  often  spoken 
of  as  the  Schwartze-Zaufal  or  Schwaitze-Stackt:  o|K.'ration.  and  more 
recently  as  the  radical  operation,  is  adapted  to  cases  in  which  ostitis 


Fin.  436, — Tympanuniastuid  eitciileraliciii  (kofl  yxt\%  nui  thuwn).  lli?  •rail  of  Ihe  ii|^i>id 
sulcus  la  aem  in  ihc  h:ick  ol  iBic  nuituiil  o)>eiiing,  and  Clic  ndgc  of  bone  protecting  ihc  Ciciat 
is  pTrsrrwrd  lirlwiNrn  llii^nnr)  Ihr  mvaius.  If  Ihc  maMuid  h  i]|«eueij.  iu  whole  eKtrniiil  turlKx 
should  be  fL-moved  10  ilie  very  lip 

or  cholesteatomatous  collections  involve  more  than  the  mastoid.  It 
consists  in  transforming  the  mastoid,  antrum,  aditus.  cpit)*mpanum, 
and  meatus  into  ore  large  continuous  cavity,  with  perfectly  smooth 
and  healthy  walls,  and  then  having  it  heal,  not  by  granulations  filling 
the  cavity,  but  by  an  epidermis  lining  the  wliote  space. 

This  epidermis  cm  grow  odIjt  from  c{»dtrm[».  which  muH  extend  inwanl  from  the 
nuMlns  or  edges  of  ihc  wound  or  he  transplanicil  into  ihe  cnvily.  A?  there  is  necc»Aarily 
■  luge  surface  of  bone  expnwd  by  ihcr  oprnttion.  thr  ntmr  thi«  cnn  [>r  (i^ver^d  at  iht  time 
Ihe  <]olcktr  the  healing  ;  and  Ihe  more  epidennis  Ihrre  is  pl^iccd  in  the  cariiy,  the  more  rapid 
epidermiutinti  of  the  vhnlc  will  inlte  pluce,  On  ihe»e  acfoufit^*  the  turning  into  the  c-avily 
nf  a  flnp  itf  skin  rniiii  Ihe  t'Uliide  HremK  Iu  me  a  great  advnntnge :  in  practice,  it  b«S  worked 
admimhly.  althuu|[h  I1  nlmosl  neccsrariljf  iiialec-  a  i>cnn«nciH  njK-niiig  iM'huii]  the  nuticle. 

The  following  details  of  the  o[)eration  as  I  have  done  it,  while  not 
strictly  adhering  to  the  inelliods.  as  published,  of  either  Schwartzc, 
Zaufal,  or  Stacke,  borrows  something  from  each  of  them. 
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The  Steps  of  the  operation  arc:  i.  ynrmation  of  two  flaps,  one  of 
periosteum  and  one  of  skin,  and  exposure  of  the  opcnitivc  field;  a. 
Extirpation  of  the  posterior  and  superior  lining  of  the  »>sscous  meatus; 
3.  Opening  of  tlie  antrum  and  removal  of  the  posterior  wall  of  the 
osseous  meatus,  with  removal  of  the  drum-membrane,  malleu^t,  and 
incus,  if  present ;  4.  Removal  of  the  epitym|>anum ;  5.  Kxcntcration 
of  the  entire  mastoid,  antrum  aditus.  and  cpit\'miKinum  ;  6.  Splitting  of 
the  membranous  meatus,  stitching,  and  bandaging;  7.  After-treatment. 

1.  An  incision  is  made  through  the  skin  i)nly,  beginning  at  about 
1  inch  above  the  anterior  superior  insertion  of  the  auricle,  and  pro- 
fongcd  at  the  same  tlistance  from  the  auricle  down  to  the  very  tip  ci 
the  mastoid,  thence  backward  about  \  inch,  thence  up  along  the  pos- 
terior pan  of  the  mastoid,  slightly  diverging  from  the  anterior  cut,  to 
the  extreme  upper  part  of  the  mastoid.  This  skin  is  dissected  from 
the  underlying  tissue  ami  turned  upward.  The  auricle  is  dissected  off 
without  the  periosteum,  as  far  as  the  superior  and  posterior  edge  of 
the  meatus,  and  turned  forward.  Now  a  flap  of  periosteum  is  made 
by  incising  to  the  bone,  along  the  linca  temporahs,  as  far  back  as  the 
periosteum  is  cxpo.scd  hy  tlie  preceding  di.sseclion,  ami  bj-  another  per- 
pendicular incision  clo.se  to  the  meatus  :  this  triangular  flap  of  perios- 
teum is  separated  and  turned  downward  and  the  entire  mastoid  is 
exposed.     Tlien  all  bleeding  is  checked.' 

2.  The  cartilaginiius  meatus  is  separated  from  the  osseous  meatus  in 
its  superior  and  pnsterior  portion.s,  and  held,  together  with  the  auricle, 
forward  and  downward  with  a  long  blunt  Iux>k  or  by  a  looj»  of  gauze. 
The  Uning  of  the  meatus  is  inci.sed  from  the  drum-membrane  outward, 
along  the  anterior  superior  and  inferior  posterior  walls ;  thi.s  rectangular 
piece  of  periosteum  is  raised  and  removed. 

3.  The  antrum  is  opened  as  described  above  for  the  ordinary 
anlrum-operalion,  and  then  with  chisels  and  mallet  the  wedge  of  the 
bone  between  tlie  mastoid  opening  and  the  meatus  is  removed,  the 
lower  cuts  being  carried  externally  nearly  to  the  floor  of  the  meatus, 
but  as  they  get  dtTcper  being  sloped  upward.  If  there  are  remnants 
of  the  dnun-membrane  in  position,  it  is  sometimes  well  to  remove  them 
before  chiselling  away  the  final  wedge  which  opens  the  aditus.  This 
is  done  by  dissecting  off  the  fibrinous  tympanic  ring  with  a  small  knife 
and  removing  the  drum-membrane,  together  with  the  malleus,  if  pres- 
ent In  a  lai^c  proportion  of  the  cases,  however,  in  which  this  o|x:ra- 
tion  of  exenteration  is  necessary',  the  drum-membrane  has  been  already 
destroyed.  A  bent  probe  may  now  be  inserted  through  the  aditus  into 
the  antrum  as  a  guide,  or  a  flat  guard  used,  and  the  final  wedge  of 
bone  removed,  making  the  opening  from  the  aditus  to  the  antrum  as 
wide  as  possible  without  injuring  the  facial  nerve. 

4.  The  external  wall  of  the  epitympanum  should  now  be  removed 
with  a  chisel  bent  slightly  backward,  and  the  whole  of  this  cavity 
exposed     The  incus,  if  present,  is  then  taken  out  with  forceps  after 


'  Sinrc  thii  wa«  »Titl<-n  I  liave  h»cH  a  dilTrTcnt  method  of  iihtnininK  tlie  flap»,  wMcli 
seems  lo  mv  ao  iniprovcnii-ul  in  lliut  it  covers  Ihc  (m-ial  riiJ^n  (wlirrt:  iltt-  ^mlf.-il  dtflicuhjr 
ill  oblainine  rpiilrrmiEnlion  is  cipcricncc'li  wilh  »kin  iniinrdiatrly.  Uy  this  mrlbcKl  the 
skin-l1»)j  U  lurit«U  down  uiiJ  the  |>erio»tcuin  tuiii<.-'l  up,  v^  lliat  when  iii-bcrled  in  Ute  cavitj 
llir  ^Icifi  liM  nlong  the  tloor  and  \wL\a\  ridge,  and  the  pcrioftieum  along  ilir  ruvf. 
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dtsArticulating  it  from  the  stapes  with  tlic  small  knife  already  described 
under  Carious  Ossicles, 

5.  The  greater  part  of  the  cxtcnuil  cortex  of  the  mastoid  should 
now  be  removed  with  all  of  its  cancell.itctl  structure.  AH  prominences 
and  ridges  should  be  smoothed  off  with  a  curet  or  surgiral  engine 
(Fig.  427),  beginning  with  the  mastoid,  then  succesMvcly  the  antrum, 
epi tympanum,  roof  of  the  tympanum,  and  its  walls.  Kvery  portion  of 
the  remaining  bone  should  now  be  examined  with  a  probe  for  caries, 
esjiecially  the  posterior  wall  of  the  antrum,  and  its  lower  inner  corner 


^1 


Fta.437. — PorLibk  cncine  ailapJtctJ  for  Ilie  author  in  l879by  Dr.  W.r 1!    Kollins.   Ilworka 

xdmir^ibly  for  ligbi  cuUing,  but  11  lucks  the  power  for  wn  tuf  •  work. 

next  the  lateral  sinus  and  the  roof  of  tlie  atitrum  and  tympanum  ;  and 
if  anything  suspicious  is  found,  it  should  be  removed,  even  if  it  exposes 
the  dura.  Great  care  must  be  exercised  against  injuring  the  Ivdlopian 
canal  and  horizontal  semicircular  canal.  The  former  is  exposed  to 
injury-  in  its  hcirizonta!  course  through  the  tympanum,  and  in  Its  \yv:x- 
peiidicular  course  downward  from  the  aditus;  the  latter,  at  the  Inner 
wall  of  the  aditus.  The  postcri<jr  wall  of  the  meatus  should  Ik:  removed 
in  such  a  way  that  a  ridge  of  solid  bone  shall  slope  out\vard  and  down- 
ward from  the  floor  of  the  aditus  between  the  mastoid  and  meatus. 
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Within  this  ridge  lies  the  Fallopian  caiial,  and  none  of  it  should  b«  cut 
away  on  the  medial  side  of  the  t>'mpanic  ring.  After  the  cavity  has 
been  fully  prejKired,  it  should  be  douched  gently  with  corrosive  sub- 
limate (1 :  5000),  to  remove  all  debris. 

6.  The  cartilaginous  meatus  should  now  be  slit  from  near  the 
concha  throughout  Its  entire  length  along  its  posterior  wall,  thus 
making  two  triangular  flaps,  the  corners  of  which  should  be  stitcheJ 
by  cittgut  sutures  to  the  external  tissues,  so  as  to  stretch  tliem.  one  up 
and  the  other  down.  The  auricle  should  then  be  sutured  into  position 
a-s  far  down  xs  the  linca  temporalis,  the  whole  opening  cleansed  as 
before  and  dried,  and  the  skin  and  periosteal  flaps  turned  into  the 
cavity,  where  ihcy  should  be  tamponed  with  iodofonn  or  sterile  gauze, 
and  every  minute  portion  of  the  cavity  should  be  likewise  tamponed 
with  gauze.  The  skin  over  the  lower  portion  of  the  mastoid  should 
be  sutured  and  an  aseptic  dressing  applied. 

7.  The  after-treatment  consists,  in  general,  in  keeping  the  cavity 
packed  in  every  little  crevice  with  gau7.c  till  it  has  become  covered 
with  fine  granulations  and  till  these  arc  again  covered  with  epidermis. 
Strict  asepsis  should  be  practised ;  and  if  the  interior  has  been  thor- 
oughly cleansed  at  the  operation,  it  can  often  be  kept  nearly  or  quite 
asejJtic.  The  first  two  or  three  dressings  need  not  be  at  intervals 
shorter  than  five  days.  After  that  time,  as  granulation -pus  forms,  they 
must  be  more  and  more  frequent,  and  by  the  fourth  week  must  usually 
be  done  daily.  About  the  fourth  to  the  sixth  week  the  development 
of  granulations  is  most  active,  and  constant  vigilance  must  be  used  to 
prevent  their  formation  across  any  portions  of  the  cavity,  so  inter- 
fering with  its  jx"rfL:ct  unity.  If  exuberant,  they  must  be  removed  with 
a  snare.  Only  tlie  nitjst  unremitting  attention  on  llie  part  of  the  sur- 
geon him.self  in  packing  every  minute  crevicu  and  in  removing  redundant 
granulations  can  give  the  best  result.  When  granulations  have  formed 
over  the  exposed  bone  and  have  become  fairly  firm,  skin-grafting  will 
assist  cpidermization  very  much.  After  a  fewweeksof  packing,  usually 
from  five  to  seven,  wiicii  the  granulation.s  have  become  well  organized 
and  are  shrivelling  up,  the  «nnission  of  all  packing  and  baiulaging,  with 
free  exposure  to  the  air,  will  as.sist  the  ftirmation  of  epidermis.  After 
the  first  two  weeks  succeeding  the  openition,  the  iTisufHalion  of  small 
quantities  of  aristol  or  dermatol  at  each  tlresslng  is  of  value  as  an  aiUJ- 
.septic,  and  later  ;Uso  as  a  protection  to  the  young  epidermis.  The 
duration  of  the  after-treatment  varies  from  four  to  twelve  months,  and 
should  cease  only  when  the  cavity  is  completely  cpidcrmitized  and  dry. 

crrmc  diseases  of  the  brain. 

The  extensions  of  suppuration  inward  or  upward  from  the  car  pro- 
duce the  otitic  diseases  of  the  brain;  and  such  extensions  may  take 
place  from  caries  of  the  bone  next  the  brain,  or  through  any  of  the  natural 
passages  which  lead  from  the  ear  to  the  inside  of  the  cranium  (com- 
monly the  labyrinth).  The  e.xtension  may  also  occur  through  some 
of  the  blood-vessels  or  connective-tissue  fibrils  which  pass  into  and 
through  the  bone  from  both  tjTnpanum  and  dura.  If  the  extension  is 
through  the  roof  of  the  temporal  bone,  the  braiji  disease  is  in  the  cere^ 
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brum ;  if  through  the  inner  wall  or  labyrinth,  the  brain  disease  is  in 
the  cerebellum.  The  brain  is  infected  by  the  same  microbes  which 
infect  the  ear.     The  most  common  points  of  extension  to  the  brain  are 


Fig.  43S. — 1.  l-*oramcn  orale ;  a,  cuit*  into  thf  vtiiibule  ;  j,  cniics  into  the  external  wm^ 
cireolor  cuial ;  4,  carle*  oJ  ihe  hallopi:in  canil,  with  .1  wirp  where  ih«  ticrvc  was  cxpo»d  ;  5, 
caries  into  thv  tupi^nQr  srinicirciilArc:inAl,  with  .1  bnsili-  puting  throufrh  [t  and  out  at  tlt« 
cttrio  of  the  v«itibu1c. 

through  the  inner  wall  of  the  mastoid,  and  tlirough  tlie  roof  of  either 
antrum  or  tympanum,  by  caries  of  the  bone. 

The  relative  fr<H|ucDcy  of  Otitic  brain  diiease  ii  well  shown  bj^  the  Pntuion  nottalUy 
■UliUiCl  for  1IMI5,  VIZ.: ' 

Deaths  frvm  OHtie  Braim  DisHue. 


Age 

0-10 
JO-20 
30-30 

3»HO 
Alii»*e  40 
Unknown 


The  infections  of  tlic  brain  may  produce — 

(l)  Pachymeningitis  externa  purulenta;  (2)  leptomeningitis  puru- 
tenta  or  arachnitis;  (3)  afasces.s  of  the  brain;  (4)  phlebitis  and  throm- 
bosis of  the  sinuses  of  the  dura  and  of  the  jugular  vein. 
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1.  Pachjrtnenitigitis  externa  pumlenta  is  a  suppurative  infla 
mation  of  the  external  surikce  of  tliL-  dura,  and  is  by  far  the  m( 
common  of  the  otitic  intracranial  complications,  [t  nu>'  be  circum- 
scribed,  with  the  dura  adherent  to  the  bone  on  its  cdj;cs,  giving  an 
extradural  abscess;  or  general  <tver  a  large  extent  of  dura.  It  u 
almost  always  due  to  caries  of  the  bone.  Jansen  disserts  it  is  twice  fl 
common  with  acute  as  with  chronic  disease  of  the  tympanum,  ni 
most  common  seat  i.s  about  the  Literal  .sinus  (pcrisinous  pachymenin- 
^tis);  when  in  the  middle  fossa,  it  is  called  epitympanic  pachymcatt 
gitis.  1 

Jansen  has  fount]  «xtra<iunl  iibsc»94  limes  &&  common  a»  muiu  llirmnboMi  and  zS  lina 
u  ounmuD  as  limici-nWc^s.     Wiih  cbruniv  nural  !iuppiirati'in$  it  is  twice  as  cammoo  in  i 
pmierior  OS  in  (he  middle  fo»M  ;  tn  aculc  mppurationi  it  it  ilnosl  cxdiuivdy  in  the  , 
(crior  fossa. 

Symptoms- — la  a  very  large  proportion  of  case*  the  beginning 


Flu.  499.— ^hole«ir«loniii  of  the  p«(rous  bone :  i.  cavlijr  ai  ihe  gro*'!^ ;  >•  canons  opei 
inlu  the  jugular  fuu* ;  3.  mt^ttut  mi(-rntu.     Dcnih  |rr>m  pyemia. 
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course  of  the  ili.sea-se  are  insidious  and  ab.soluteiy  without  symptoi  _ 
aside  from  those  of  the  car;  and  tlic  diagnosis  is  first  made  at  the  time 
of  operation  on  the  bone,  when,  the  mastoid  or  t>*mpanum  being 
opened,  caries  is  found,  and  its  removal  reveals  the  pachymeningitis. 
In  other  cases,  c^|>ecially  in  children,  the  disease  may  begin  with  a 
chill  and  fever.  Other  symptoms,  when  present,  are  those  of  intra- 
cranial pressure — slow  pulse,  dizziness,  nausea  and  vomiting,  headache, 
either  general  or  unilateral  on  the  afTected  side,  and  somnolence. 
Localizing  symptoms  of  any  kind  arc  very  rare,  for  the  pus  Is  usually 
distributed  in  a  thin  layer.  The  treatment  is  surgical,  and  wil 
spoken  of  later. 

2.  Leptomeningitis  is  often  combined  with  brain-abscess,  sini 
phlebitis,  or  pacliyrneningilis;  but  tnorethan  half  the  cases  are  uncoi 
plicated  with  tlicsc  diseases,  although  almost  always  there  is  a 
amount  of  encephalitis. 

There  are  two  distinct  varieties  of  the  disease :  the  rapid,  almc 
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apoplectiform  variety,  usually  fatal  in  from  a  few  hours  to  three  days ; 
and  the  insidious   and  protracted  variety  of  two  to  three  weeks' 

dur.ition. 

Symptoms. — Fever  is  almost  always  present:  in  the  rapid  variety  it 
is  almost  always  higli  {104°  lo  105°  F.),  with  a  very  varinbit;  cwrve, 
and  continutjus ;  in  the  protracted  form  it  is  high,  alternating  with 
normal  or  subronnal.  Headache  referred  to  any  part  or  to  the  whole 
head  is  the  most  prominent  symptom,  usually  of  great  intensity,  but 
often  remittent ;  in  exceptional  cases  it  is  only  slight.  Symptoms  of 
irritation  of  the  brain  show  themselves — restlessness,  excitement,  sen- 
sitiveness to  noise  or  li:.;lit,  dizziness,  nausea,  delirium.     From  basilar 


Fig.  4 jo. — I.  CanMof  ilic  sigmoid  rfoore;  a,  caries  nl^my  groun;  of  rhc  sui)crior  Mlruuit 
aiDui;  3,  meal  us  inicrnuK;  4,  rutrnnes  lacenin);  5,  carious  openiDgs  communicaltng  benraih 
petroM]  siniu.     Deaih  from  pyemia. 

meningitis,  there  may  be  symptoms  of  irritation  and  paralyses  in  the 
nerves  of  the  brain,  viz..  paralysis  of  the  ocular  muscles,  ptosis,  nar- 
rowing or  widening  of  the  pupils  without  reaction  to  light,  facial  paraly- 
sis, disturbances  of  respiration.  From  irritation  of  the  gray  substance 
of  the  convexity,  there  may  be  convulsions  of  the  extremities,  mono- 
plegic  or  hemipicjitc  paralyses ;  from  exudation  in  the  fossa  Sylvii, 
ocaisionally  motor  aphasia.  Constipation  is  almost  always  present. 
Diagnosis  in  the  rapid  varict>'  is  easy:  the  high  fever  ;  excruciating 
headache;  brain-irritation,  with  restlessness,  i)hotophobia,  delirium,  and 
unconsciousness;  together  with  paralytic  symptoms,  sluggishness  of 
the  pupils,  and  strabismus,  following  rapidly  one  after  another,  leave 
no  doubt  when  the  disease  of  the  car  and  of  the  bone  has  been  recog- 
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nized.  With  the  protracted  variety  diagnosis  is  difHcult,  and  often 
impossible  until   serious  disturbances  of  the  sensorium  have  set  in. 

The-  pro^nfisis  is  highly  unfavorable:  coma  occurs  sometimes  with 
convulsions,  and  death  ensues.  Ice  to  the  head,  leeches  behind  the 
ear  and  on  tl^e  temixiral  region,  with  morphin  subcutaneously.  often 
give  temporary  relief.  By  exposure  and  incision  of  the  brain-mem- 
brane in  circumscribed  leptomeningitis  Macewen  has  in  several  cases 
cfifectcd  a  cure. 

3.  Brain-abscess  is  much  more  common  from  chronic  than  from 
acute  tjnipanic  suppuration.'  One-third  of  all  brain -abscesses  arc  of 
otitic  origin.*  The  bone  disease  almost  always  extends  to  the  dura, 
and  the  abscess  is  usually  in  that  portion  of  the  brain  contiguous  to 
the  bone  disease:  in  9.5  per  cent,  of  the  cases  there  are  multiple  ab- 
scesses connected  by  fistula:.  In  the  cerebrum  the  abscess  is  usually 
in  the  middle  and  posterior  portion  of  the  temporal  lobe,  near  the 
petrous  bone ;  occasionally  it  is  in  the  frontal  lobe,  but  very  rarely  in 
the  occipital  or  parietal  lobes.  In  the  cerebellum  it  is  usually  in  the 
outer  and  anterior  i>crtion  of  the  lateral  lobe,  close  to  tlic  petrous 
bone;  but  if  the  inflammation  extends  to  the  vestibule  of  the  labyrinth, 
the  suppuration  may  reach  the  brain  along  the  internal  meatus  or 
aqueductus  vestibuii,  in  which  case  the  abscess  is  in  the  anterior  portion 
of  the  cerebellum.'  The  abscess  is  generally  connected  directly  with 
the  suppurating  car ;  but  in  6.6  }jcr  cent,  of  the  cases  *  it  is  separated 
from  the  bone  by  normal  brain-ti.ssue,  and  the  infection  in  these  cases  is 
assumed  to  be  by  phlebitis  of  the  minute  blood-vessels  or  by  infection 
along  the  connective  tissue  which  accompanies  the  blood-  and  Ij^mph- 
vcssels.  The  relative  proportion  of  the  cerebral  to  cerebellar  abscesses 
is,  before  ten  years  of  age,  18  [ler  cent,  cerebellar  lo  82  ]>er  cent,  cere- 
bral;  after  un  years  of  age,  63  per  cent,  cerebellar  to  37  per  cent 
cerebral.^ 

Symptoms. — Four  stages  of  the  abscess  can  be  distinguished : 

I.  The  initial,  from  a  few  days  to  two  weeks'  duration,  usually 
accompanied  by  inflammatory  fever  and  symptoms  of  an  acute  enccph- 
aUtis ;  often,  however,  so  slightly  pronounced  as  to  be  referred  to  the 
tym[)aiiic  suppuration.  2.  Tlie  latent,  from  a  few  weeks  to  several 
years'  duration,  with  only  occasional  brain-symptonis,  slight  headache, 
depress!!)!),  (liscomforl,  a!id  jx^rhaps  slight  evening  temperature.  3. 
The  manifest,  from  a  few  days  to  even  .several  months'  duration,  when 
the  whole  train  of  symptoms  of  abscess  show  themselves.  4.  The 
terminal,  usually  rapidly  fatal,  due  to  increasing  brain-pre.ssure  and 
brain-edema  or  to  a  rupture  into  one  of  the  ventricles. 

The  manifest  symptoms  arc  divided  by  von  Bcrgmann  into  (i) 
general,  {2)  bniin-  and  brain-pressure.  (3)  local  brain -symptoms. 

The  f^eneral  symptoms  depeiid  u['m>ii  the  suppuration  alone,  evening 
temperature  (generally  l<»w),rLnorfxia,  rarely  chills.  A  steadily  increas- 
ing temperature  renders  an  akscess  improbable;  but  slight, intermittent 
rises  are  common  with  ab.sccss.' 

'  Ninety-one  per  c<!nL  rrom  cIiToiiit;,  9  per  cent,  rrnin  utile,  Gninerl ;  83  per  cent,  from 
chronic,  17  prr  crni,  from  acute.  Janscn, 

'Pin,  '  (irpcn.  Am.  Jew.  i*f  A/tif.  Set.,  A|ml,  1899,  4  tntps. 

*  Kfimer,  op.  til,  'Komcr,  a^.  Hf.  '  OppcnJieim. 


Brain-  and  brain- pressure  syntptems  are  due  to  diminished  sj>acc 
within  the  skull.  There  is  headache,  usually  persistent ;  not  severe,  but 
varying  in  intensity,  though  its  seat  is  no  indication  of  the  situation  of 
the  abscess.  Slowing  of  the  puUe  is  a  valuable  but  inconstant  symji- 
tom.  There  is  often  dizziness,  sometimes  nausea  ancj  vnmiting.  Con- 
stipation, disturbances  of  sensorium.  slow  cerebration,  and  drowsiness 
are  also  present.  Convulsions,  if  from  the  temporal  lobe,  may  be  con- 
fined to  the  extremities  and  the  facial  of  the  opposite  side;  if  from  the 
cerebellum,  they  are  more  commonly  general.  Optic  neuritis  of  slight 
degree  is  often  seen.  All  these  symptoms  niay  disapjjear  and  then 
reappear.  They  arc  most  pronounced  during  the  evening  fever;  and 
if  at  this  time  the  pulse  becomes  slower  and  the  patient  somnolent,  the 
suspicion  of  abscess  is  increased." 

Local  brain- symptoms  arc  due  either  to  direct  injury  of  parts  of  the 
brain-substance  or  to  action  of  the  abscess  on  distant  parts,  or  to 
injury  of  the  cerebral  nerves. 

As  the  abscess  is  usually  in  the  white  substance,  the  injur>'  does  not 
express  itself  in  any  localizing  symptoms ;  only  when  sonic  center  in 
the  gray  matter  of  the  surface  is  involved  are  such  symptoms  to  be 
expected.  Abscesses  are  almost  always  in  the  temporal  lobe  of  the 
cerebrum  or  in  the  cerebellum.  I'Vom  the  gray  matter  of  the  temiwral 
lobe  we  may  have  various  forms  of  aphasia,  \\z.,  paraphasia,  the  use 
of  a  false  word  or  name  for  objects ;  ammsie  apiuisui,  iht;  recognition 
of  the  use  of  an  object,  but  inability  to  name  it,  although  the  name  can 
be  rc()eatcd,  and  when  used  by  another  is  recognized;  and  xvord-dtaf- 
ness,  in  which  st>eech  is  heard  but  not  understood,  seen  with  abscess  of 
the  gray  matter  of  the  first  temporal  convolution.  All  these  may 
occur  only  when  the  abscess  is  in  the  left  temporal  lobe  in  right-han4lcd 
persons,  or  in  the  right  temporal  lobe  with  left-handed  persons.  The 
only  other  center  in  the  gray  matter  of  the  temporal  lobe  is  the  center 
for  hearing,  on  the  opposite  side.  In  the  cerebellum  are  no  determined 
centers  except  that  for  optic  aphasia*  (inabilitj*  to  find  the  name  for 
objects  seen),  due  to  interruption  of  the  connection  between  the  speech- 
and  vision -centers. 

Action  of  the  abscess  on  distant  parts  is  by  pressure  exerted 
through  the  intervening  tissue;  and  any  such  action  is  limited  in  the 
cerebrum  by  the  tentorium,  and  cannot,  therefore,  extend  from  the 
cerebrum  to  the  cerebellum.  It  is  also  limited  by  the  pia,  and  cannot 
extend  from  the  temporal  to  the  frontal  lobe  or  island  of  Reil.  ll  is 
not,  however,  limited  toward  the  internal  capsule ;  and  from  pressure 
here  we  may  get  crossed  [lareses  of  the  extremities,  crossed  convulsions 
and  tonic  spa.sms,  crossed  paresesof  the  facial,  and  occasionally  crossed 
hemianesthesia  and  hemiopia.  In  the  cerebellum  the  extent  of  pressure 
is  unlimited,  and  it  may  extend  even  to  the  medulla  oblongata,  causing 
death  from  paralysis  of  respiration;  cerebellar  ataxia  and  cerebellar 
vertigo  arc  occasionally  seen. 

Of  injuries  of  cerebral  nerves,  that  of  the  third  (oculomotorius), 
giving  pnntlysis  of  the  upper  lid  and  pupil,  is  the  most  common  ;  injury 
of  the  sixth  (abducens)  is  rare.  Injury  of  either  of  these  may  be  from 
abscess  in  the  temporal  lobe  pressing  on  the  nerves.     Paralysis  of  the 

'  Bergmann.  •  Oppenheiin,' 
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seventh  (facial)  may  occur  from  pressure  of  a  cerebellar  abscess  on  tile 
meatus  intertills  or  from  pressure  on  the  pons,  giving  either  a  central 
paralysis  on  the  same  side,  a  crossed  paralysis,  or  a  paralysis  of  both 
sides.  Injury  of  the  fifth  ^trigeminus),  giving  neuralgia  from  direct 
pressure  on  the  nerve  in  its  course  or  on  the  Gasscrian  ganglion,  may 
be  due  to  absces:)  in  the  temporal  lobe  at  tlic  apex  of  the  petrous  bone. 
Diagnosis  uf  otitic  brain-abscess  in  the  initial  ami  latent  stages  is 
often  impossible;  in  the  manifest  sta^e  it  is  uncertain,  unless  we  ane 
able  to  build  up  a  complete  and  connected  series  of  symptoms ;  it  is 
especially  difficult  in  children,  in  whom  the  nicer  distinction  of  symp- 
toms cannot  be  made  out.  It  is  easy  when  a  fistula  through  the  bone 
leads  directly  to  tlie  abscess ;  and  of  this  character  are  the  abscesses 
which  are  diagnosed  by  exposing  the  interior  of  the  ear-cavitJes  and 
finding  the  fistula  there. 

Of  40  train  absce^iscs  tlie  bone  was  di»eaK<l  Jitwlly  to  llie  dum  in  37  ^92  per  cenl. }  ; 
the  iione  discaMid,  Iml  nol  id  ihc  dum,  in  1  (2.5  pur  cent. )  ;  \\\c  bone  hiiilthy  in  2  ($  per 
cenl.  )■' 

As  a  first  help  in  diagnosis,  we  have  the  suppuration  of  the  ear  as 
an  exciting  cause;  next,  we  look  for  general  brain-  and  brain -pressure 
symptoms.  The  general  brain-.syniplonis  are  in  themselves  not  oi 
diagnostic  value,  but  are  rather  confirmatury  in  connection  with  other 
symptoms,  Hrain-pressure  symptoms  point  merely  to  snniie  pri>cess 
within  the  skull  which  is  diminishing  its  capacity:  this  may  be  extra- 
dural abscess,  brain -abscess,  or  tumor.  To  diflferenliate  from  extra- 
dural abscess  by  symiJlonis  alone  is  often  impo-ssiblc:  it  can  generally 
be  done,  however,  by  oiKnlng  and  exploring  the  ear-ca\ities.  Symp- 
toms of  pressure  on  the  internal  capsule,  with  its  crossed  j>areses  of 
the  extremities,  crossed  convulsions,  and  crossed  hemianesthesia  and 
hemlopia,  if  present,  jjoint  to  absuess,  as  do  also  disturbances  of  speech 
and  interference  with  the  cerebral  nerves.  To  dilTcrcntiatc  from  tumor, 
we  liave  in  abscesses  a  distinct  etiological  cause  (aural  suppuration, 
trauma,  putrid  lung  disease  or  empyema,  fever,  remission  of  head- 
symptoms)  :  in  tumor,  absence  of  cause,  rarely  fever,  and  a  steady 
increase  in  the  head-symptoms  ivithoul  remissions.  In  children,  how- 
ever, the  coiiicideiitt!  nf  brain -tubercle  and  disease  of  the  petrous  bone 
is  Common,  and  in  them,  with  symptums  of  brain-pressure  associated 
with  disease  of  the  bone,  the  diagnosis  of  bnun-absccss  must  be  made 
carefully.  Brain -tubercles  arc  usually  multiple,  and  the  existence  of 
brain-symptoms,  which  can  only  be  referred  to  several  diflicrcnt  .situa- 
tions, points  to  tubercles ;  wlule  symptoms  which  refer  the  disease  solely 
to  tliusc  parts  of  the  brain  in  which  otitic  abscess  occurs  point  to 
abscess. 

Treatment. — Openitivc  evacuation  of  the  abscess  is  the  only  treat- 
ment to  be  considered.  Without  this  the  disease  is  fatal.  That  the 
operation  is  often  successful  Is  shown  by  the  statistics  of  Komcr'  Of 
7O  cases  in  the  cerebrum,  42  were  cured.  34  died;  of  16  cases  in  the 
cerebellum.  9  were  cured,  7  died — i.  t\,  56  per  cent,  of  each  were  cured. 
To  wait  till  a  complete  diagnosis  of  the  presence  and  situation  of  an 
abscess  is  made  is  in  the  vast  majority  of  cases  to  lose  the  only  oppor- 
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tunity  of  saving  life,  for  the  full  development  of  symptoms  necessary 
for  such  a  diaj^nosfs  in  most  cases  show  thcnisclvcs  only  in  the  latest 
stages,  just  before  death,  when  the  vital  forces  are  so  reduced  that  oper- 
ative procedure  is  not  justifiable.  For  a  fair  chance  of  success  ihc 
opcraUon  must  be  done  early;  and  the  fact  alreadj'  slated,  that  in  cj2 
|M!r  cenL  of  otitic  abscesses  of  the  brain  the  hone  is  diseased  directly  to 
the  dura,  justifies  and  demands  an  exploration  of  the  bone,  even  on 
slifjht  suspicion  of  brain  disease.  If  this  is  done  by  exposing;  the  ear- 
cavities  by  the  so-called  radical  operation,  the  disease  can  be  followed 
inw;ird  from  its  source  to  the  br.un.  'Ihe  operations  on  the  brain  are 
spoken  of  later. 

4.  Phlebitis  of  the  sinuses  of  the  dura  and  of  the  jngnlar 
vein  is  more  common  than  arachnitis  and  brain-abscess,  but  less  common 
than  pachymeningitis.  It  occurs  usually  in  the  lateral  sinus,  but  occa- 
sionally in  the  superior  or  inferior  petrosal  or  in  the  cavernous  sinus, and 
occasionally  in  the  jugular  vein.  In  tiie  latcnd  sinus,  it  is  usually  due 
to  extension  of  inflammation  from  an  extradural  (ijerisimms)  abscess  or 
from  .ostitis  of  the  sigmoid  groove  :  in  this  situation,  it  is  more  common 
from  chronic  tlian  from  acute  tympanic  suppurations.'  hi  the  superior 
petrosal,  it  is  due  to  pus-collection  upon  either  the  posterior  or  the 
upper  surface  of  the  petrous  bone.  In  the  inferior  petrosal,  it  is  due  to 
suppuration  of  the  labyrinth  or  caries  at  the  apex  oi  the  pyramid.  In 
the  cavernous,  it  is  usually  due  to  extension  of  the  thrombus  from  the 
lateral  sinus.  In  the  bulb  of  the  jugular,  it  is  more  common  from 
acute  than  from  chronic  tympanic  suppuration,  and  is  due  either  to 
extension  through  the  floor  of  the  t>'mpanum  or  to  the  entrance  of 
micro-organisms  into  the  lateral  sinus,  which  pass  thence  to  the  bulb, 
and  there  settle  on  account  of  the  cnlai^cmcnt  of  the  vein  at  this 
point.^ 

SlnuS-phlebltlf  L->  very  often  compltcalcd  witli  pach}rinciiingitts,  urailiniti*.  or  braia- 
sl>st:cvi.  In  ^z  pel  cent,  of  ihc  cnscs  the  bone  is  dismscii  dirntly  to  (he  duni.  Of  J9 
ca»eft,  the  Iwne  wax  tli>caunl  to  llic  <lura  in  83  |]rr  cent.;  buiic  iti»«thed,  l>iit  not  Id  lli« 
dura,  7.7  per  C«nl. ;  the  hour  hcahhy,  in  10.3  per  cent.*  This  explains  the  Trcrjucncy  of 
pacliyinriitngtti*  ^14  out  of  20  csMr*)  *  a%%  complimtion. 

Symptoms. — These  may  be  divided,  according  to  the  [xithological 
process,  into  those  of  phlebitis,  thrombosis,  suppuration  of  the  throm- 
bus, cerebral  symptoms  from  stasis  of  blood. 

The  phlebitis,  in  itself,  gives  no  recognizable  symptoms.  As  the 
thrombus  forms,  it  may  obstruct  the  circulation  in  the  veins  which  drain 
into  the  sinus,  and  wc  may  have  from  interference  with  the  cavernous 
sinus  congestion  of  the  ophthalmic  veins,  choked  disk,  edema  of  the  eye- 
lids and  conjimctiva,  protrusion  of  the  eyeball,  and  congestion  of  the  vtma 
frontalis,  and  from  the  periphlcbitic  swelling  occa.sionally  paralysis  of 
the  oculomotorius  (third),  abduccns  (sixth),  or  neuralgic  pains  in  the 
trifacial  (fifth).  From  interference  with  the  mastoid,  emissary  swelling 
and  edema  just  behind  and  below  the  mastoid  process.  From  throm- 
bosis of  the  jugular,  there  may  be  cording  of  the  vein,  swelling  of  the 
tissues  and  glands,  cellulitis  of  the  neck,  and  possibly,  but  very  rarely, 
from  periphlebitis  at  the  jugular  foramen  paralj'sis  of  the  glossopharj^n- 
geus  (ninth),  or  pncumogastric  (tenth).     All  of  these  symptoms  of 
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obstruction  of  the  circulation  arc,  however,  generally  wanting,  for  the 
thrombus  funiis  slowly  in  most  cases,  and  a  collaterals  drculation  is  very 
sotui  established. 

Suppuration  of  the  thrombus  gives  usually  the  most  pronounced 
symptoms — pyemic  and  septicemic — be\(iniiing  with  a  rigor,  which  in 
most  cases  recurs,  and  high  fever  ( 104"  to  106'^  P.),  remitting  or  inter- 
mitting several  times  a  day,  even  down  to  the  normal  Between  tlie 
chills  the  patients  often  say  they  feci  well. 

Metastatic  infarcts  from  emboli  may  lake  place  in  various  organs — 
lungs,  spleen,  and  joints — but  hklsI  commonly  in  the  lungs,  for  the 
emboli  arc  rarely  small  enough  to  pass  these  organs.  Tliey  are  most 
common  when  the  jugular  is  aiTected.  Not  all  emboli  arc  necessarily 
infected,  however,  and  there  may  *  be  non-infected  infarcts  without 
abscesses.  Metastatic  abscesses  in  the  lungs  arc  usually  multiple  and 
situated  in  the  periphery  of  these  organs,  occasionally  breaking  into  the 
p!t-uni :  and  their  symptoms  are  those  of  a  diffuse  bronchial  catarrh. 
Nnn-infecteii  infarcts   may  produce  blocxiy  sputa, 

0{ ti-rehral  sympiams  dutrtu  stasis  ofhlmul  within  the  cranium,  {here 
may  be  hcaiiiche,  diffuse  or  unilateral,  on  the  affected  side;  vomiting, 
chiefly  in  the  beginning  of  the  di.sease ;  congested  papilla:  and  optic 
neuritis.  Optic  neuritis  is  not  as  common,  however,  as  was  formerly 
thought  (of  27  cases,  only  10  showed  this  s>*mptom).'  There  may  be 
nystagmus  (8  in  34  cases);  psychic  depression  is  coniinon;  delirium  is 
oecdsiunally  seen,  but  serioiis  disturbances  of  consciousness  are,  on  the 
whole,  rare. 

The  chief  aids  in  diagnosis  are  the  existence  of  aural  suppuration, 
especially  of  tlie  mastoid,  and  the  pyemic  symptoms — chills,  sharp 
variations  in  temperature,  and  the  metastases.  Inflammatory  s>Tiiptoms 
in  the  bone  in  the  neighborhood  of  the  lateral  sinus  with  the  pyemic 
syniptonis  are  confirmatory.  Cording  of  the  jugular  is  a  sure  indica- 
tion of  the  disease,  occurring,  according  to  Janscn,  in  one-third  of  the 
cases  (11  of  34). 

Th«  dlMftKC  is  most  frequently  conrouiwled  u-ilti  typhoid,  especinlly  wlien  the  i>yeinic 
symjdojtL'i  axe  liiil  JigJilly  jiriinimncoJ  and  when  tht  scnsoriiam  \i  nffpcled.  'ITictf  is  the 
s.imr  cnlnrKcnicnl  nf  the  sjik-cii.  and  octasionally  a  nj^ciitatike  ruanihctna  ;  Imt  »iiiu»-plileb' 
ittit  geticntlly  lir^iiix  ropt61y.  m>l  gnitliwlly.  K:tiiinmiitiun  or  (he  ItLnoil,  if  il  f;ircs  a  poerf- 
tjve  lypiioid-rcjiction,  provfs  the  cxiMence  "f  lyplnnd;  but  ftbjtiicc  of  itiis  reai:lioii  proves 
iiuthmg.  Marked  chills  tnaj'  cuusc  cuiifiision  with  malnria,  bui  Ihr  iiscle^MiPM  of  i|iiiiiin 
and  the  furtlii^r  courtc  nf  tlie  di*r««,  willi  varyiiiE  pyemif  (rmjienKure,  would  exclude  it ; 
ihc  presence  of  ihc  plB&mottiuin  in  iht  blo<>d  would  prove  the  lujijiria. 

Lmkocytosts  1  cannot  rei;erd  nit  ronritmnmry  nf  phlrlillis.  In  124  blnnd -counts  on  44, 
different  pa(ient<<  with  itit  varicrtic^  uf  tympanic  suppuiatii^n,  uLiile  .'^iid  chronic,  it  was  pfcs- 
CDl  it)  79.5  pi-r  ci-nl.,  ninl  al)N<:nl  in  20,5  |»-r(*rii[.  ;  nml  ihi-  niilv  n>nchisioii  |  rmild  dnw 
from  a  study  of  ihc  scries  was  thai  leukwcylusis-was  of  110  dtnjiuiiMit  vjluc  in  otitic  p]iIct>ittA.* 

It  must  always  be  borne  in  mind  that  sinus-phlebitis  is  often  com- 
bined with  iithtT  otitic  brnin  tiiscascs  ;  less  thiin  half  of  the  cases  are 
uncomplicatctl,  and  c<»nsequetitly  the  clinical  picture  is  often  confused 
and  be«'ildcrin)4,  till  o[Krning  of  the  bone  reveals  the  |>ath  of  disease 
from  the  ear  to  the  sinu.s.  A  natural  cure  of  an  uncomplicated  case  by 
a  connective-tissue  obliteration  of  the  sinus  sometimes  takes  place,  and 
this  is  more  likely  to  occur  if  continual  reinfection  is  prevented  by  thor- 
ough opening  and  cleansing  of  the  suppuration  in  the  bone.     Many 
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cases,  both  complicated  nnd  uncomplicated,  arc  cured  by  evacuation  ;md 
cleansing  nf  the  sinus,  which  is  described  later. 

Treatment  of  the  Otitic  Brain  Disease. — From  what  has  been 
said,  it  is  evident  that  in  all  of  the  otitic  brain  diseases  there  may  be  a 
great  variety  of  symptoms,  many  of  them  common  to  two  or  more  of 
the  pathological  processes,  and  consequently  not  distinctive.  It  is  also 
evident  that  several  of  the  dise^iscs  may  be  present  at  once;  for  instance, 
cxtnidura]  abscess  and  sinus-phlebitis,  pachymeningitis  and  brain- 
abscess,  brain-abscess  and  arachnitis;  and  tlial.  therefore,  although  the 
knowledge  and  study  of  the  symptoms  arc  of  value  in  showing  an  active 
brain  disease,  they  often  leave  the  surgeon  uncertain  as  to  its  exact  char- 
acter or  situation.  The  case  Is  one  of  extension  from  an  infected  focus 
in  the  ear-cavities  to  other  infected  foci  within  the  cranium;  and  statis- 
tics show  that,  ttkcn  collectively,  in  79  per  cent,  of  the  cases  the  path 
of  extension  can  be  followed — i,  r.,  the  bone  is  disca.sed  directly  to  the 
dura.  By  opening  tlic  bone,  then,  tlie  disease  can  be  traced  inward,  and, 
moreover,  the  ear  is  the  original  focus,  still  active  and  reinfecting  con- 
tinually, and  the  diseased  bone  requires  to  be  removed  in  any  case. 
The  recognition  of  this  principle  of  following  the  disease  inward  and 
removing  all  diseased  bone  justifies  an  early  operation,  without  waiting 
for  an  exact  diagnosis,  in  any  case  showing  brain -symptoms.  It  also 
points  out  the  course  for  the  surgeon  to  pursue  in  the  verj'  considerable 
proportion  of  cases  which  he  sees  for  the  first  time  when  the  brain  dis- 
ease is  so  active  that  time  is  of  greater  im|K)rtance  than  an  accurate 
diagnosis.     Clinical  cx]x;rience  has  proved  that  it  is  successful. 

The  />ar/s  to  fie  fxflotrd  for  finding  the  path  of  extension  arc  the 
roof  of  the  antrum  and  tympanum,  the  inner  wall  of  the  mastoid,  and 
the  labyrinth.  The  only  operation  which  \vin  expose  all  of  these  parts 
at  once  is  a  tympanomastoid  exenteration.  This  has  already  been 
described  in  speaking  of  mastoiditis.  I  laving  by  this  operation  expcsed 
the  whole  interior  of  the  bore,  the  inner  and  upper  waits  should  be  care- 
fully examined  for  ostitis  and  caries  by  a  probe  and  by  illumination  with 
an  electric  light.  If  these  conditions  arc  found,  all  of  the  diseased  bone 
should  be  removed  to  the  dura.  In  the  case  of  a  carious  fistula  the 
bone  is  softened,  and  can  be  removed  with  a  curet.  If  inflnmed  merely. 
but  not  softened.  I  prefer,  when  working  over  the  lateral  sinus,  to  thin 
the  cortex  gradually  by  a  curet,  hand-gouge,  or  surgical  engine  till  it  is 
perforated,  and  then  continue  the  removal  with  a  small  rongeur  rather 
than  a  chi.sci  or  gouge ;  for  it  has  twice  occurred  to  me  that  in  raising 
the  first  chip  of  bone  I  have  lorn  open  the  sinus,  which  w,is  adherent 
to  it  by  inflammation.  In  parts  other  than  mer  the  sinus,  the  bone  can 
be  chipped  away  with  a  chisel.  The  labyrinth  should  be  examined  in 
the  same  way  for  carious  openings  into  it.  both  from  the  tympanum  and 
from  the  aditus,  where  the  externa!  semicircular  canal  lies.  If  carious 
fi-stulac  arc  found,  all  the  diseased  bone  should  be  removed  with  a  small 
curet. 

If  pachy  men  intuit  is  exists  in  the  posterior  fossa,  on  opening  the 
inner  wall  of  the  mastoid  the  dura  is  seen  to  be  dull  instead  of  shining. 
of  a  dirty-gray  or  greenish  color,  covered  with  granulations,  and  with 
more  or  less  pus  on  its  surface.  The  pus  may  be  in  such  quantity  that 
it  has  pushed  the  dura  away  from  the  bone  and  formed  an  extradural 
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abscess.  Having  thus  found  llit;  t-xistcncc  of  |jacliymcningitis,  the 
entire  inner  wall  of  tlic  mastoid  should  be  rtrniovctl,  or  so  much  of  it  as 
is  necessary  to  expose  the  limits  of  the  meningitis.  The  pus  should  be 
wiped  away  and  the  granulations  removed  with  a  rather  blunt  curel 
down  to  the  hbrous  dura.  The  lateral  sinus  is  exposed,  and  it  should 
be  remembered  that  sinus-phlebitis  is  a  vcrj'  conmion  complication. 
The  walls  of  the  sinus  in  such  cases  are  often  necrotic,  and  over  the 
sinus  the  curet  must  be  used  with  delicacy.  Manng  cleaned  off  the 
dura,  it  should  be  examined  carefully  for  sinus-phlebitis  and  thrombosis, 
and  for  fistulx  through  it. 

The  treatment  of  the  sinus  disease  is  considered  later.  A  fistula 
through  the  dura  means  infection  either  of  the  arachnoid  and  pia  or 
of  the  brain,  which  is  considered  l;itcr. 

If  the  roof  of  the  petrous  bone  is  diseased,  this  should  be  removed 
and  the  duni  exposed.  Provided  the  ma.stoid  is  tai^c  and  deep,  and 
the  tympanomastoid  exenteration  has  been  done  as  extensively  as  possi- 
ble, there  is  often  room  enough  to  allow  of  the  removal  of  cither  the 
antrum  or  tympanum  roof,  or  botJi,  through  the  primar>'  opening  of  the 
bone.  Tile  dura  can  then  be  examined,  and  if  diseased  should  be 
exposed  thoroughly  by  chiselling  away  the  bone  through  the  linea  tem- 
poralis from  :ibout  2  cm.  (0.8  inch)  above  the  meatus  forward  to  the 
anterior  edge  of  the  meatus,  and  backward  about  2\  cm.  (i  inch).  In 
the  ca.se  of  an  extradural  abscess  In  this  situation,  such  an  opening  is 
suHicicut  for  thorough  evacuation  and  cleansing;  if,  however,  the  dura 
is  intlamcd  beyond  the  portions  thus  exposed,  the  opening  in  the  bone 
should  be  enlarged  with  a  rongeur  to  at  Icjist  twice  the  above  size.  If 
the  removal  of  the  roof  of  the  antrum  and  tympanum  is-  impossible 
through  the  original  tj'mpanomastoid  opening  from  lack  of  sjiace,  as 
may  be  the  case  when  the  roof  lies  very  low  and  the  mastoid  is  very 
shallow  from  outward  projection  of  the  sigmoid  groove,  the  bone  should 
be  opened  directly  from  the  outside.  The  squamous  bone  should  be 
ix-'netrated  alwut  2  cm.  (o.^  inch)  above  the  upper  edge  of  the  meatus, 
and  then  with  chisels  and  rongeurs  the  opening  should  be  enlarged 
downward,  forward,  and  backward,  ex[)osirg  the  dura  over  a  space  2 
cm.  (0.8  inch)  in  height  aiid  2\  cm.  ( i  inch)  in  width,  just  where  it  bends 
from  its  perpendicular  to  its  horizontal  position.  Hy  pushing  the  duni 
back  with  a  flat  spatula,  the  roof  of  the  petrous  bone  can  now  be 
removed  just  as  far  as  it  is  diseased,  either  by  a  small  rongeur  or  by 
curved  chisels  and  gouges. 

Having  removed  all  granulations  from  the  dura  and  cleansed  it  by 
gentle  syringing  with  sterile  salt  solution,  the  auricle  should  be  replaced 
by  sutures  in  its  upper  and  anterior  portions,  drainage  provided  for  in 
the  posterior  part  of  the  osseous  wound  by  sterile  gauze,  and  the  tym- 
panomastoid opening  packed  with  gauze.  The  dura  should  be  dressed 
often  enough  to  keep  it  clean,  and  the  healing  takes  place  by  granula- 
tion, organization  and  epidermization  like  the  rest  of  the  bony  cavity,  as 
described  under  Tj-mp'a  no  mastoid  Exenteration. 

Leptomeningitis  of  otitic  origin  has  until  recently  been  considered 
as  necessarily  fatal,  and  its  certain  diagnosis  was  regarded  as  a  contra- 
indicntion  for  any  oiieration.  In  its  very  beginning,  however,  when  cir- 
cumscribed, Maccwen  has  in  several  cases  effected  a  cure  by  exposure 
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and  incision  of  the  arachnoid  and  pia.  It  is  only  rarely  that  the  diag- 
nosis can  be  made  early  enough  to  find  the  disease  in  this  circumscribed 
form. 

With  abscess  In  the  third  tempo rosphenoidal  convolution,  the  most 
common  scat  of  otitic  cerebral  abscess,  after  the  t>'mpanoma-Stoid  ex- 
enteration, the  dura  is  exposed,  as  already  described,  above  tlic  upper 
edj;e  of  the  meatus  by  an  openini»  at  least  2  cm.  (o.S  inch)  in  height 
and  2.\  cm.  (i  inch)  in  width  through  the  tinea  temporalis, and  certainly 
large  enough  to  .illow  examination  of  the  dura  over  the  roof  of  both 
antrum  and  t>'nipanum.  As  has  bc^n  said,  the  abscess  is  usually  in 
direct  connection  with  the  diseased  bone  by  a  fistulous  tract ;  and  the 
dura,  after  being  exposed,  should  be  searched  for  a  fistula,  especially  in 
the  vicinity  of  the  diseased  bone*.  If  such  a  fistula  is  found,  it  jioitiLs 
to  the  Stat  of  the  abscess,  which  may  be  just  un  the  surface  of  the  brain 
or  from  i  to  2  cm.  (0.4  to  0.8  inch)  inward.  The  dura  should  then  be 
cleansed  antiseplically  and  opened  by  an  incision  i  cm.  (0.4  inch)  long, 
in  such  a  position  that  free  evacuation  and  drainage  will  (>c  possible, 
preferably  just  at  the  curve  of  the  per|>endicu!arand  horizontal  positions ; 
and  exploration  should  be  made  for  the  abscess  with  a  director  or  tro- 
car in  tliL-  direction  indicated  by  the  fistula.  If  the  abscess  is  found,  the 
dura  should  then  be  opened  freely  by  a  crucial  iiicision  of  at  least  2  cm. 
(0.8  inch)  in  eacli  direction,  a  narrow-bladed  forceps  [KLssed  into  the 
abscess,  through  the  opening  made  with  the  director,  and  then  opened 
and  withdrawn.  The  pus  is  often  so  thick  and  contains  so  much 
necrotic  tissue  that  it  does  not  evacuate  readily,  and  the  cavity  should 
be  washed  out  by  douching  under  vcr>'  slight  pressure,  a  gauze  drain 
should  be  inserted  and  kept  in  till  all  secretion  ceases,  and  then  be 
withdrawn  gradually.  It  may  easily  happen  that  the  fistula  through  the 
dura  escapes  detection,  although  disea.sed  bone  at  the  roof  and  other 
symptoms  point  to  ab.sce.ss  in  the  third  (lower)  convolution.  In  such  a 
case  exploration  should  be  made  as  ju.st  described,  but  may  require  to 
be  made  in  .several  directions  before  the  abscess  is  found.'  As  a  rule, 
however,  the  abscess  is  within  2  cm.  (0.8  inch)  of  the  diseased  bone. 
The  depth  to  which  these  explorations  may  be  carried  without  injuring 
specially  important  portions  of  the  brain  ts  of  moment.  These  parts  are 
tlic  anterior,  inferior,  ami  posterior  horns  of  the  lateral  ventricle,  the 
lenticular  nucleus,  and  the  internal  capsule.  According  to  the  meas- 
urements of  Hansberg,  at  the  level  of  1  to  2  cm.  (0.4  to  0.8  inch)  above 
the  meatus  a  puncture  of  2^  to  3  cm.  (1  to  1.2  inches)  directly  inward 
may  wound  the  inferior  horn,  and  in  the  lower  temporal  convoKition 
exploration  directly  inward  should  not  be  carried  bc>'ond  2\  cm.  { i 
indi);  but  at  an  angle  of  45  degrees  with  this  {Krpcndicular  line,  it  may 
be  carried  4  cm.  ( 1  \  inches).' 

According  to  Komer,  in  only  6  out  of  90  brain-abscesses  was  the 
abscess  not   connected  with   the  diseased   bone.      These  exccpHonat 

'  I  woald  fmpha.'tiit  Ihc  imponnner  of  ihr  rxplnrint;  itif4nifncT>t  Ifring  of  fjooi]  nEr.  st 
least  \  inch  in  cliamctcT ;  fi>r  il  ha»  ha|>[>imp<I  lo  rnr  ( Amrr,  Ji>ur.  of  tkt  MfJ.  .*>■■/.,  April, 
1899)  In  pass  ■  rull-RJml  director  completely  through  ft  ccrcbcllai  abwcssi,  as  the  aulDpiy 
thowcd.  without  oUainine  a.  trace  of  pus. 

*An  avtrraKe  ftilult  skull  ineaiMiTtr^  accnrdint;  In  Han^bcnt,  Ij)  cm.  (j.J  iDcbcs)  across 
the  tcm|inra!  bnncs ;  and  he  foiind  that  the  ftmntler  the  «ltull  the  nearer  (he  inferior  bom  lle« 
lo  Ihe  nuriace. 
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abscesses  are  situated  in  the  cerebrum,  cither  in  the  first  (upper)  tem- 
poral convolution  or  in  the  fronUl  or  occipital  lobes.  To  reach  the 
upjjer  convolution,  the  skull  shoulil  he  o^jcncd  2  cm.  (0.8  inch)  back 
from  a  point  ^  to  35  cm.  ( 1,2  to  1.4  inches)  abiwe  the  up[jer  edge  of  the 
meatus;  ami  at  this  level  the  ventricle  lies  from  4  to  5  cm.  (1.6  to  2 
inches) '  directlj'  inward,  so  that  here  exploration  may  be  carried  nearly 
4  cm.  (1.6  inches)  perpendicularly  inward,  and  to  a  greater  distance  at 
an  angle  of  45  degrees.  To  get  at  frontal  or  occipital  abscesses,  the 
skull  must  be  opened  over  their  situation,  as  determined  by  previous 
locahzing   symptoms. 

With  abscess  of  the  cerebellum,  after  exposure  of  the  inner  wall  of 
the  mastoid,  tliat  structure  rs  removed  throughout  its  whole  extent, 
thus  fully  exposing  the  lateral  sinus  and  a  portion  of  the  dura  in  front 
of  and  behind  the  sinus.  A  fistula  through  the  dura  is  next  sought 
to  point  out  the  situation  of  the  abscess  which,  with  disease  of  the 
inner  wall  of  the  mastoid,  is  usually  posterior  to  the  sinus  and  in  direct 
connection  with  the  diseased  bone ;  with  labyrinthine  inflammation  it  is 
anterior  to  the  sinus  and  in  connection  with  cither  the  meatus  intemus 
or  aqueductus  vestibuli.  If  such  a  fistula  is  found  behind  the  sinus, 
the  opening  in  the  bone  should  be  enlarged  backward  till  It  i.s  at  ]east 
1^  cm.  (0.6  inch)  in  diameter,  the  dura  cleansed  antiseptically,  then 
opened  by  a  short,  straight  incision,  and  exploration  made  as  described 
for  cerebral  abscess.  If  the  abscess  is  reached  the  dura  should  be 
split  crucially,  iuid  the  abscess  evacuated  and  drained.  The  object  of 
the  sliort,  straight  incision  for  exploration  is,  in  case  no  abscess  exists,  to 
allow  the  dura  to  be  stitched,  and  so  prevent  prolapse  of  the  brain.  In 
case  no  fistula  points  to  the  situation  of  Che  abscess,  exploration  must 
be  made.  If  the  abscess  has  been  produced  by  disease  of  the  mastoid, 
it  will  be  best  reached  by  the  opening  behind  the  sinus,  just  described. 
If,  however,  the  aljscess  is  due  to  extension  through  the  labj'rinth  from 
the  tympanum,  the  infection  reaching  the  brain  through  the  aqueductus 
vestibuli  or  internal  meatus,  it  usually  lies  in  the  anterior  part  of  the 
cerebellum,  3  to  4.5  cm.  (1.2  to  1.8  inches)  from  the  opening  behind 
the  sinus,  and  will  be  more  directly  reached  by  removing  the  posterior 
wall  of  the  jietrous  bone  in  front  of  the  sinus  and  exploring  from  this 
point.  In  this  position  there  is  a  space  of  about  i  cm.  (04  inch) 
between  the  sinus  and  the  inferior  semicircular  canal ;  and  even  if  the 
latter  is  removed,  good  rather  than  harm  will  result,  for  the  inflamma- 
tion will  have  already  destroyed  the  functions  of  the  labyrinth,  and  the 
opening  of  the  canal  will  allow  cleansing  of  the  labyrinthine  ca\'ity. 
If  an  abscess  is  opened  from  this  point  in  front  of  the  sinus  a  firm 
drainage-tube  is  necessary  to  prevent  compression  between  the  edges 
of  the  bone  and  a  prolapse  of  the  brain. 

In  the  afUt'treatmcnt  of  all  hrain-absccsscs  a  careful  watch  should 
be  kept  for  an  increase  in  teniijeniture,  pulse,  or  brain -symptoms,  which 
require  cleansing  of  the  abscess-cavity.  Pressure  from  the  tampon  or 
drainage-tube  may  produce  bnun-symptnms;  and  as  the  cavity  often 
closes  quite  rapidly,  these  should  be  correspondingly  shortened. 

5inus>phlebitis  and  Thrombosis. — Caries  or  simple  ostitis  of  the 
inner  mastoid  wall  would  lead  to  the  removal  of  the  diseased  bone  and 
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consequent  exposure  of  the  sinus.  A  certain  amount  of  discoloration 
of  the  external  coats  of  the  sinus  usually  accompanies  (lachymenin- 
gitis  in  the  posterior  fossa ;  but  this  doe-s  not  necessarily  mean  tluom- 
bosts.  On  the  other  hand,  the  sinus  may  be  closed  by  a  soHd  throm- 
bus, and  yet  appear  perfectly  healthy  in  its  outer  coats.  Respiratory 
pulsations  in  the  sinus  are  of  no  diagnostic  value ;  they  arc  rarely 
present  in  a  healthy  sinus.  If  a  sijHd  thrombus  exists,  it  can  be  felt  as 
A  cord  within  the  vessel ;  but  there  may  be  a  small  infected  thrombus 
on  the  walls  of  the  vein,  not  larye  enough  to  obstruct  it  or  to  give  a 
cording-  of  the  ves.sel.  Or,  af^n,  a  solid,  obstructing  .sinus  may  have 
broken  down  and  be  no  longer  felt  as  a  cord.  A  perforated  or  collapsed 
sinus  means  phlebitis  and  thrombosis.  In  order  thoroughly  to  exam- 
ine the  sinus,  it  shi»uld  be  exposed  by  removal  of  the  bone  for  lA  to  3 
cm.  (0.6  to  1.2  inche.s).  In  ca.se  of  doubt  as  to  its  condition,  it  should 
be  explored  with  a  small  aspirator,  thoroughly  sterilized,  when  puru- 
lent scrum  will  be  found  if  it  is  infected  at  the  point  of  as|)iration, 
nothing  at  alt  if  there  is  a  solid  thrombus,  and  healtliy  blood  if  it  is 
unaffected.  If  diseased,  the  sinus  should  be  laid  open  by  an  incision 
along  its  course,  evacuated  and  cleansed,  and  tlie  thrombus  should  be 
removed  with  a  rather  blunt  curet  as  far  as  it  is  broken  down.  But  if, 
as  is  often  the  case^  the  .sinus  is  closed  at  its  lower  portion,  rear  the 
bulb  of  the  jugular,  by  a  firm,  solid  thrombus,  this  should  not  be  dis- 
turbed, for  it  is  a  protection  against  .septicemia  and  emboli,  and  the 
opening  and  cleansing  of  the  ves.scl  just  above  it  will  in  many  cases 
prevent  its  breaking  down.  The  same  rule  holds  in  regard  to  the 
upper  portion  of  the  sinus,  where  a  finn,  solid  thrombus,  if  present, 
should  be  left  imtouched.  The  first  |>art  of  the  thrombus  to  break 
down  septically  is  usually  the  part  opposite  the  diseased  bone,  and  this 
is  the  [XJrtion  to  be  indsed.  Hemorrhage,  if  it  occurs,  can  be  readily 
controlled  by  a  tampon  of  iodoform  or  sterile  gauze.  In  exceptional 
cases  abscess  of  the  temporal  lobe  of  the  cerebrum  is  complicated  with 
thrombosis  of  the  lateral  sinus,  the  clinical  symptoms  leading  the  sur- 
geon to  expose  the  temporal  lobe  first.  In  such  cases,  after  evacuation 
of  the  abscess,  the  upper  knee  of  the  sinus  can  be  exposed  from  the 
middle  fossa  by  removing  the  bone  backward  from  the  original  opening 
above  the  meatus  to  the  angle  of  the  parietoma.stoid  suture,  where  the 
knee  lies,  and  from  here  exposing  the  sinus  in  its  descending  portion 
by  removing  the  bone.  In  this  way  both  the  middle  and  the  posterior 
fossa-  can  be  examined, 

Zaufal,  of  Prague,  first  proposed  in  1880  this  opening  and  cleansing 
of  an  infected  sinus,  together  with  a  simultaneous  ligation  of  tlie  inter- 
nal jugular  to  prevent  infection  of  the  general  sy.stem.  The  first  oper- 
ation without,  however,  ligating  the  jugular,  which  was  closed  by  a 
firm  thrombus,  was  in  18S4.  and  was  unsuccessful.  In  18S6  Schede 
had  a  successful  case  without  ligating  the  jugular  In  1889  the  first 
successful  operation  on  the  sinus,  with  ligation  of  the  jugular,  was 
reported  by  Lane,'  followed  by  Ballance.  in  1890,  with  2  successful 
cases.  Since  then  numerous  recoveries  after  ofieration,  both  with  and 
without  ligation  of  the  jugular,  have  been  reported.  The  following 
table  is  from  Komcr: 
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Operations  on  the  Lateral  Sinus, 

Toul.  Cured.  Died. 

With  ligation  of  jugular       ...      41         26     63.4  per  cent.         15     36.6  per  cent 
Without  ligation  of  jugular  .    .    .      38         16    42     percent.         22     58     percent 

79        42     53. 1  per  cent.         37    46.9  per  cenL 

The  question  of  tying  the  jugular  seems  to  me  stili  an  open  one; 
the  cases  reported  are  too  few  for  accurate  conclusions  to  be  drawn 
from  them.  In  favor  of  ligation  we  have  the  fact  that  the  jugular  is 
the  main  channel  by  which  infection  enters  the  general  system,  and  the 
statistics,  so  far  as  they  go  ;  against  it  are  the  dangers  of  a  prolonged 
operation,  the  possible  involvement  of  other  sinuses,  superior  petrosal 
or  cavernous,  in  which  case  ligation  of  the  jugular  would  not  prevent 
geneml  infection  ;  also  the  fact  that  the  sinus  is  often  closed  by  a  solid, 
uninfected  thrombus.  Finally,  in  many  cases  there  is  such  an  infiltra- 
tion of  the  tissues  of  the  neck,  either  from  periphlebitis  or  from  exten- 
sion of  inflammation  through  the  base  of  the  mastoid — a  gravitation- 
abscess,  in  fact — as  to  offer  great  and  often  unsurmountable  technical 
difficulties  in  the  operation  itself. 


CHAPTER    XXIX. 

SURGERY  OF  THE  SKIN. 

Dettnatitis  is  an  inflammation  of  the  skin  characterized  by  the 
occurrence  of  heat,  redness,  and  infillration,  which  may  terminate  by 
resolution  or  persist  in  a  modified  form  by  the  destruction  of  the  tissues 
through  vesication,  suppuration,  ulceration,  and  gangrene.  Derma- 
tological  distinctions  between  erythema^  eczema,  and  dermatitis  as  inde- 
pendent conditions  with  specific  anatomical  lesions  are  of  no  practical 
importance. 

The  most  common  types  of  dermatitis  arc  Dermatitis  traumatica, 
D.  ''cntnafii,  D.  nwiUtamcntosa,  D.  caloma,  and  U.  congclathuis. 

DermatitU  traumatica,  the  infianimation  of  the  skin  produced  by 
mechanical  injury,  is  discussetl  in  other  sectitins  of  this  work. 

Dermatitis  venenata  is  produced  by  chemicals,  caustic,  or  toxic 
irritants  which  act  upon  the  skin  from  without ;  and  is  thus  distinguished 
from  dermatitis  medicamentosa,  which  is  produced  exclusively  by  the 
ingestion  or  action  of  medicaments  or  toxins  from  within.  Common 
surgical  examples  of  dermatitis  venenata  are  the  erythematous  and 
eczematous  eruptions  which  follow  the  contact  of  thu  skin  with  acrid, 
septic,  pathological  discharges.  The  constant  dribbling  of  ammontacal 
urine  gives  rise  to  balanitis  and  eczema  of  tlie  scrotum.  The  balanitis 
of  diabetes  and  of  acute  gonorrhea  arc  also  illustrative  of  this  condition. 
Another  group  results  from  the  repeated  or  the  excessive  use  of  strong 
germicidal  agents,  wliich  act  on  the  skin  of  the  patient  as  well  as  upon 
that  of  the  o]>erator;  in  both  cases  individual  susceptibility  is  frequently 
responsible  for  these  manifestations.  The  frec|uency  with  which  this 
fonii  of  dennatitis  has  made  its  appearance  on  the  hands  of  operators 
has  won  for  it  the  distinction  of  "  surgeons'  eczema."  The  culpable 
agents  are  usually  the  strong  alkaline  soaps  and  other  soaps  that  contain 
an  excess  of  active  germicides;  also  strong  solutions  of  carbolic  acid, 
bichlorid.  potassium  permanganate,  oxalic  acid,  chlorid  of  lime,  and 
stMiiuni  curbonate  (Stimson-Weir  method),  oil  of  tuqx^ntiiie,  etc.  Added 
til  this,  and  [jerha|>s  worse  than  all,  are  the  harsh  factions  with  the  coarse 
brush.  In  addition  to  the  agents  pre\iousIy  referred  to,  mention  should 
be  made  of  iodoform,  which,  more  than  any  other  drug,  Is  capable  of 
producing  in  predisposed  subjects  the  most  formidable  t>"pcs  of  derma- 
titis. 

Rh US-dermatitis. — Another  familiar  form  of  dermatitis  is  the  erup- 
tion prtxluccd  by  the  poison-ivy  (Rhus  venenata)  and  poison-oak  ( Rhus 
toxicodendron),  In  rhus-poisoning  the  symptoms  come  on  within  a 
few  hours  or  days  afler  exposure,  with  a  sensation  of  heat  and  itching 
experienced  in  the  parts  exposed  to  the  poison.  Following  the  red- 
ness there  is  great  tumefac"tion,  with  much  vesication  and  the  extidab'on 
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ot'a  clear,  serous  fluid,  which  drips  from  the  surface  and  dries  into  tliin 
crusts.  The  process  is  essentially  an  acute  one  and  terminates  within 
a  few  days. 

Treatment  of  Dermatitis. — The  forms  of  dermatitis  referred  to 
in  this  chapter  arc  usually  sclf-Umitcd  after  removal  of  the  cause.  If 
the  cause  persists,  it  becomes  a  chronic  process,  which  can  be  reheved, 
but  will  always  show  a  disposition  to  return.  When  the  cause  cannot 
be  readily  removed,  as  is  often  the  case  in  fecal  and  urinary  fistula  and 
similar  conditions,  much  comfort  will  be  given  by  palliative  treatment. 
Foremost  in  importance  is  rigorous,  absolute  cleanliness  and  frequent 
removal  of  soiled  dressings.  The  medicinal  treatment  is  identical  with 
that  applied  in  acute  eczema.  Cooling  lotions  are  always  indicated — 
zinc  oxid  and  lime-water  (3J-o^'iij) ;  the  ordinary  lead-and-laudanum 
mixture. 

Tb«  dilulcd  black  vasL,  (he  dccoi^lion  of  while-oak  lurk  (  Duliriiig),  or  flukl  cxiracl  of 
Crindrlia  rohu«u  ('ij-S'*  '"  ro»e-vfftior  i  pint)  (Hyde).  After  the  ncutr  Jiymptoms 
liavtr  |HUMil  iKue  k|jplicutic)ns  slwutd  be  suppluiiled  by  a  duMingiiuwder.  of  whJcb  Uie  Min- 
plcsi  mn  the  br«i,  such,  fof  ckumple,  as  ihc  honUcd  starch  powder  or  compounds  of  IfllcurR, 
tiitc  uxid,  luajitaeua,  l>UmuLh,  Ijrcouodium,  vie,  or  iwoUiiiitf  uinUneuU  uf  ziuc  oxid,  lanutin, 
and  cciM  CTenm  shmtld  lie  u^ed.  Id  dealing  with  dermatitis  fnitTi  ncrid,  ^cpiic  ftecretinnft  • 
initil  cuiuiwtiiig  uf  snlicyUi:  acid.  I  part ;  xinC  oxid,  \  part ;  glyccrulc  of  stuicti,  lOO  puts, 
is  useful.  Thf!  following;  ointment  is  also  ttscful,  perlups  more  than  all  other  preparatioos : 
I]l.   ZitK  oxid,  granu  4O  ;  prepnied  chalk,  liq.  p]u»i!>.  »ut)xccLa(.,  flaxseed  uiL,  du  grattu  to. 

In  the  treatment  of  surgeon's  eczema,  Lassar's  suggestion  that  the 
operator  should  change  to  another  antisej>tic  will  often  prove  valuable. 
In  aggravated  cases  the  sus|)ension  of  surgical  work  is  Mn|}erative  ;  but 
in  the  milder  forms  it  will  bo  sufficient  to  resort  to  the  following  pre- 
cautions in  order  to  obtiin  relief.  After  washing  the  hands  with  water 
and  a  pure  soap  of  griod  quality,  or  with  a  fatty  snap  such  as  mollin, 
they  should  be  rubbed,  while  still  damp,  with  equal  parts  of  olive  oil, 
glycerin,  vaselin,  and  lanoHn.  after  wiiich  kid  gloves  should  be  worn 
until  the  next  ojjeration.  Rotter  advises  an  ointment  composed  of 
fomial  (centigram  25-50),  /-inc  oxid  and  talcum  (ad  25  grams),  and 
vaselin  (50  grams).  Cotton  or  rubber  aseptic  gloves  shoidd  be  used  by 
operators  with  sensitive  skins.  Rhus-tlermalitis  must  be  treated  with 
soothing  lotions,  first  followed  by  powders  and  ointments,  as  the  acute 
stage  subsides. 

Dermatitis  Medicamentosa  (Dnt^^-entfttiofts). — Over  68  different 
medicinal  subslarices  are  cajiable  of  producing  distinct  forms  of  der- 
raaiilis.  The  eruptive  symptoms  in  these  cases  may  result  from  the 
elimination  of  to.\ic  agents  through  the  emunctories  of  the  skin,  or 
by  reflex  action  induced  by  irritative  effects  of  drugs  upon  the  mucous 
surface  of  the  aiimcntarj'  canal. 

'['he  cominontf»[  drug<cniptiotis  are  due  to  copai1)«,  rubebs,  and,  rarely,  sandalwood, 
which  (t'^'<^  rise  to  a  vivid  eryihema  in  paichcu.  Amenic,  when  ^ivpn  in  fnll  dnie*  and  for  s 
loD^  period  of  lime,  will  cauw,  in  addition  to  the  well  known  edcniaWiLs  [nifTtness  of  tiie 
lower  lids,  various  mshes  of  an  erythematnns  character  ;  hut  (he  most  typical  r>f  its  efftets 
on  the  *kin  is  pigmentalinn  of  a  dirty  yelliiw  or  niillc-aiid-chucolale  cotur  un  the  covered 
porlimis  of  ilie  biidy  ami  sometiiun  the  face.  lodin  and  hinmin  find  their  compounds, 
cspccinlly  potassium  iodid  and,  potassium  b^>mid,  are  more  ofica  rcafx^nubte  for  cnifitionit 
than  any  other  cla-\  of  ineiiicinnl  B^jent';.  '[  he  moM  typical  erupiions  caused  by  potassium 
iodid  are  pupulopn^tular.  aciKiid  ni>hes,  usually  discrete  and  limited  Iv  the  face,  neck, 
shoulderH,  and  cxlrcinilict.  in  rarer  InMancrs,  it  is  pur^juric,  vesicular,  bullous,  furanculiir. 
nrticarial,  or  nodular.     The  bromid  salts  are  very  similar  in  their  dFecL     Quinin  and  other 
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cinchona  allculoicls  (pvc  rise  to  itching,  uiticaria,  uid  cryllicnuUiua  eruptions.  Tubemulia 
iinrl  the  sniiioxinn  of  diphtbem.  tetanus,  aod  the  .tKplococcus  arr  alH>  oflcu  followed  by 
gLiictiii  cr)'th(UU4lous  and  ochrr  rashes,  which  arc  althbuicnj  tu  iinpcrfcctiuii.t  in  the  nunu* 
faclnrc  or  prejicrvation  of  (tiese  agenu. 

Dermatitis  Calorica  {/Imbustio ;  CombusHo ;  Burns  of  the  Skin); 
Dermatitis  Con  {relation  is  {Frostbite). — The  extremes  of  heat  and  cold 
act  vcr>'  much  in  the  same  mrinncr  in  producing  inflammatory  and 
destructive  effects  upon  the  skin.  Chilbtains  {f>i-rmo,  crytheina  per- 
nio) are  skin-lesions  of  an  erythematous  type  which  occur  chiefly  upon 
the  hands  ;ind  feet,  because  these  regions  are  more  often  exposed  to 
the  action  of  cold  and  arc  most  distant  from  the  centers  of  circulation. 
They  arc  also  exhibited,  however,  for  tlie  same  reason,  in  other  parts  of 
the  periphery  (the  nose,  temples,  checks,  ears,  and  chin).  They  occur 
in  the  form  of  irregularly  defined  patches,  slightly  elevated  above  the 
general  level  of  the  surface,  with  a  vivid  hue  at  the  periphcr>'  and  the 
purplish  aspect  of  passive  congestion  at  the  center.  They  are  the  seat 
of  itching,  burning,  stinging,  and  other  painful  sensations,  usually 
aggravated  by  warmth.  They  are  strikingly  different  from  other  inflam- 
mations of  the  skin  in  tliat  the  surface  on  which  the>'  are  displayed  is 
usually  cold  rather  than  hot  and  insensitive. 

Treatment. — IVei'entive. — The  general  indications  should  be  met. 
Any  dyscrasia  should  be  treated ;  iron  should  be  given  if  the  patient  is 
anemic:  the  circulation  should  be  improved.  If  there  is  any  evidence 
of  peripheral  stasis.  str>'cluiin,  balhs.  massage,  exercise,  and  a  generous 
dietary  are  usually  indicated.  The  feet  shimld  be  thoroughly  rubbed 
and  dried  until  they  are  warm  whenever  the  stockings  or  socks  are 
removed.  The  feet  and  interdigital  spaces  should  be  dusted  with  boric 
or  salicylic  acid  with  talcum,  after  bathing  them  with  spirits  of  camphor 
or  alcoholic  formalin  solution  (i :  500),  in  order  to  ensure  drj-ncss  of 
the  surface.  In  all  cases  the  circulation  should  be  restored  gradually, 
and  not  suddenly  by  frictions.  The  feci  should  be  warmly  clad  ;  but 
care  should  be  taken  to  avoid  wearing  woollen  stockings  and  fur-lined 
glovtxs.  or  other  material  that  is  liable  to  induce  sweating,  as  the  moist 
skin  is  much  more  easily  chilled  antl  frost-bitten  in  cold  weather. 

The  Acnte  Infectious  Inflamtnations  of  the  Skin. — For 
practical  purposes  thc^t:  intlammations  may  bt  divided  into  the  circum- 
scribed or  limited  and  the  diffuse  or  progressive,  in  accordance  with  the 
nature  of  the  pathogenic  micro-organism  that  invariably  causes  them  and 
the  anatomical  seat  of  the  infection  in  the  skin.  The  progressive  infec- 
tions are  associated  etiologically  with  the  stre])tococcus.  which  preferably 
attacks  and  advances  along  the  lymph-spaces  and  channels  of  the  skin 
or  hypodcrm. 

The  clinical  t>'pes  of  citx:umscribcd  inflammation  varj'  in  accordance 
with  the  original  seat  of  the  infection,  which,  '\\\  the  skin,  may  be  in  the 
hair-follicles,  sebaceous  or  coil  glands,  in  the  rete,  or  in  the  hypodcrmal 
connective  tissue. 

Furuncle  and  earbnncle  arc  deeper  inflammations  which  are  especially 
considered  in  other  chapters  of  this  work  (see  Vol.  I..  Chapter  III.). 

Sebaceons  cysts  {stcatometla ;  ',vetis)  arc  true  retention -cysts, 
causcil  primarily  by  the  obstruction  of  the  duct  of  a  sebaceous  follicle 
and  the  accumulation  of  the  secretions  of  the  folUclcs,  viz.,  sebaceous 


888  INTERNATtOKAL   TBXTSOOIC  OP  SVRCEfCY. 

matter,  fat,  and  cholcsterin  crystals.  Sebaceous  cysts  occur,  often  in 
crops,  in  all  situations  where  sebaceous  glands  abound — scrotum,  penis, 
and  labia — and  sometimes  the  scalp,  though  here  the  true  atheromata 
predominate.  Tliey  var>-  in  size  from  that  of  a  pea  to  a  tanger- 
ine oran|rc.  Sebaceous  cysts  arc  liable  to  infection,  causing  suppura- 
tion and  adhesion  of  the  cyst  to  its  surroundings.  Decomposition 
often  occurs  without  evidences  of  inflammation.  Some  of  these  c>*sts 
Gradually  calcify  and  form  cutaneous  stones.  They  may  also  serve  as  a 
basis  for  horns  and  epithelial  cancers. 

Tbcy  are  lo  be  c]islingui»li«l  from  Ihc  cutaneous  dtrm^dt  *Dtl  alhttvHata  (epidcr- 
iDold&— Krancke),  with  which  Itiey  have  mnny  clinical  «fTinilic<i  and  for  M'hich  Inrjr  are 
often  mifiulccn.  The  dfrnaiJi  arc  cyst*  which  rc«u1t  from  ihc  avculctiul  inclusion  of 
iaianda  of  sJciu  about  the  craitfyonjc  bruiiLhiitl  clc-fls. 

Clinically,  thry  clnicly  rciemhlc  :icl)a<:4>^ux  cysi« ;  hat  they  lie  ilecp«r  in  Ihe  hypodcnn 
■nd  i)ii>w  no  iiidicaliuii  iif  tsteriial  <j[>ei)in);.  DiTmaidi  are  utmost  invariably  sealed  al  tli« 
rooi  of  the  nose,  the  (cmiilrs,  nr  «1  tlie  irntiinu^  of  the  cytbrww!t,  showing  llit-  intluence 
nf  Ihc  bntncbial  ctcfLs  in  iheir  tlcvclupintiil.  When  uucned  ilicy  coDlain  nia»e»  of  ejji- 
dcrmal  scalc.-^  mixed  with  {\\w  or  coarse  hair  ;  their  wnfu  »litiw  the  MniL-lurc  nf  the  CQlis, 
with  hair-fQlliclei  and  !«i)mclinic»  Icclli,  nails,  an<l  buiie*.  The  alherunuilu  arc  also  »«ib- 
cutaneous  iiululcni  tumors,  frv>m  the  m2c  of  a  pea  to  that  of  a  walnut,  which  distend  the 
akin  scmiiphcncalty,  :ihow-  nn  opening,  and  contain  a  gnity,  gUltering,  odorlrai  debris, 
made  up  of  ciiiilcrmJc  scales  and  luokiufj  like  hctwccuu!!  mutter.  Mud  oi  them  appear  in 
the  NCalp.  F  [err  (h<*y  develop  *lowlv  and  often  nitiltiply,  showing  pcrifKl*  of  a(:tiv«  growth 
■Iternalii^  with  a  [wrim]  of  re^l.  Ttity  ate,  like  llie  ilemioids,  incluston  cysts  ibai  result 
from  the  aceidenwl  snarinf;  off  of  epilhelial  cells  in  the  Iiy|in4lcrm  in  the  jxriod  of  d«velop- 
menL  The  athemiiiala  differ  rr.>iu  >L-bucevu>  i:y»t^  in  tJie  f,it:t  lliat  iticy  have  no  duct  or 
external  oriiice,  and  in  the  epidrnnnl  v-nles  which  mninly  ci>nmiiuie  llicir  ronlcnts.  Krom 
the  dennuida  tliey  dilTei  in  llitrir  lopufjraphy,  the  aUieruniaLa  be»ii^  peculiar  to  the  Kalp; 
also  in  the  adult  oge  of  tlie  subject  and  in  the  cyst -contents,  which  are  purely  epldennal 
•nd  rtcver  coninin  hair«  or  other  elandular  product«  of  the  «kin.  The  patholoelcjit  differ- 
ence  hi'tweett  dennriids  and  these  atberomata  ia  that  in  the  former  the  whole  skin  is  r«pre- 
aenteil  with  it*  producttt  in  the  walU  of  the  cyst*  ;  whrtea*  in  the  loiter  only  the  epideimal 
layer  of  the  skin  is  included.  Ilcnc«  the  name,  epidcnnoidn  (Kraiicke,  Oiiari,  Uuua).  Of 
•It  these  cystk  fomwlions  the  sebaceous  arc  the  most  comtnun. 

Treatment  is  always  by  extirpation,  xvith  total  removal  of  the  cyst- 
walls.  If  this  is  not  done,  the  remnants  of  the  cysts  will  continue  to 
secrete  sebaceous  matter.  If  the  cyst  is  inflamed  and  suppurates, 
enucleation  is  difficult  on  account  of  adhesion  to  the  surrounding 
tissue.  It  \sX\X  be  a  better  plan  to  evacuate  the  c\st  by  free  incision, 
wash  the  cavity  with  hydrogen  peroxid  or  formalin  solution,  pack 
with  iodoform  gauze,  and  wait  for  the  inflammatory  swelling  to  sub- 
side, wht;n  it  will  be  much  easier  to  recognize  the  cyst-walls  and 
extirjJJite  them. 

Chronic  Specific  Infections  of  the  Skin. — These  are  all  char- 
acterized by  the  formation  of  inflammatory  granulation-tubercles  (granu- 
lomata),  caused  by  the  irriUint  toxic  action  of  specific  pathogenic  micro- 
organisms. Tuberculosis,  sypliilis.  leprosy,  glanders,  and  actinomycosis 
arc  typical  representatives  of  this  group.  They  arc  fully  considered  in 
other  chapters.  TuberaUosis  of  the  skin  is  described  iw  Chapter  X., 
Vol,  I. 

Mycosis  fungoides  («v)t]jc.  fungus)  is  a  disease  of  obscure  origin  and 
variable  clinical  c.ircer,  wliich  is  essentially  characterized  by  the  gradual 
formation  of  red  oi-puqilish  fungoid  tumors,  especially  in  the  upper  half 
■of  the  body,  unlike  the  sarcomata  and  carclnomata  (which  they  other- 
wise greatly  resemble)  in  the  tendency  they  display  to  spontaneous  im- 
provement and  aggravation,  but  finally  causing  death  by  marasmus  and 
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sepsis.  In  the  course  of  one  or  two  years  all  the  spots  become  more 
deeply  infiltrated,  and  elevated  tumors  arise  (fungoid  stage).  The  tumors 
which  spring  from  this  infiltrated  base  attain  variable  dimensions,  from 
the  size  of  an  acorn  to  that  of  a  child's  head.  They  may  remain  sta- 
tionary for  .several  months,  and  then  rapidly  undergo  complete  involu- 
tion and  absorption,  shrivelling  up  and  then  disappearing  without  leav- 
ing a  trace.  Or  they  may  undergo  rapid  ulceration,  with  profuse  and 
often  fetid  suppuration.  Secondary  infection  of  the  lymphatics  almost 
invariably  follows,  the  general  health  is  undermined,  and  the  cachectic 
stage  sets  in,  followed  by  death. 

All  the  cases  thus  far  reported  have  ended,  probably  with  one 
exception  (Bazin's),  fatally ;  and  in  this  case  spontaneous  recovery  fol- 
lowed an  attack  of  erysipelas.  The  course  of  the  disease  may  vary 
from  three  months  to  fifteen  years.  Its  real  nature  is  not  understood, 
and  opinions  are  divided  as  to  whether  the  tumors  should  be  consid- 
ered as  a  form  of  sarcomatosis  akin  to  leukemia  (Funk),  or  as  infec- 
tious granulomatous  masses  resulting  from  invasion  of  the  skin  by  a 
specific  micro-organism. 

The  treatment  is  purely  palliative. 

Fratnbesia  (Lat.,  "  a  raspberry  "),  also  called  "  yaws  "  and  "  pian," 
is  an  endemic  disease  of  the  tropics  (West  Indies,  Africa,  East  Indian 
archipelago),  of  a  specific  chronic  and  constitutional  character,  con- 
veyable  by  inoculation,  and  especially  prevalent  among  the  black  and 
yellow  races.  The  disease  is  characterized  by  an  eruption,  which  in 
gradual  stages  matures  into  a  fungoid  type,  forming  ra.spberry-like 
excrescences,  from  which  it  derives  its  name.  It  affects  the  same 
patient  repeatedly,  and  does  not  greatly  interfere  with  the  general 
health.  The  favorite  localizations  of  these  growths  are  the  muco- 
cutaneous junctions — mouth,  nose,  eyes,  ears,  prepuce,  anus— though 
any  part  of  the  skin  may  be  affected. 

Inoculation,  which  after  fourteen  days  leads  to  a  .soft  ulcer  covered  with  a  cruM,  is  fol- 
lowed three  or  four  months  later  I>y  a  gradually  ap{>eanng  eruption,  with  fever  and  f;encral 
swelling  of  the  lymphatics.  The  eruption  first  appears  in  the  fumi  of  ]>apules  the  siie  of 
mustard -seeds,  which  slowly  extend  in  breadth  and  height,  and  are  covered  by  a  yellow 
crust  with  red  dots.  The  crusty  papules  soon  develop  into  tubercles ;  the  crust  falls  off  and 
exposes  a  papillomatous  growth,  which  dischai^es  a  foul-smelling,  sticky  fluid  of  a  dark- 
yellow  color.  "These  growths  are  usually  veiy  resistant,  I>rescr^■e  their  form,  and  do  not 
ulcerate.  After  reaching  their  fullest  development,  the  excrescences  decrease  in  size,  grow 
darker,  crusts  fall  off,  and  finally,  after  years,  they  disapi>ear  without  leaving  a  scar,  but 
only  pigmented  spots." 

The  disease  has  been  for  a  long  time  confused  with  syphilis,  but  it 
is  entirely  a  distinct,  independent  infection.  Its  essential  lesion  is  a 
granuloma,  caused  by  a  specific  micro-organism,  probably  identical 
with  the  micrococcus  discovered  by  H.  A.  A.  Nicholls  and  Numa 
Rat. 

The  prognosis  as  to  ultimate  recovery  is  good. 

There  is  no  specific  treatvtent,  but  potassium  iodid  and  mercury  are 
beneficial. 

A  rational  treatment  for  the  local  lesions  would  be  a  regular  course 
of  antiseptic  baths  (weak  bichiorid  of  mercur)'  or  sulphid  of  potassium), 
with  daily  attention  to  the  ulcers,  the  actual  cautery,  followed  by  anti- 
septic dusting-powders. 
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Ynws  slitnilcl  not  Ix?  rnnfti'>«(l  with  aiinOtcr  grncrnl  jnrrction,  of  a  civ^  cooslilutfecal 
character,  which  ii  chanic(erit«d  by  a  genoi'al  eiu|Hii>n  of  a  warty  aiipi-aniicc,  and  koovt 
«_s  the  verruga  disease  of  ihc  Andt^  It  is  siricily  liinilnl  in  its  hftliiial  to  •  Toy  snudl 
arvn  oi)  llic  I'.icitic  slij]>c  i>f  ihe  Andr^tjf  Peru,  a»d  i»  causrc)  bjr  n  specific  micro-orgiunB 
SDincwhal  like  the  bacillus  uf  tnbciculueis— Izquicnlo's  bacillus.  Ilic  vcttu^  tamoK  Ml 
iDOColnble,  Kiunulomaious  fonnaiions,  and  not  warls.  in  ihc  anatomical  iciist:  of  the  word. 
It  is  a  wry  liangcrous,  W3^1i^g  nlfcclioii  od  acmunt  of  ihtf  frvcr,  ani^aiin,  uhI  gcocnl 
CBcheicia  which  accompany  lh«  long  course  of  tht«  tlisfau.-.  The  iirugiwHi*  ■«  OMtcT»n] 
aifecled  for  [he  better  by  cliimtic  changes,  and  especially  an  »capc  from  iu 
hahiiiu  m  the  kb. 


Mycetoma  (/iOwjc,  fungjus),  or  podelcoina  (<tovc,  foot ;  tXfjiMjta,  a ; 

{Madura  foot),  is  a  specific  parasiuc  aflection  of  the  feet,  and  mon 
rarely  of  other  parts  (hands^  scrotum,  shouldier),  which  is  endemic  in 
India,  though  a  few  cases  have  been  reported  in  the  United  States 
(For  description  of  this  disease,  sec  Vol.  II,.  Chap.  XXXIII.)  m 

Oriental  boll  (the  "  endemic  boil  of  tropical  climates,"  variotiig 
known  in  diflcreiit  parts  of  the  globe  by  topographic  designations- 
Aleppo  boi!,  Biskra  button.  Delhi  boil.  Pcndcjch  sore,  etc.)  is  a  local 
painless,  chronic  infection  of  the  skin,  which  prevails  as  an  endemic  \t 
limited  districts  in  warm  countries,  and  whicli  presents  itself  chiefly  on 
the  face  and  uncovered  parts  of  the  body  (checks,  nose,  cyeJids,  hands 
legs).  It  is  characterized  by  (he  formation  of  cutaneous  elevations,  ai 
first  papular  (like  insect- biles),  then  nodular,  of  a  livid-red  color,  which, 
in  the  average  course  of  a  year,  enlarge,  ulcerate,  and  finally  cicaln2« 
leaving  behind  them  indelible  scars.  It  may  appear  singly  or  on  sev- 
eral parts  of  the  body.  It  affects  mostly  young  people  and  children 
especially  in  the  autumn,  at  a  time  when  many  insects  arc  about.  I) 
is  an  inflammatory  granuloma,  formed  in  the  derm,  which  docs  noi 
resolve  spontaneously,  but  tends  to  the  partial  or  complete  destructioQ 
of  the  tissues  in  which  it  is  developed.  It  is  auto-Jnoculable.  and  il 
caused  by  a  specific  germ.  The  best  treatment  for  the  discrete  form  fa 
excision  of  the  entire  affected  arex  When  the  boils  are  numerous 
they  should  be  attacked  in  various  sittings,  at  which  a  number  of  boil! 
should  be  destroyed  with  a  red-hot  tip  of  the  thermocautery  or  gaK'aid| 
cauter>'.  ^ 

Hypertrophies  and  Benign  Neoplasms  of  the  Skin.— Clavm 
(Lat.,"a  nail  "),  or  corn,  is  a  circumscribed  callosity,  Uiually  found  upon 
the  toes,  due  to  epidermal  hypertrophy,  provided  with  a  conical  plug 
of  homy  tissue  beneath,  which  is  projected  into  a  corresponding 
depression  in  the  corium.  Corns  are  of  two  kinds,  liard  and  soft, 
Soft  corns  differ  only  in  that  they  occur  in  situations  where  they  arc 
kept  moist  and  sodden  by  sweat  and  retained  secretion ;  for  this  reason 
they  occur  almost  exclusively  in  the  intcrdigital  spaces  between  the 
toes.  When  an  adventitious  cj'st  or  bursa  forms  beneath  a  corn,  and 
increases  so  that  it  becomes  obvious,  it  Ls  called  a  bunion.  A  small 
cyst  is  often  to  be  found  beneath  an  ordinary  com  of  old  .standing  and 
large  dimensions;  but  large  cysts  seldom  form  except  over  the  meta- 
tarsophalangeal joint  of  the  great  toe,  when  this  has  been  rcndcrwi 
prominent  by  the  distortion  caused  by  short,  narrow-toed,  high-heeled 
shoes.  The  bursa  from  time  to  time  inflames,  and  the  tension  then 
occasions  severe  pain  ;  suppuration  may  follow  from  infection,  but 
is  rare. 

Treatment. — The  preventive  treatment  is  most  important,  and  she 
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be  directed  chiefly  to  wearing  anatomically  constructed  shoes.     In  the 

actual  treatment  of  callosities  and  corns,  the  patient  can  be  given  the 
choice  between  extirpation  or  parin}:j  with  a  knife  and  the  application 
of  medicinal  agents  to  soften  and  facilitate  their  decortication. 

Hard  corns  and  callosilies  can  be  softened  by  repeated  and  pro- 
longed hot  baths,  followed  by  the  application  of  a  llnck  plaster  of  pot- 
ash-soap spread  over  a  piece  of  flannel,  which  is  alluwcd  to  remain 
over  night. 

\M«fT)  llicy  nrc  soft  they  cnn  be  sliced  off  with  k  scalpel  or  piir«<l  with  K'isson.  oire 
bdng  taken  iiijl  to  injure  ibc  |iapiltiiiy  layer  and  cnuac  a  bicrtlin}:;  kuitac<r.  fur  (ear  of  infec- 
tion. AiiiiclifT  wrIL-kiiuwn  plaD  is  lo  use  Vigicr's  collodinm.  Thi»  connHLv  uf  ■  mixture 
of  m1  icy  lie  acid.  I  gr-tm  ;  cxt.  Caniiiibi*  Itia.  f^,,  50  tciitig  ;  abbolulc  alcubul,  1  cniili  t 
a'LlicT  fortior,  3,5  Rram;  ficxible  coUodiuoi,  j  (jram.^M.  Thi*  i*  applied  locally  nver  ihe 
com  for  ft(  least  eight  conwciilive  nigliti.  *.]n  the  [liiiUi  dny,  after  a  hot  foot'-batb,  the 
pcllictc  of  collodium  is  Tcnuoved,  and  the  com,  or  nt  ImM  n  l(ir(;e  {uri,  vrill  ciinie  wiili  it 
(Brocfj),  After  the  reoioval  of  the  com  ihc  surface  should  be  protected  from  further 
pressure  by  an  adheisive  rin)>  of  fell,  or  by  co*ering  the  ^ile  of  the  cnni  widt  iiinTiy  iinmiw, 
fhort,  ana  nicely  adapted  !ttri|i9  of  pUnler.  Soft  corns  rr({>iiirc  fTerjucnt  bnlhinu  uith  hot 
wmtvT  and  sof^  s^ap,  ;tftcr  which  they  are  easily  cxcif^d  with  bhnrp-poinlcil  KiMun  or  • 
krife.  Vi(;ter's  cullmlium  is  even  mtire  effective  in  dealinE  with  «>fl  corns.  The  inleidiei* 
tal  spaces  should  be  kcpi  drv  by  wAnhing  with  alcohol,  dusting  with  salicylic  acid  and  bift- 
muth  powder,  after  which  Absorbent  coUon  is  left  in  llie  intersjMceH. 

Cutaneous  Horn«  {Coniit  Cu/aneitm). — ^Thcsc  homy  excrescences 
have  only  an  outward  resemblance  to  the  horns  of  animals  [except  the 
horn  of  a  rhinoceros,  which  is  a  huge,  hard  wart  (keratoid)].  Their 
usual  consistence  is  that  of  the  normal  nail ;  llieir  color  is  variable, 
like  that  of  any  horny  substance,  and  their  length  depends  on  the 
nature  of  tlie  matrix  and  the  hardness  of  the  horn.  They  usually 
develop  late  in  life,  increase  rapidly  to  a  certain  size,  when  their  growth 
is  spontaneously  arrested  or  they  advance  more  slowly.  For  practical 
purposes  cutane<ius  horns  may  be  divided  into(i)  sebaceous, (2)  warty, 
(3)  cicatricial,  and  {4)  nail  liorns  (J.  B.  Sutton).  Sihnceous  horns  are 
most  common  in  the  seborrheic  region  of  the  forehead  and  head. 
They  are  formed  in  consequence  of  protrusion  of  the  contents  of  a 
sebaceous  cyst  through  a  rupture  in  the  cyst-wall  or  through  the  duct 
of  a  follicle  which,  becoming  desiccated  on  exposure  to  the  air,  continues 
to  increase  by  the  addition  of  fresh  material.  In  this  way  a  horn  may 
be  produced  measuring  15  cm.  (6  inches).  Wdiiy  hortis  closely  resem- 
ble those  of  sebaceous  origin.  They  occur  most  frequently  on  the 
penis,  where  they  may  be  the  starting-point  of  epilhelioma  in  elderly 
and  uncleanly  jiersons.  The  only  means  of  deciding  between  a  warty 
horn  and  one  of  sebaceous  origin  is  by  dividing  the  attachment  longi- 
tudinally and  ascertaining  the  existence,  or  otherwise,  of  a  cyst  at  the 
base  of  the  horn. 

Verrucw  or  warts  arc  soft  or  kartl  circumscribed  elevations,  due  to 
hypertrophy  of  the  epidcmiic  layer  of  the  skin.  WarLs  have  been  clini- 
cally described  as  papUhmata,  on  the  theory  that  they  were  tumors 
formed  by  hypertrophy  of  the  normal  connective-tissue  papillx  of 
the  skin ;  but  recent  histological  investigation  has  demonstrated  tliat 
the  lesion  resides  in  the  pricklc-ccll  layer  of  the  rctc.  which  is  the  scat 
of  a  localized  ty}>ical  q)ithelial  overgrowth,  and  that  the  apparent  elon- 
gation or  enlargement  of  the  |Mipill;e  is  a  peculiar  secondary  phenom- 
enon which  plays  an  insigntftcaiit  jwrl  in  the  tumor- forming  process. 
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Verruca  Vulgaris, — ^This  most  common  form  of  wart  occurs  gener- 
ally in  young  subjects — childrt-n  and  young  aduUs,  They  occur  on 
Ihc  hands,  fingers,  wrists,  around  tht.*  nails,  more  rarely  on  the  face, 
almost  never  on  the  covered  parts  of  the  hody.  They  appear  also  in 
jx:rsons  whose  occupation  necessiLilcs  washing,  cooking,  or  exposure 
to  filth.  Their  frequent,  rapid  spread  among  children  and  servants  and 
their  equally  sudden  disappearance;  their  growth  on  cracks  and  fis- 
sures of  the  hands,  after  they  have  appeared  in  the  neighboring  skin, 
confirm  the  views  held  as  t«»  Iheir  conUigimis  and  inoculable  character. 
Majocct.  Cornil.and  Babes  have  licscrilhnl  a  specific  germ,  the  Uacillus 
Porri  {Pot-ri,  w.irts).  Kuhncmjtn  (18S9)  recogni/.e<l  a  bacillus,  probably 
ihc  siiine,  ill  the  [jricklc-cell  layer  from  which  the  warts  originate. 

Verruca  flliformis  i^fibrokcratoma,  Unna)  is  a  name  appUed  to  very 
small,  thread-like  growths,  pointed  at  their  free  extremity,  which  are 
not  uncommonly  seen  in  tlic  eyelids,  neck,  and  chest  of  old  people. 

VerrucA  ftcuminataf  nr  condylomata  acuminata  are  the  usual  soft 
venereal  wnrts  or  vegciatitvtis  of  the  genitals.  They  are  soft,  usually 
moist,  irregularly  shaped  excrescences,  seated  upon  a  normal  non-infil- 
trated base.  Their  most  common  situation  is  about  the  junction  of  the 
skin  and  mucous  membranes,  as  on  the  frcnum  of  the  penis,  balanoprc- 
putiiil  furrow,  anus,  vulva,  perineum,  mamma,  ahnut  the  mouth  and 
cheeks,  and  sometimes  the  toe-clcfLs.  About  the  genitals  they  grow 
luxuriantly  and  are  covered  with  a  yellowish-white  puriform  secretion, 
which  has  a  characteristic  ami  very  disagreeable  odor.  When  these 
secretions  arc  wiped  off  a  red  vascular  surface  is  exposed,  which  bleeds 
readily.  Pregnant  women  are  imrticularly  liable  to  these  growth.s  in 
consequence  of  the  abundant  vaginal  secretions  which  often  attend  the 
pregnant  sfcite.  Under  tliese  circumstances  they  often  block  up  the 
vagina  and  cover  the  entire  vulva.  After  attaining  a  large  size  they 
persist  for  a  variable  time ;  but  disap|x.'ar  spontaneously  after  delivery 
or  after  the  purulent  di.scharges  winch  brought  them  into  existence 
have  been  arrested.  The  name  condyloma,  which  is  also  used  to  desig- 
nate syphilitic  mucous  patches,  often  misleads  students  into  the  belief 
that  these  venereal  warts  of  the  same  name  are  of  syphilitic  origin. 
This  is  an  error.  The  soft  warts  under  consideration  are  not  caused  by 
any  one  of  the  venereal  viruses,  but  arc  independent  growths,  caused 
undoubtedly  by  a  tnicrr)-nrg;inisin  which  finds  a  congenital  habitat  in 
the  decomposi]ig  secretions  of  ihc  genitals. 

Treatment  of  Verruca  Vid^aris. — No  reliance  should  he  placed  upon 
internal  remedies,  and  attention  should  be  given  mainly  to  the  local 
treatment.  The  most  iniport:uit  of  all  local  measures  for  all  forms  of 
warts  is  cleanliness.  Potash-soap  thoroughly  rubbed  in  and  followed  by 
an  alcoholic  solution  of  salicylic  acid  or  formalin  (1  :  500);  or.  after  dry- 
ing the  affected  surfaces,  painting  the  individual  warts  with  a  colludium 
composed  as  follov*  s :  1^.  Salicylic  acid  and  lactic  acid,  aa  1  part,  to 
flexible  collodium.  6  parts ;  or  a  collodium  containing  i  per  cent,  of  cor- 
rosive sublimate.  The  same  quantity  of  Kubllmate  in  tincture  of  benzoin, 
and  chromic  aciti  {.^j-.?j)  are  also  very  effective.  Any  of  these  applica- 
tions, if  rigorously  kept  up  for  six  or  eight  days,  will  cause  the  warts  to 
shrivel  and  fall  off.  The  applications  may  be  continued  until  the  warts 
are  totally  destroyed.  The  simplest  and  quickest  way  of  disposing  of  soli- 
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tary  or  discrete  warts  and  venereal  warts  is  to  clip  them  off  with  scis- 
sors, after  cocainizing  the  base,  and  to  touch  the  raw  surface  with  a 
thcmiocauterj'. 

Trcatnunt  of  Verrmte  Amvtinata, — After  cutting  off  the  warts  thor- 
oughly the  base  is  to  be  cautctizcti  with  a  thermocautery  or  with  tri- 
chloracetic acid,  zinc  chlorid,  or  chromic  acid  in  strong  solutions,  care 
being  taken  not  to  <>pread  the  caustic  over  the  healthy  skin.  Before 
resorting  to  surgical  treatment,  it  is  always  proper,  in  dealing  with 
venereal  warts  especially,  to  try  the  value  of  simple  hygienic  and  anti- 
septic measures.  The  main  point  after  cleanliness  with  soap  and  water 
is  to  keep  the  warts  as  dry  as  possible  and  separated  from  mucous  sur- 
faces or  contiguous  warts  by  interposing  iodoform  or  sublimated  gauze 
betwet:n  the  aflected  surfaces.  In  washing,  the  following  antiseptics 
will  be  found  most  useful  if  properly  diluted  in  the  local  baths:  Labar- 
raquc's  solution  ;  formalin,  potassium  permanganate ;  pero.xid  of  hydro- 
gen. After  drying,  calomel  powder  or  salicylic  acid  and  bismuth  (1  :  3) 
is  most  useful.  If  these  remedies  fail,  more  energetic  cauterization  with 
saturated  chromic -acid  solution,  trichloracetic  acid,  mercuric  nitrate,  fol- 
lowed by  drying  and  calomel  powder,  will  usually  cause  the  warts  to 
drop  off. 

I'erruca  filifonms  and  dis^tata  arc  best  treated  by  excision  followed 
by  touching  with  the  caustics  named  or  with  the  thermocautery. 
Electrolysis  is  a  verj'  simple  and  effectual  method  of  destroying  dis- 
crete, solitary  warts  on  the  face  anti  more  accessible  portions  of  the 
body  (ilardaway). 

Molluscum  epltheliale  [Mollusnim,  a  shell-fish),  molluscum  conta- 
jCiosum,  and  epithelioma  molluscum  are  names  applied  to  epidermic 
tumors  which  var>'  in  size  from  a  mustard-seed  to  a  pea.  They  are 
firm,  roundish  bodies,  waxy,  whitish  in  hue  or  of  a  dark-pink  color. 
They  are  cither  embedded  in  the  skin  or  project  from  it  as  semi-glob- 
ular tubercles.  ses.si]e  or  pedunculated.  Tlicy  are  either  dimpled  or 
umbilicateri,  and  upon  the  top  of  each  may  be  seen  a  dark -colored  spot, 
from  which  cheesy-like  contents  can  be  extruded  on  pressure.  These 
wart-like  growths  are  usually  few  and  isolated,  rarelj-  more  than  a 
dozen  being  present  at  one  time,  it  is  almost  certain  that  the  growths 
are  caused  by  a  s|>ccific  microparasitic  irritation. 

The  treatment  is  very  sim]>Ie.  An  incision  into  each  growth,  fol- 
lowed by  forcible  extrusion  of  the  contents  and  touching  the  center  of 
the  dimple  thoroughly  with  a  caustic  (silver  nitrate,  chromic  add,  car- 
bolic acid,  thermocautery)  will  usually  cause  them  to  shrivel.  Elec- 
trolysis is  also  effectual.  Thorough  cleanliness,  washing  with  potash- 
soap,  followed  by  inunctions  of  whitc-jirccipitatc  ointment  for  se\'cral 
days  will  usually  '^iiflice  to  prevent  recurrence. 

Keloid  or  cheloid  (/^i)?,  a  claw)  is  a  term  first  applied  by  Aliliert, 
in  1814.  to  designate  that  form  of  this  affection  which  appears  most 
often  in  the  upper  sternal  region,  which  for  a  long  time  was  suppo.scd 
to  originate  spontaneously  and  without  previous  traumatism.  At 
present,  the  belief  generally  entertained  by  pathologists  is  that  all 
forms  of  these  tumors  are  preceded  by  traumatism.  The  so-called 
spontaneous  keloid  is  attributed  to  very  minute  surface-infections  that 
are  likely  to  follow  itching  dermatoses,  especially  the  seborrheic  affec- 
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lioas  which  are  common  in  this  region  of  the  chest.    As  obsen'cd  by 

the  surgeon,  keloid  is  most  often  seen  as  a  post-operative  complication  in 

the  form  of  hyi>ertn»phieiJ  scars, 
or  large  tumors,  which  spring 
up  in  the  cicatrices  of  wounds 
that  have  healed  by  granulation. 
They  are  of  most  frequent  occur- 
rence in  the  colored  race,  who 
are  so  greatly  predisposed  to 
keloids  that  this  affection  con- 
stitutes one  of  the  most  distinc- 
tive features  of  their  racial  patll- 
ology.  The  least  traumatism 
involving*  the  papillary  layer  of 
the  cutis  is  likely  to  be  followed 
by  a  keloid.  Hence  the  fre- 
quency of  these  limiors  in  the 
car-lobulcs  of  negroes  after  per- 
forating them  for  ornamental 
inirposcs;  also  the  multiple  and 
\ariously  sized  jjrowths  follow- 
ing scratches,  whip-lashes,  blis- 
ters, bums,  scalds,,  briar-  and 
nettle-stings,  and  almost  any 
cause  or  conditit)n  that  will 
load  to  vesicular  or  suppurative 
eruptions.  Clinically,  keloids 
:ire  easily  recognized  by  their 
resemblance  to  hypcrtrophicd 
scars.  They  are  various  in 
'^ize,  smooth,  hard,  flat  or  plate- 
like, well-defined  masses,  which 
are  painless  and  project  a  con- 
-idcrable  distance  above  the 
level  of  the  skin.  Usually  the 
size  depends  upon  the  extent 
of  the  traumatism.  They  grow 
very  slowly,  become  paler  and 

harder  with  age,  and  may  undergo  atrophic  changes  in  old  age,  though 

this  must  be  regarded  as  an  exceptional  occurrence. 

Keluiil  difTeni  clinicalty  frtrni  Mmi»Ic  fihmitia  nf  ihc  ulcin  by  iiK  HrvBttnn  mhorc  ihe  sur- 
face, its  sm>v>(h  cicatricial  appcaranct;.  lis  &liaru  niargm,  it»  tendency  to  form  claw-like  pro- 
jn:(iiifis  whkli  sUind  mit  iii  rtrlirf  iti  the  Itrallhy  skin,  and  finally  bv  ils  Irndcncy  to  Kcu^ 
rcnce  after  extirpation.  A  fully  developed  keloid  consisti  of  fine,  dense  bundle^  of  white 
fibrous  tonnectiVK  lissur  wliirh  niti  jmnilld  witli  (he  Irngtli  iif  Ihc  Rrowlh  and  with  ihal  of 
ihc  surface.  Warren,  in  lS6|;,  wa»  ibe  fir*l  to  de«rilie  the  origin  and  sinwiurt-  of  Icnloid, 
vhowmt;  that  the  ditcasr  has  it»  origin  in  the  odvcntitia  uf  tbr  vnscts  and  the  paravascular 
connective  livsut^  of  the  aiti*,  \n  Mh«li  il  is  Mrirtly  limited.  A.i  m  its  e-««enlial  chanKler,  it 
is  believed  by  mony  pnthoioffists.  Willi  good  reason,  that  while  for  the  pie-Mtnl  ibis  growth  is 
conveniently  cln^aed  wiih  Ihe  fibnvmtKU,  ti  will  not  be  long  before  it  will  have  to  he  rlntq- 
Red  with  the  tun)ur«  »f  infectious  origin  caused  by  the  action  of  a  dcfioile  microparaKJtie,  like 
rhinn^cteriiiHa.  fur  iii.".tanoe. 

Trfatmcnt  is  very  unsatisfactory.     Excision,  including  the  entire 
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wiih  mollui.cnTn  filirosum. 
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derm,  and  the  covering  ofthe  surface  with  Thiersch's  or  Wolfe's  grafts, 
have  invariably  failed  to  prevent  rclajMc.  The  keloid  springs  up  under 
the  graft  and  becomes  larger  than  before.  In  very  small  incipient 
keloids  electrolysis  will  sometimes  prevent  further  growth.  Scarifica- 
tion and  intermittent  elastic  compression  are  worse  than  useless ;  cau- 
terization after  excision  in  predisposed  subjects  is  also  without  avail 
to  prevent  recurrence.  Age  alone,  in  the  multiple  keloid  oi  negroes, 
appears  to  favor  involution  and  sometimes  the  spontaneous  disappear- 
ance of  these  growths. 

Fibroma  Simplex. — Simple  fibroma  of  the  skin — i.  c,  of  the  derm 
proper — is  a  rare  growth  which  appears  occasionally  as  a  solitary  tumor 
not  much  larger  than  a  marble,  or  less,  in  the  upper  parts  of  the  body 
and  extremities.  It  is  embedded  in  the  skin,  is  covered  by  epidermis 
of  a  normal  color,  and  does  not  project  beyond  the  surface ;  nor  has 
it  the  waxy,  scar-like  appearance  of  keloid.  It  never  returns  after 
excision. 

In  addition  to  these  fibromata  of  the  cutis  proper  there  are  circum- 
scribed, well-defined  fibroids  ofthe  subjacent  parts  {<■  g.,  hypoderni, 
periosteum,  fascia,  nerve-trunks)  which  become  adherent  to  the  skin, 
compress  it,  thin  it,  or  even  grow  into  it,  and  are  consequently  often 
confused  with  the  cutaneous  fibromata.  Of  these,  the  most  interesting 
to  the  surgeon  are  the  so-called  JibrotKuromata  of  the  hypodenn,  fre- 
quently referred  to,  but  erroneously,  as  painful  neuroma  of  the  skin, 
and,  more  classically  still,  as  painful  submtancous  titberiic.  These 
growths  arc  recognized  as  little,  hard,  pea-shaped  nodules  in  the  sub- 
ciiUmeous  tissue,  between  the  cutis  and  fascia,  usually  on  the  forearm, 
hands,  and  legs,  especially  in  the  neighborhood  of  joints,  and  are  very 
|iainful  either  spontaneously  (neuralgic)  or  on  the  slightest  pressure. 
Usually  they  arc  single,  rarely  multiple,  always  appearing  in  adults, 
especially  nervous  women. 

While  the  vast  majority  of  these  growths  are  anything  but  neuro- 
mata in  a  histological  sense,  there  are  instances  in  which  the  tumors 
consist  essentially  of  true  nerve-elements.  We  must  therL-fnrc  distin- 
guish two  main  forms  of  tuberculum  dolorosum  ;  (i)  true  neuromata; 
ami  (2)  a  subcutaneous  tumor  containing  nerves,  which  are  simply  dis- 
tributed to  the  growth,  but  do  not  otherwise  enter  into  its  composition. 
Clinically,  they  cannot  be  distinguished,  as  a  rule:  though  there  is  a 
tendency  to  regard  neuralgic  or  spontaneously  painful  tubercles  as 
ncurnniata,  and  those  which  are  only  painful  on  pressure  as  fibromata, 
or  other  nerve-containing  tumors. 

Trt'atment. — ^The  removal  of  these  growths  by  excision  Ls  oflen  fol- 
lowed by  recurrence,  the  differences  in  this  respect  being  due  to  the 
variable  character  of  the  growths.  Nevertheless,  complete  extirpation 
is  the  only  remedy. 

Moiluscum  Fibrosum ;  Fibroma  Molluscum  (Virchow);  Neurofi- 
broma (Recklinghausen). — These  are  sessile  or' pedunculated,  soft  or 
more  firm,  rounded  tumors,  usually  distinctly  circumscribed,  and  cov- 
ered, as  a  rule,  by  normal  skin. 

Tliry  vary  in  xixr  from  n  \^i^■n's  hnul  lo  tint  nf  on  f^^,  l>iit  may  beronff  vny  mnrb 
larger  whcQ  Ihc}'  tl(r|>art  from  l1ic  normal  typc,«i  inthcpcndulouifonn  {titifltuuMm pendulum). 
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forming  huge  nuuei  weighing  ii»  much  as  40  pnundi  or  more.     They  majr  be  HDgle, 
lh«y  taualty  aiipear  in  ginit  numbers.      In    I   kx^    llm)iitni>lu  { Jxjnu)  trcnintnl  uver  4J 
lumorK ;  in  another,  (Xhtctlony  (  Ixmisville)  counted  2033  ;  and  in  a  caie  reported  by  : 
wnici  Iheic  were  ^trvcral  huntfrcil.  one  o(  which  weighed  1  j  puumU.     The  umllcr 
be^n  u  nodales  beneath  the  skin. 

According  to  v.  Kecklinghauxn,  ihcK  growths  are  formed  by  a  proliferatioQ  of  _ 
coimMiirc-tiuuc  sheaihi  of  the  subcuiancous  nerves  di«ribaied  to  the  skin,  utd  thcrefot? 
be){in  as  true  ncun]fibn.)nutUi.  This  is  followed  by  proliferative  chjin);ci  in  the  ihcaths  of 
the  vcmHs,  the  swmlglaml^  and  hair-folHclek  With  all  this  there  i^  a  wide§pread  vrfxa- 
matoiLi  change  in  the  conrkctLlivc  tiuuc  of  the  bypodcnn.  to  which  arc  largely  due  the  «oft, 
pul))y  i.i>nst!>ieniLT  of  ihL-vr  gniHrths  and  their  appearance  on  section,  which  nuLkeslhe  nane 
"uiolloKum"  (mollusl)  cxcccilinKly  apprupnalc. 

There  are  Mveral  condiiionit  which  |>ic«i>ni  rclaaatiun  of  the  skia  with  fibroid  aad 
degenerative  thickening  (eIephiin[taM«|,  and  whichareoflcn,  though  not  always conrctly.cuiv 
neclcd  with  ihe  palhugcny  of  thi«  di>«a.'>r.  ]n  tliese  ftirmx  ilie  inlcgumeni  in  thrown  into 
thick,  lojl,  pendulous  or  lobulated  folds,  which  hang  like  ftestiy  veils  or  manilev  in  Ttrious 
regions.  A  nrc  congenital  form  yriffhaMluuii  cim^eMUii  fiirem),  caiuing  a  tmlfarai 
enlarftemcnt  of  the  part  involved,  sometimes  symmetncjil  and  appearing  more  often  In  the 
caticRiitict,  must  be  dtilingni'^hcd  toitn  (he  much  more  fre(|ueiil  acquire<l  condition  knowa 
variiiuhly  aa  dfrma!i>lvm  \Xvaiz,  a  lo<iseoing  or  relnvation).  PoehyJfrmato,eIe  (rrajji^, 
thick;  iitffM,  akin;  Kf/^f,  hernia  or  prolru^ioD),  and  rw/u /tmi/k/ij  occur  ofteu  ns  cvolu- 
tionfiirm?!  of  molIuMruRi  hbrosum.  'Iliese  pendulous  ma&ieii  appear  usually  in  the  up|ier 
half  of  the  body,  cfpecially  of  the  face  ana  Deck,  grow  very  slowly,  and  develop  into  pi(< 
roenint,  and,  claMii-,  and  lai^e  folds  of  ^In.  At  limes  they  ovetUp  one  aaoihcr,  facnuOK 
nifflcs. 
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Trealmcni. — 'In  all  of  the  conditions  mentioned  relief  can  txT 
tained  only  by  surgical  means,  and  then  often  only  in  [lart.  Bui  the 
larpc  pendulous  masses  which  interfere  with  the  patiL-nis'  comfort  and 
disfigure  their  appearance  must  be  excised  by  the  usual  methods  recoi 
mended  for  the  extirpation  of  benign  neoplasms.  These  tumors 
compatible  with  a  normal  life-period. 

Elephantiasis.     (Sec  also  Vol.  I..  Chapter  XXVTII. ;  and  Vol.  II 
Chapter  XXXllI.) 

Rhinophyma  ypiz,  nose,  and  ^p'^im.  tumor)  is  a  name  ^\ 
to  the  last  stages  of  rosacea  (seborrha'a  hypertrophica),  frequently 
but  erroneously  referred  to  as  acne  hypcrtrophica,  in  which  tbib 
nose,  perjnasal  portirm  of  the  cheeks,  and  in  extreme  cases  thfl 
forehead  and  lobes  of  the  ears  are  marked  by  a  new  formation  of  di- 
lated blood-vessels  (tclanj^icctasis).  connective-tissue  hypertrophy,  and 
enlarged  sebaceous  follicles,  which  ^ivc  to  the  portion  of  the  face 
involved  a  hideous,  lobulated.  clephantoid  appearance.  This  condition 
begins  as  a  seborrheic  process  which  leads  to  a  chronic  hyperemia  of 
the  skin  of  the  affected  regions.  In  the  second  stage  fine,  tortuous, 
dilatetl  vessels  make  their  appearance.  In  the  meantime  the  seborrhea 
is  increased,  and  the  f<>llicidar  orifices  tjecome  extremely  dilated  and 
fill  with  comedones,  givii\j;  the  skin  a  sieve-like  appearance.  The  proc- 
ess commonly  remains  stationary  in  this  slape.  but  in  some  cases  the 
connective  tissue  undergoes  progressive  h>'pertrophlc  changes 
elephantiasis,  and  rhinophyma  is  produced. 

The  treatment  of  the  first  and  second  stages  is  that  of  sebor 
and  is  purely  dermatological.  After  the  third  stage  it  is  strictly 
gical.  For  the  seborrhea,  frequent  washing  with  potash-soap,  sham" 
pooing  the  skin,  followeti  by  the  application  of  sulphur  (5  to  10  per 
cent.),  salicylic  add  (2  to  4  per  cent.),  resorcin,  ammontatcd  mercury 
(i  to  3  per  cent.)  in  ointment  or  lotion  with  castor  oil  and  alcohol, 
will  prove  most  efleclivc  in  arresting  the  further  progress  of  the  disease. 
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When  dilated  vessels  appear,  linear  scariiicalions  (Vidal,  Broca)  will 
tend  to  produce  anemia  of  the  skin  by  cicatricial  conlraclion.  When 
rhinophyma  exists,  decortication  is  tlie  only  iiieanis  of  removing  the 
deformity,  as  much  healthy  skin  as  possible  bein{j  saved.  When  all 
the  skin  coverini»  the  lobules  is  too  much  diseased  to  be  preser\'ed,  the 
entire  mass  should  be  shaved  off  in  slices  until  a  healthy  subslnitum 
is  reached.  If  the  bleeding  is  profuse,  pressure  and  thorough  cauter- 
ization with  the  "thennu"  will  stop  it.  After  healtliy  granulations 
have  started,  Thiersch's  gnifts  will  expedite  the  cure  and  diminish  the 
tendency  to  cicatricial  retraction. 

Xanthoma  is  a  lesion  of  the  skin  characterized  by  the  appearance 
of  yellowish  or  yellowish- white,  usually  circumscribed  macules,  pap- 
ules, or  tubercles,  which  occur  singly  or  in  groups,  and  arc  seen  most 
frequently  on  the  eyelids,  but  may  be  found  occasionally  on  ahnost 
any  portions  tif  the  skin.  Three  varieties  of  xanthoma  are  usually 
tlescribcd:  Xanthoma  planum  or  pal])cbnirum,  xanthoma  tuberosum 
or  multiplex,  and  xaiuhuma  diabeticorum. 

Xanthoma  planum  is  a  comparatively  frequent  disease  of  the  eyelids. 
It  occurs  in  small,  flat  papules  or  plates,  very  slightly  raised  above  the 
surface  of  the  skin,  in  which  they  lie  embedded.  These  papules  are 
of  irregular  but  sh;iqi  outline,  and  varj-  in  color  from  tcmon-yellow  to 
a  chamois-leather  yellnvv.  Tliis  type  of  xanthoma  is  most  frequent  in 
women,  beginning  usually  about  the  fortit-th  year.  It  is  often  heredi- 
tary, and  occurs  in  family  groups.  The  remedy  is  excision  with  a 
knife  or  scissors  after  cocain-ancsthesia,  and  suture  of  the  skin  with 
fine  catgut.  Electrolysis  is  useful  to  remove  the  smaller  patches  in 
their  incipiency.     After  extirpation  the  disease  never  recurs. 

Xanthoma  tubirosuvt  np[)cars  in  variously  sized  tubercular  nodular 
lesions,  pale  yellowish  in  color,  which  resemble  the  same  disease  of  the 
eyelids  except  in  their  greater  development.  The)'  var)'  in  size  from 
that  of  a  pin-head  to  a  pea  or  larger,  and  in  number  from  a  few  to 
many  hundreds.  They  are  commonly  met  with  at  points  of  pressure 
on  exposed  parts  (buttocks,  elbows,  knees):  they  also  occur  in  the 
palate,  fauces,  and  internal   organs. 

Diabetic  xanthoma  resembles  clinically  the  multiple  variety,  but  it 
is  smaller,  appears  marc  rapidly,  like  a  piipijkiry  erujitiun,  and  often 
disappears  very  qittckly  without  leaving  a  trace.  It  occurs  in  diabetic 
subjects,  and  its  identity  with  the  other  forms  is  .seriously  questioned. 
The  treatment  of  the  generalized  form  is  based  on  the  improvement 
of  the  constitutional  condition  with  which  it  is  primarily  associated. 
Morrow  and  Heitzmann  recommend  the  application  of  20  per  cent, 
salicylic  plaster,  to  be  worn  over  the  patches  for  several  days,  after 
which  the  epidermis  will  fall  off.  carrying  with  it  a  part  of  the  yellow 
deposits. 

Malignant  Neoplasms  of  the  Slrin  {the  Atypical  Epithelial 
Grmi'ths ;  Epithelioma). — All  tumors  or  neoi>la.sms  which  originate  in 
the  epithelium  of  the  skin — i.e.,  in  the  epidermic  strata,  the  rete,  the 
hair-follicles,  the  glandular  appendages — and  which  arc  formed  of  pro- 
liferating atypical  epithelial  cells,  are  members  of  this  group.  As 
these  growths  originate  in  cells  of  a  squamous  type,  in  imitation  of 
the  normal  epidermis,  ihey  are  called  squamous-cell  cpithcliomata.  to 
sr 
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distinguish  them  from  the  cylindrical -cell   epithelial  growths  of  the 
intestinal  tract 

Clinical  Classification. — Cancer  of  the  slcin   may   be  cither  (1) 
superficial,  flat,  or  discoid,  including   rodent  ulcer;   (2)  deep-4eated,  j 
nodular;  {3)  papillary  or  wart>'.  \ 

1.  Superficial,  flat,  and  discoid  arc  terms  appljoiblc  to  all  slow,  indo- 
lent, and  tlicrcforc  com [« rati vcly  Ijcni^jn.  epidermal  infiltrations  that  do 
not  tend  to  invade  the  derm  and  hyjKidcrm,  but  spread  centrifugally 
in  a  horizontal  pline,  parallel  with  the  basal  membrane  of  the  skin, 
which  for  a  lonf;  time  remains  as  a  boundary-line  between  the  diseased 


Pig.  43fl. — Epilhcltnma  i>(  the  \kin. 

and  healthy  tissue.  With  the  exception  of  rodent  ulcer,  lliey  may  at 
any  time  be  excited  into  active  (growth,  and  assume  a  rapid  and  most 
malignant  character  wlicn  subjected  to  traumatism  or  to  other  condi- 
tions, unknown  to  us  at  present,  which  diminish  the  resistance  of  the 
derm  and  underlying  connective  tissue.  There  arc  tw(j  clinical  typcrs 
in  the  group;  {\)  Jacob's  ot  rodetif  u/(cr,\\ic  most  typical  of  the  Hat 
and  discoid  surface-cancers,  beinj^  unique  in  its  clinical  and  fiatholof^- 
cal  features  ;  (2)  a  group  of  superficial  cancers  which  appear  not  only 
as  primary  nodules  and  flat  disks  in  the  epidermis,  like  incipient  rodent 
ulcer,  but  are  also  engrafted  upon  various  prc-existent  lesions,  such  as 
fissures  or  erosions  about  the  lips,  old  moles,  nevi.  or  warts  (thai  may 
have  existed  innocently  for  years),  chronic  cczematous  or  seborrheic 
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patches,  so  common  in  oltl  men ;   cicatrices  of  former  syphilitic  or 
tubercular  (lupoid)  ulcers,  etc. 

Rodent  Ulcer, — This  disease  shows  in  its  very  prolonged  course 
two  distinct  stages,  that  of  a  year-long  duration,  which  usually  comes 
under  tht;  observation  of  the  dermatologist  or  ophthaEmologist,  and 
a  later  one  which  comes  under  that  of  the  surgeon.  Rodent  ulcer 
is  invariably  iiniitcd  to  the  region  of  the  eye.  Most  frequently 
it  affects  the  e>-cli(!.  and  a  ring,  2  or  3  centimeters  broad,  on  the 
forehead,  temples,  and  cheeks.  Spots  that  appear  later  are  limited 
to  a  region  which  comprises  the  upper  two-thirds  of  the  face  and  is 


Km.  43J.— Rodent  ulcer,  originaliiig  in  t)ie  tear  fium  a  gun»l)oi  w«iiiid  aS  forty  yarn'  dura* 
Uun ;  no  iitfeciixn  uf  the  cervical  glands  I  Warfcii  I. 

margined  by  the  hairy  borders  of  the  forehead,  the  ears,  and  a  line 
drawn  from  the  lobule  of  the  ear  to  the  mouth.  Carcinoma  a]>|X'aring 
outside  this  rcjjion  slu>uld  only  be  thus  desiderated  with  the  greatest 
caution  and  when  all  other  symptoms  agree.  Such  cases  are  almost 
always  superficial  cancers  of  other  genesis. 

This  cancrr,  ns.  Unna  accurately  drtcribM  ii,  henpm  as  a  toiynd  or  ofleo  ptMxhgnyt 
Bmoolh  noHoIr  ihe  ^re  of  0  musurtl  srol,  whkh  n-atlirs  nlwjul  I  tniSlimnrr  over  ifir  «ir- 
rotiiKling  Icrcl,  and  cxlnul*  ven'  *lowly,  wliilc  i(  sinV*  in  the  tenter.  Thus  there  develop 
l^rish  yellow  nr  K^avi'^ti  reil,  smrrotl),  oval  i^ikiLk,  (rtini  tlie  xiie  of  n  pea  to  that  of  a  quarter, 
lying  on  or  uligluly  lienrjith  the  level  of  the  healthy  skin,  and  surrounded  by  a  very  charac- 
tehscic,  finr?,  molher-of  pearl,  rid);p-like  hortler,  fr^vm  which  Hnall  nodular  thickcnin)*!^  often 
extend.  N'ow  ami  then  fine  venou*  ramificiitions  exlend  over  the  border  and  the  eenier, 
and  there  is  occasionally  slishi  pi£iiicaUlioo.      The  linea  of  the  »kiti  are  always  dituini&bed 
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ur  absenl  at  these  spots,  which  arc  utrikint;  from  their  itnoollincu  vrA  irurginal  shimniet. 
Th«fr  IN  ru>  lUsiiiiei  thickening  of  lUe  likiu  aod  nu  peripheral  inflaaunation.  Kven  al  ihi\ 
Ma({<;  i-LTv  •flight  injurit-i:  Milfirr  to  rrmovft  the  CHliclf.  iwually  in  ihc  center,  and  iherc  arc 
thfii  fiimiril  a  il^ck  urtikt  of  Muijiiy  serum  anil  a  horny  layer.  I^ft  lo  iiM.'lf,  thi>  (aIU  oH, 
und  ihui  ibr  nlTerliiin  ){eU  h.t  premnturr  scar-like  ■p[>«iranre.  Ke[>eitte(I  cai^ioi;  swaf  of 
the  homy  luyci  Leftds  lu  pe»i!iLeuI  ukerAlion,  and  thus  cuiuiDCuces  lUc  second,  ukcnura 
MAge. 

The  ulceration  extend*  at  lint  only  to  llie  original  burdcr.  which  alio  knes  itc  bumy 
layer.  «i  that  the  brighl-rcdi  apparently  unonth  ^UTfacc  irf  the  ulcer  lyiuR  at  the  level  of  the 
hcultby  tM»ue  \%  sumunded  by  a  ^harp,  rincly  excavated,  gtiikiugly  indifferent  bordet, 
iit-iiher  underniiitcd,  pmjcclini;,  nor  reddened.  An  elevated  ridge,  a«  the  nuirgiu  uf  the 
ulcer,  exi«Is  only  whrrc  the  reniain*  at  tiie  fir*!  itta^c  are  prcvni.  I^ter  the  ulcer 
exiencU  vtrty  btuwly,  K%  the  ukcmtion  extendi)  it  u»ually  attcciii  the  ortiit,  de>4n>ytng 
the  eye,  then  the  maUr  hnnc  and  upper  jaw  ;  linatly,  the  cancer  penelralet  the  skull. 
Thin  niny  lake  foity  year«  ur  mitre.  The  ulceration  always  retains  it»  benignant  cliarMtrr: 
thcTT  arc  a  fre»h  color,  a  pretty  *iim»h1i,  ihuugh  Inter  escavatrd,  «irface.  a  Irrvinl,  laudable 
diKharge,  and  only  *Uglu  fraiu  and  hem^irhu);e.  The  lymph  g lauds  never  swell ;  liictc  ift 
never  mclasiaiiif  and  no  cachexia.  Death  is  due  tu  the  lucul  dcMructiun  of  vital  organs  or 
to  hetuorrtia^e  (Unna). 

The  ktitoioj^iml  ^mfsis  of  rodent  nicer  has  been  the  subject  of  much  controTeray  ""d 
speculation,  and  il  i»  »lill  sub Ju.ii'.f,  Every  organ  of  (he  epiderm  has  been  iticrimiuKcd ; 
a&  the  sweai-]|:laricj&  bv  'iliin  (i}iS6),  Walker  (1893) ;  the  scbaceoos  fbllicln  by  'HiteTKli 
(1865),  Bnllin  ;  hair-follicle*  (Tilbury  Fox.  Calcott  Fox)  ;  ihe  prickle-cell*  of  the  rct« 
(Warren  and  Unna};  any  |)an  uf  the  epiderm  (Uoyce;  Danicr).  But  whatever  ih* 
prm.iry  »ent  of  tile  proliremtive  chaii(;e  may  he.  there  i«  no  donhl,  as  Unna  hat  cleorlv 
deuionstmted,  Llut  the  peculiar  luck  uf^  intiltnition  und  cUiuuicity  of  the  ulcer  are  cxplainoa 
by  ihe  stnictuml  peculiarities  of  the  ncnplatm.  vii.  :  (1]  Kmall  epithelial  cylinders  whtcb 
huve  little  or  no  capacity  for  downward  exientioii.  and  (2)  the  eaily  tTaa^urmation  of  the 
vH<<:ul<ir  eonncclive  tisiuc,  which  becomes  hnn.  fibntus,  and  "'  rirrhotit "  in  its  denuty, 
thu*  ciTectively  checking  Ihe  downward  advatKc  of  the  epithelial  hrood-cell*.  The  rclalivt 
imudiy  of  new  epithelial  cells  an  well  as  nf  connective-tissue  new  gmwih  Inula  to  the 
absence  of  dcliiiitc  tumor.  A  third  point  it  alto  noted  by  Unna.  and  thai  i»  ibe  almost 
constant  displaccnieni  of  the  cells  inside  the  epithelial  processes,  their  polyniiiqihim>  char- 
aeicr,  and  oihcr  .ip|iearance»  which  indicate  that  the  cylinders  arc  uihjected  to  a  ^ral 
rotAiioii,  which  mu^-i  be  .-uLriJinl  to  the  ahnunnally  great  pttssiure  tif  ilie  liard.  resistiag 
stroma  in  which  ihey  arc  embedded. 

The  natural  evoliitioti  of  rodent  ulcer  is  almost  indefinite,  wh< 
the  other  forms  end  life  in  from  two  to  five  vearv 

II.  Tbe  deep-seated  ur  nodular  carcinomata  of  the  skin  may  devcU 
from  itnwnwarU  extension  of  the  superficial  form,  or  they  mav  «xcuV 
primarily.  They  may  ;ip|X'ar  as  a  recurrence  of  the  disease  in  the  cic- 
atrices of  former  operations,  etc.  The  distinctive  clinical  featurr  of 
the  primary  j^rowths  i.s  that  they  infiltrate  the  derm  and  hypodemi 
promptly,  and  appear  a.s  deep  dermal  tumors,  which  become  fixed,  coo^ 
tract  adhesions  to  the  skin,  show  early  tendency  to  ulceration  tnfl 
fungous,  bleedinfj  ulcers,  and  progressive  infiltration  of  the  underlying 
structure-H.  They  appear  most  commonly  on  the  lips,  back  of  the  hand, 
penis,  labia,  cicatrices.  Histologically,  their  cylinders  form  a  coarse, 
rapidly  growing  network.  The  fungating.  "  reticular,"  "  coarsely  retic- 
ular." and  "  alveolar "  types  of  Unna  are  chiefly  embraced  in  tl '" 
group. 

III.  Papillary  epithelioma,  also  called  "  malignant  papilloma/ 
erroneously,  as  its  appearance  has  nothing  to  do  with  the  papillae 
the  skin,  btit  is  caused  by  the  tipward  overgrowth  and  furrowing  of  il 
exuberant  epithelial  masses  which  have  started  in  the  prickle-layer  ant 
not  in  the  papilhe.     This   is  a  ver^'  fatal  form  of  cutaneous  cancer^ 
though  in  its  inctplency  it  is  more  easily  eradicated  than  the  prcccdii 
forms.     Its  favorite  seats  are  on  the  glans  penis  and  at  the  junction 
the  mucous  membrane  of  the  lip  and  skin.   It  appears,  when  fully  d< 
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Oped.  like  a  raspberry  or  cauliflower  excrescence,  which  may  be  pedun- 
culated or  scssilic.  The  growth  is  very  vni;cular  and  bleeds  readily. 
Sooner  or  later  ulceration  occurs,  deep  infiltratmn  around  the  base  of 
the  tumor  follows,  with  secondary  lymphatic  involvement.  The  aver- 
age duratitiii  is  about  four  years. 

Lenticular  Carcinoma. — This  difters  from  t>*pical  epithcliomata  in 
the  fact  that  the  tumor.-,  exhibit  a  true  alveolar  structure — /.  f.,  islands 
or  clusters  of  epithelial  crll.s  arc  snared  off" — cut  off,  as  it  were — from 
cacli  other  by  an  intcr\'cning  connective-tissue  stroma.  This  form  is 
comparatively  rare.  It  is  recognized  chnically,  as  a  rule,  in  the  female 
breast,  as  a  secondary  involvement  of  the  skin  over  a  mammary  carci- 
noma, or  in  the  vicinity  of  a  cicatrix  resulting  from  a  former  operation 
for  nmlignant  disease  of  the  gtand. 

Diagnosis  of  Malignant  Neoplasms. — The  epithelial  malignant  neo- 
p]a.-ini.s  of  Ihe  -skin  are  more  often  ini>l:;Lken  for  syphilitic  lesions — 
chancre  of  the  face  and  genitals,  and  ulcerating  gummatous  deposits — 
and  for  lupus  and  other  forms  of  cutaneous  tuberculosis,  and  viw  versa, 
tlian  for  other  dermatoses.  The  deeper  forms  of  carcinomatous  dis- 
ease, especially  the  tuberose  type  just  mentioned,  are  also  mistaken  for 
sarcomatous  infiltrations  in  the  same  region.  In  this  last  instance 
errors  of  diagnosis  are  of  no  grave  consequence,  a.s  the  prognosis  and 
treatment  are  practically  the  .same.  Nevertheless,  in  all  cases  of  doubt 
the  microscopic  examination  of  a  specimen  of  the  growth  will  soon 
ditfcrentiate  between  them. 

From  syphilitic  lesions,  cancer  of  the  skin  is  to  be  distinguished  by 
the  age  of  the  patient,  syphilis  being  decidedly  more  prevalent,  more 
common,  and  active  in  early  and  middle  life ;  by  the  far  greater  relative 
rapidity  of  the  syphilitic  process,  e.vce])tinn  being  made  of  tertiary 
gummatous  ulcers  of  the  lower  extremities,  which  often  persist  for 
years  when  proper  local  and  internal  treatment  is  neglected ;  by  the 
history  of  the  disease  in  each  particular  instince. 

Epithelioma  is  distinguished  from  lupus  vulgaris,  first,  by  the  age  of . 
the  patient,  lupus  rarelj' appearing  after  thirty-five  years;  epithelioma 
almost  invariably  after  this  age.  Lupus  in  its  early  stages  is  more  dif- 
fifscd  than  epithelioma;  its  elementarj*  nodules  appear  .separately,  and 
not  as  a  centrifitgat  homogeneous  aggregation  or  single  plane.  The 
characteristic  mother-of-pearl  edge  of  rodent  ulcer  is  not  seen  in  lupus. 
The  microscopical  examination  finally  will  settle  the  diagnosis. 

Treatment. — All  Iiojk-  of  radical  cure  must  be  based  on  the  most 
energetic  surgical  local  treatment.  Of  all  the  malignant  growths,  the 
cancers  of  the  skin  are  most  amenable  to  successful  irealnient.  The 
key  to  succes.s  lies  in  earlv  diagnosis  and  prompt  surgical  action.  The 
failure  of  surgery  in  the  majority  of  instances  is  due  to  the  fact  that  the 
patients  and  their  attendants  are  deceived  by  the  little  inconvenience 
caused  by  these  growths  in  their  incipiency,  and  by  the  fact  that,  owing 
to  the  superficiality  and  apparent  in-^ignificance  of  the  lesions,  irritative 
and  half-way  destructive  topical  applications  are  employed,  and  the 
resources  of  surgery  arc  appealed  to  when  the  opportunity  for  success- 
ful action  has  pas.scd.  In  each  case  the  question  that  must  be  asked 
is.  Can  the  growth  be  completely  removed  so  as  to  include  a  wide  zone 
of  apparently  healthy  tissues  in  every  direction?     If  the  answer  is  in 
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the  affirmative,  then  the  knife  .should  be  used  at  once;  and  if  it  is  pos- 
sible to  close  the  wound  by  sutures  without  tension,  this  should  be 
done.  But  in  surfaces  such  as  ihc  face,  which  are  often  occupied  by 
extensive  flat,  discoid  infiUratiaiis,  the  diseasetl  area  should  bie  extir- 
pated in  Mo  and  the  wound  left  as  an  oi^en  surface  after  thorough,  deep 
cauterization  with  the  thermocauter)'.  The  curet  should  never  be  used 
unless  it  be  followed  by  thorough  and  dcc]i  cauterization  with  the 
thermocautery.  In  some  growth.^  it  is  advantageous  to  perfonn  exci- 
sion with  the  galvanocautery  knife.  Caustics  may  be  used  in  pusillani- 
mous individuals  whose  dread  of  the  knife  wi!l  delay  any  kind  of  treat- 
ment until  the  disease  has  become  uncontrollable ;  sometimes  also  to 
supplement  the  action  of  the  knife  when  the  thermo-  or  galvanocautery 
is  not  accessible.  Caustics  are  valuable  also  in  dealing  with  extensive 
surface-lesions  which  involve  great  areas  and  penetrate  to  considerable 
depth,  encroaching  upon  important  structures  which  could  not  be 
thoroughly  removed  with  the  knife  without  great  danger  to  life — as  in 
advanced  rodent  ulcer.  In  persons  of  advanced  years,  or  others  who 
would  be  intoleriuit  of  general  anesthetics,  the  caustic  pastes  can  be 
used  with  advantage  by  one  who  is  thoroughly  conversant  with  tlieir 
action  and  familiar  with  the  results  of  their  application. 

For  this  purpose,  Boiijjanfs  Ami  Felix's  coiislic  iinslcs  arc  more  gmcrnilly  applir&blc. 
Bouganl'i  pa>lc  ii  miide  o(:  Wheat-flour,  &0  )^tt> ;  sUrcli,  6o  j>ur1a  ;  urbcDic.  t  pari:  dn- 
naliaT,  J  patls;  sal  nmniDnuic,  5  pahs  ;  curriiMt-r  Mililrmntc,  \  pari ;  52  [icr  crnL  suIutioD 
wf  line  chiociii.  5  to  8  part*.  Tlic  fir>l  »ix  iiiyicUcnt^  are  sepatalcly  urutinij  and  reduced 
to  lint  powder.  Ami  then  mise<l  in  a  monaT  of  (jlass  tjr  chin.'i,  and  (he  solution  ctf  xinc 
chlftnd  i*  *[owiy  pnured  m  while  ihe  cirilenii  art-  rapidly  «invtl  with  ihc  pe^tlr,  %n  as 
to  avoid  fonniiiy;  lumps.  FcLix's  paste,  which  i:^  not  ra  wtll  knuwn,  bul  is  vcrv  rSiL'ieni, 
owes  its  activity  to  the  linc  chlorid.  Et  cnnUin«.  in  addition,  indol,  carboUc  add,  ctvlon 
chlotuL,  uiid  LiiniphtiT  hniiiiid,  but  no  arsenic.  Caution  shouhl  he  nl>MTrrd  in  apply- 
ing these  caustics  to  protect  the  healthy  xkin  with  vaselin  or  other  lubricant.  Caiuties 
should  ntJl  be  n|>|ilied  in  proximity  to  the  eoujunLlLvn,  as  ifaey  will  excite  a  destructive  pan- 
ophthalmitis. The  cnuBtic  pjisiei  sliuulcl  he  of  the  consistence  of  ptlttr.  anA  should  be 
mouhletl  with  lubricated  fingers  lu  cfcry  jurl  of  the  ulcemleil  mrfacc.  The  uppiicatioDs 
shuiiid  Inst  from  twelte  to  fifteen  hours.  The  rcsultinjt  slouRhs  are  not  deinched  for  three 
or  tive  days,  during  which  time  tedmive  anli»epltc  compre(.''e<  ithouid  cover  t^e  nfTccted  area. 
If  the  first  application  has  not  been  sufficiently  deurnctive,  the  paste  can  be  reajiplieil.  In 
urder  to  diminiiih  the  pain,  orthufoTTn,  in  proportion  of  2  ur  3  drama  to  the  ounce  of  pnste, 
can  be  applied  in  cninhinaiion  with  iL  A.s  a  nile,  morpUin,  in  [-grain  dases,  iiiiemally,  is 
required  nt  various  inlcrvala  to  relieve  the  pain,  sometime*  very  intense,  caused  by  ihc 
burning  of  the  caustic.  In  addition  to  (hf  deslnn.*live  agents  ju^it  incMitioned  a  hn*1  of 
prrjinmlions  have  htrn  recommended  to  check  or  modify  tlie  pro|jress  of  the  local  ulcerative 
leiious.  I'rotniia-nl  umuiig  the  Mr  are  the  aiiiliii  dye^i — pyoctaniii  (Sterling);  methyl-blue 
( Monetig  Moorhof )  ;  potassium  chlorate,  in  powder  or  saiumted  solution  ( Rcclus  and  !  Iy\-e- 
naruli;  arsenioun  acid  suspended  in  alcohol  41:75)  (Cemyand  Truitccek]  ;  inLetilitia] 
injerlioDS  of  alcohol  (Schwalbe,  lIusAe  and  Kuli);  local  applications  of  the  fluid  extract  of 
Chelidoniutu  maju«  (Deniiii«eakoK  etc.,  are  frequently  rvlened  to  in  recent  lilcrature,  but 
none  ol  Wyc^e  possess  any  really  curatiife  influence,  and.  as  a  rale,  simply  modify  the  sec- 
ondary infections  which  complicflle  ihe  c;)ncer-pfvx-i-«  ntid  accomplid)  tio  permanent  resulta. 
Palliative  operalions  w«h  curet,  knife,  or  >ciss«>rs,  helped  by  ordiimry  antiseptic  and  deodo- 
rant loiioni  (formnlin,  liq.  rnrli.  dctergen*.  rinc  chlnrid,  potnsiiitm  peTman(i;anntc,  carbolic 
add.  cresol,  chloriiwleil  s>hLi,  TliirrMli's  liiiro  salicylic  solution,  etc.  1,  aie  often  m|iLirnl  to 
remove  putrid  ntid  fwngaiinR  excrescences  ami  Nloiigliin};  mnsse^  whenever  their  offcnsivciicss 
In  sight  and  miicII  make  iheiii  uiibc-a ruble. 

Dertnatoses  which  are  Closely  Allied  to  Cancer  of  the 
Skin.— PaRcfs  Disease  of  the  Nipple.     (See  Vol.  11.,  Chapter  VII.) 

Chimney-sweeps'  cancer  of  the  scrotum,  first  desciibed  by  Perci- 
val  Pott,  in  1775.  seems  to  rjccur  almost  exclusively  in  England.  On  the 
continent  of  Europe  and  in  the  United  Stat<»  the  disease  is  practically 
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unknown  by  reason  of  greater  clcanEincss  and  by  the  protection  afforded 
b>-  the  manner  of  dress  (Hutlin).  The  disease  begins  as  a  wart,  many 
of  which  form  on  the  scrotum,  and  are  known  as  "soot-warts."  They 
may  exist  for  years  without  becoming  cancerous.  In  the  course  i»f 
lime  one  of  the  warts  enlarges  and  ulcerates.  The  cancer  spread.-* 
.solely  along  the  scrotum,  being  confined  to  the  skin.  In  the  worse 
cases  it  penetrates  to  the  tunica  vaginaHs  and  testes.  Secondary 
infection  of  the  glands  of  the  groin  may  occur.  Internal  metastases 
arc  very  rare. 

Tar-  and  Paraffin-cancer  of  the  Skin. — Tliis  disease  occurs  among 
operatives  in  coal-tar  and  paraffin  factories.  These  products  induce 
great  irritatitm  of  the  exposed  siirfiices,  esjjecially  of  the  skin  "f  the  f*^tre- 
arm.  The  changes  thai  occur  in  the  skin  resemble  those  of  sonl-can- 
ccr.  The  skin  becomes  dry,  parchmcnt-likc,  and  in  places  thickened ; 
the  openings  of  the  sebaceous  glands  are  occluded  by  the  tar  and  par- 
affin, producing  acne-like  lesions.  Finally,  warty  outgrowths  occur, 
which  may  become  the  seat  of  ulceration.  The  irritation  of  tobacco- 
smoke  and  tobacco-juice  on  the  nnici>us  membrane  of  the  motith  and 
lips  acts  pri>bably  In  a  similar  niiintier  in  predispo.sing  to  the  develop- 
ment of  cancer  in  the  lips  and  oral  cavity. 

Cancer  and  Nevl  {Mods). — The  majority  of  these  arc  pigmented 
growths,  and  have  been  attributed  to  -iarcoma.  The  vast  majority  arc 
true  epithelial  growths.  The  soil,  button-shaped  nmles  are  nomildly 
matle  up  uf  germinal  cells  which  have  separated  fnmi  the  epithelial 
cavity  tlitring  fetal  life  or  shortly  after  birth,  forming  so-calhrd  ncsls, 
which  later  in  life,  by  traumatism  or  infection,  arc  aroused  into  pro- 
liferative activity'  and  end  in  the  development  of  the  tumors  in  ques- 
tion. 

Cancer  and  Cicatrices. — Old  scars  that  have  been  subjected  to  pro- 
tracted irritiition  after  nviiklle  life  arc  liable  to  become  cancerous.  This 
is  accounted  for  by  the  accidental  inclusion  of  epithelial  cells  in  the 
process  of  healing,  whith  remain  latent  until  loused  into  neoplastic 
activity  by  a  protracted  irriution.  In  all  the  cases  referred  to,  it  is  prob- 
able that  the  long-continued  action  of  irritant  causes  merely  prepares 
the  tissues  for  the  action  of  the  essential  specific  and  still  unknown 
agent  that  causes  the  cancer- process. 

Keratosis  {xifia^,  horn). — Keratosis  is  a  generic  term  employed  to 
designate  a  group  of  diseases  or  condititms  characterized  for  the  most 
part  by  hypertrophic  traiisformaliun  of  the  normal  epidermis  of  the 
skin  into  a  dense  and  horny  tissue.  "Side  by  side  with  the  senile, 
atrophic  changes  of  the  skin,  but  also  without  the  latter,  the  skin  of  the 
aged  may  become  harsh,  dry,  and  im  usually  cornified.  either  diffusely 
or  in  certain  defititte  regions,  such  as  the  hands  and  feet  or  extremities. 
This  is  the  simplest  furm  nf  kmitusis  srur/i's."  In  the  more  advanced 
grade  the  skin  undergoes  changes  closely  allied  In  epithelioma.  The 
akin  of  the  face,  hands,  and  forearms,  and  less  often  tlial  of  the  feet, 
legs,  and  genital  regions  of  the  aged,  is  covered  with  thin.  homy,  often 
greasy-looking,  dark -yellowish  plates  or  scales,  between  which  the 
integument,  which  has  undergone  the  atrophic  changes  of  the  senile 
skin,  is  visible.  Pigmented  poitits  and  macula;  may  also  apfx'ar  scat- 
tenxl  irregularly  on  the  surface,  with  rough,  dirty-yellow  or  brownish, 
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granular  accumulations  upon  the  surface  of  certain  r<^ons,  such  as  the 
clefts,  besides  the  ala:  of  the  nose,  temples,  etc. 

Treatment  must  be  directed  to  the  keratosis  and  the  seborrheic  state 
that  accunipanics  it.  The  bkiii  should  be  bathed  daily  with  a  soapy  fat 
(nioUin).  fdllowcd  occasionally  by  stimuliilinji;  applications  of  green- 
suap.  When  supcrficiiil  ulcerations  ap{)ear  uiulcr  the  crust,  tJiey  should 
be  thornuyhly  burned  out  with  the  thermocautery.  In  more  advanced 
conditions  exclsinn  and  Hnugard's  paste  will  \\c  required. 

The  Sarcomata. — The  .sarcomata  of  the  skin  proper,  which  origi- 
nate in  the  connective  tissue  of  tile-  derm,  have  only  recently  attracted 
attention,  as  their  relative  freijuemry  has  tjnly  been   established   by  the 
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histological  researches  of  the  mo.st  modem  dermatologists.  When 
regarded  in  the  light  of  primary  neopIa.sms,  they  are  all,  in  reality. 
ver>'  rare  growths,  cspeciall)'  when  compared  with  the  epithelial  can^ 
ccrs,  some  of  them  being  veritable' curiosities  even  to  dermatologists. 
We  shall  therefore  merely  notice  the  gccicral  cla.tsification  of  these 
growths  without  attempting  to  describe  their  clinical  peculiarities  or 
pathological  characteristics,  except  to  state  that  the  diagnosis  in  many 
instances  is  entirely  dependent  upon  careful  microscopical  examinations 
of  specimens  removed  by  operation,  and  that  the  general  treatment  is 
practically  alike  for  all  the  varieties — i.  e.,  extirpation  fur  the  solitary 
tumors  and  palliative  treatment  in  the  multiple  forms,  which  arc  usually 
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incurably  fatal.  There  is  no  specific  treatment.  Histolo^calty.  the 
sarcomata  of  the  skin,  like  sarcoma  elsewhere,  are  constituted  by 
embryonic  connective-tissue  cells,  which  may  Ixr  of  the  rouiul-,  spin- 
dle-, or  giant-cell,  pigmented,  raeliinotic,  or  nun-pigmentcd  type.  The 
cutaneous  sarcomata  are  divided  into  two  great  groups, /■/wwrj' and 
sfcoriiiary — primary  when  they  occur  for  the  first  time  in  the  skin,  and 
secondary  when  they  appear  as  metastasis  from  distant  or  internal 
growths  of  a  similar  ciiaracter.  Kilher  one  of  these  forms  may  be  soli- 
tary or  multiple.  Wc  sliall  deal  here  solely  with  the  primary-  sar- 
comata of  the  skiti.  The  solitary  sarcoma  often  presents  itself  as 
a  single  nodule  in  the  derm,  which  pen^ists  for  a  long  time  without 
increase  in  size  or  ulceration.  In  otlicr  instances  the  sfilitarj-  growths 
rapidly  progress  to  a  fatal  end  by  regional  ur  universal  molaslasis  in  the 
skin  or  internal  organs.  They  arc  usually  darkly  colore<l,  rcddtsh- 
bluish,  red  or  black  tumors,  now  and  again  transparent,  of  the  size  of  a 
pea  to  a  cherrj-,  and  seated  on  the  face  (cheeks,  eyelids),  the  feet,  and 
hands,  or  other  parts  of  the  extremities^.  mi>rc  rarely  the  trunk.  They 
are  partly  comjiressible,  bleed  readily  and  severely  when  they  are  highly 
vascularized  (angiosarcoinata),  ()r  more  firm  ami  consistent  when  less 
vascular  and  of  the  spindlc-ccll  variety.  The  long  i>ersistent,  solitary 
sarcomata  resemble  in  structure  and  behavior  the  infectious  granulo- 
mata  (<".  ^.,  the  gumma  of  syphilis  and  of  tubcrculosi.s)  rather  than 
ordinary  sarcomata.  Hence  the  differentiation  between  these  conditions 
in  the  early  period  of  ilicir  existence  is  extremely  difficult. 

Primary  mullipU-  sarcomata  constitute  a  large  group,  and  comprise 
all  those  casts  which,  without  any  prc-existent  mother-growth,  apj>ear 
either  regionally  (arm,  leg,  face)  or  symmetrically  (both  legs,  trunk) 
and  simultaneously,  as  a  number  of  individual  tumors,  so  that  a  uniform 
development  must  be  assumed  for  all. 

Uniio  clfl^sirics  A«ii  into  Iwo  ((roup*,  the  dcnnnl  nnrl  t1ic  hyixidennnl  nniltipic  mtco- 
QUiU.  He  tluxsilic*  the  Hfrmal  in  nccurriniK-e  with  the  histological  fMrnuilkin  and  rtttmal 
type  intrt  five  distinct  clinical  fomiii :  1.  Th*  multiple  while  »nd  h«rd  variety  {lanama  mut- 
iiflfx  (Mfamtum  duium  afium),  2.  The  hnid  pigmented  tonn  tint  dc«cnt>ccl  by  ritlard 
{S.  muitifiUx  CHfitHfum  liurutn  fii^mti^suiii).  3.  The  »fl  variciy  fit*!  (le*i:ribcd  by  Neu-- 
man  {S.  muUif'frx  eulantum  ni'ille).  4.  The  KUtiimatoid  i-V.  niullipiex  tutaneum  guutma- 
teUt-!,  Funk' Hyde  tyjir),  which  it  diHtingiiithcit  from  ihr  othcrt  by  the  fni-l  that  ihe  nodules 
rapidly  reach  a  totiMdvraLle  Hie,  lhe»  soften  in  ihe  ccutei,  tiiid  distharne  a  gitnimy,  Kmi- 
wilid  iniUcmiil,  aflrr  which  ihcy  collapse  and  flatten  r«M,  cicnirirc,  iind  rrapimir  agnin. 
Histologically,  tlicy  arc  >|tijidli:-cel)  Mn.uni.'ita  wtiicli  undergo  myxoinaloua  central  softening. 
Tliesr  finir  ly|)c»  i>t  dermal  snrcnmam  have  llic  commnn  (ealiite  <pf  hemy  irregularly 
scaiicr^^d  over  ihc  body,  and  do  not  appear  in  regular  *e<juence.  In  this  they  differ  from 
the  fiflli  type,  wliosc  main  distinction  is  the  systefnatk  extension  of  (lie  tumors  from  the  ends 
of  the  e«lTcmilic*  inward  the  tmnlc.  In  the  first  form*  the  abjience  uf  syMcmatjc  localita- 
tiim  points  to  ■  certain  indifference  of  iht:  niairix.  In  ibis  last  there  are  rvidcntJy  [:>te*li>- 
[•usinj;  I'ical  cauteK  for  the  dpecial  localiKition.  The  fifth  v.Tririy  i*  the  iiiulti|>lc  culaneous 
pit-nienicd  sjiri-tima  first  described  hy  Ka|Kis4  in  1S79.  Ii  appears  in  the  form  of  very  dark- 
Idui'  In  hhii«h-hUck  ni>du1r-<  nn  ihr  hand«  anil  feel,  e«peria[ly  on  the  hnjjeni  and  Ines  and 
the  »o1m  of  the  feel.  The  tinger»  are  tldckened  and  defuTued.  At  the  eudsof  the  ealrem- 
iiie«  the  nodiilci  run  t««|;etlter  and  form  a  painful  diffuvr  infiltniiion.  Tlirn  thr»e  appear  on 
the  arms  and  Ic^s,  advancing  centripclally  at  llie  Mmc  lime  un  the  (ace  and  gcniull.  and, 
later,  sitij^ly,  on  llie  trunk,  isulatol  nodules,  partly  dennal.  {Mttly  hypodemial,  the  former 
light  reddi^hbrown,  the  latter  dart  and  blue.  With  extension  to  the  mncotii  roeoibrane*. 
which  ultimately  takes  place,  c;s[)eciaMy  of  the  lai^e  intestine,  fcvet  nnd  mara&ratu  M;t  in. 
and  dnilh  loltuwi  after  the  diieai^i-  haa  run  a  course  of  iwo  10  live  yearL  Ca»e«  ha*e  been 
reported  ( Branon,  I  tardaway )  in  which  the  disease  has  exiucd  BUtccn  to  twenty  live  years. 
Sometitnci  t<  JiHippears  qmntaneously  :  in  1  caM  ihe  Tumora  completely  di.u|)pearcd  and 
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lh«  patient  rccovcKft  arier  ihc  h^-ptxleimic  tnjeciion  nf  Fowler's  solution  npplicd  fur  scTeral 
iiumthii  (Kuibnvr). 

The  kypodcrmal  sarcomata  cither  originate  in  the  skin — primary — 
or  they  appear  as  secondary  iiietaslatic  nodulL-s.  The  former  constitute 
a  peculiar  and  very  rare  type  of  round-cell  tumor,  which,  beginnmg 
in  the  hypoderm,  unites  with  the  cutis,  causing  wine-red  discoloration; 
it  is  not  pigmented  and  attains  considerable  size.  Much  more  frequent 
arc  the  metastatic  nodules  of  the  hypoderm,  spread  over  the  whole 
body.  Tlie>'  arc  secondary  to  primar}'-  sarcomatous  growths  deeper 
in  the  body  and  internal  organs.  The  hyptHifrmal  mdimotUy  secondary 
growths  are  usually  carcinomatous,  according  to  Unna's  recent  re- 
searches. Nevertheless,  tiie  existence  of  true  melanotic  sarctima  in 
the  skill,  whether  primarj'  nr  secondary,  is  undeniable.  The  recent 
rescarche--    made   tu    GiissenUiuer's   clinic   in    Vienna  would   seem  to 

establish  llie  long-suspcctcd  fact 
that  the  melanotic  growths, 
whether  epithelial  or  sarcoma- 
tous, are  invariably  associated 
with  a  specific  micro-organism,  to 
wliicli  tlieir  Intense  malignancy 
iinisl   be  attribtited.' 

Trophonenrotic  Lesions. — 
Perforating    Ulcer   ol    the    Foot 

{^Milium,  iir  t'/i't/s,  Pcrfo>'aris). — A 
typical  |}crf*iiaiing  ulcer  of  the  foot 
begins  as  a  thick  callosity  or  epi- 
dermal thickening  which  is  situated 
gcnenilly  under  the  head  of  the 
metatarsal  bone  of  the  great  toe, 
though  it  may  occur  under  any 
of  the  metatarsal  heads ;  it  is  also 
frequent  under  the  heel,  but  rarely 
appears  in  other  porti<ins  of  the 
sole.  The  points  of  election  re- 
ferred to  are  points  of  pressure  at 
either  end  of  the  plantar  arch. 
Under  the  callosities  a  spurious 
bursa  forms,  which  often  becomes 
irflained  through  secondary  in- 
fection and  suppurates.  In  time 
traumatism  leads  to  infection ; 
suppuration  takes  place  in  the 
subepidermal  tissues,  and  the 
horny  layers  are  thrown  ofT,  leav- 
ing a  deep  cratcrifomi  ulcer  or 
sinus,  whose  overhanging  callous 
borders  interfere  with  healing. 
The  granulations  are  either  small,  pale,  and  discharge  a  thin  fluid  secre- 
tion ;  or  they  are  dark-red.  uneven,  ragged,  and  covered  with  foul  secre- 
tions ;  the  edges  and  the  surrounding  skin  are  usually  anestlielic.     The 
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pain  caused  by  inflammation  is  not  fclt,  so  that  careless  patients  con- 
tinue to  walk  upon  the  ulcer  until  perforation  of  the  sole  of  tbc  foot 
and  septic  contamination  of  the  plantiir  fascia  and  tar^ius  cause  consti- 
tutional symptoms  and  j,'reat  swcUiii}!;  of  the  fuot,  when  locomotion 
is  intcrft-Tiid  with  and  very  stirious  surj^ical  measures  lieconie  necessary. 
The  conditions  with  which  it  is  most  frequently  associated  are:  i.  Cer- 
tain central  diseases,  such  as  tabes  dorsajis,  syringomyelia,  S])ina  bifida, 
myelitis,  etc..  in  which  tlierc  is  partial  anesthesia  or  paresthesia  of  the 
plantar  surfaces,  which  favor  traumatism  and  infection;  2.  Diseases 
which  give  rise  to  |)eripheral  neuritis — syphilis,  alcoholism,  diabetes, 
leprosy,  and  chronic  arterial  distase  (endartcrilis,  atlicmnia) ;  3.  After 
traumatic  lesions  of  the  brain,  spinal  cnrd,  and  peripheral  nerves,  which 
lead  to  anesthesia  of  the  soles  ;  4.  Karely,  as  a  pure  plantar  lesion 
without  neurotic  antecedents. 

In  the  tnatment  of  tiiis  most  rebellious  ulcer  the  practitioner 
must  aim  at  five  things:  i.  Rest,  with  elevation  of  the  limb  to 
prevent  superincumbent  pressure ;  2.  Careful  antiseptic  treatment 
of  the  ulcerated  surface  and  sole  of  the  font,  with  paring  of  the 
callous  edges;  3.  Kxcision  of  the  ulcer  with  its  edges  until  lieatlhy 
tissues  are  reached;  4.  Gr.ifting,  to  hasten  rectivery ;  5.  Careful 
protection  of  the  heel  surface  with  soft,  wcll-padded  soles  in  easy, 
light-covered  shoes.  The  constitutional  treatment  to  relieve  the 
underlying  general  condition  is  of  fundHniental  importance.  The 
treatment  t*f  the  peripheral  neuritis  sluiuhl  receive  careful  attention, 
and  ftjr  this  purpose  hoi  antl  cold  bathing  of  the  exlreinities,  with 
massage  and  electricity,  are  most  beneficial.  The  recent  success 
reported  by  Chipault  (Paris)  in  the  cure  of  this  condition  by  stretching 
the  posterior  tibial  and  plantar  nerves  in  25  cases  gives  promise  of 
more  permanent  results  than  those  which  have  hitherto  followed  the 
classical  methods  of  treatment.  The  author's  experience  has  convinced 
him  that  grafting,  esijccially  with  thick  skin-grafts,  is  particularly  useful 
in  this  class  of  cases,  provided  the  [uitieiit  is  able  to  protect  the  grafted 
surfaces  after  healing  has  taken  place.  In  aggravated  cases  in  which 
the  infection  has  spread  as  a  purulent  infiltration  of  the  joints  of  the 
foot,  amputation,  partial  or  complete,  is  the  only  remedy. 

Ainhum  is  a  name  given  to  a  trophoneurotic  affection  of  the  foot 
hmitcd  to  the  little  toe  of  one  or  both  feet.  It  may  also  affect  the 
little  finger  of  the  upper  extremity,  but  this  is  exceedingly  rare.  Other 
toes  may  be  aff<'Cted  besides  the  little  loe,  Init  this  <)cciirrence  is  also 
vcr>'  exceptional.  It  is  essentially  characterized  by  the  formation  of  a 
constriction  at  the  digit<iplantar  junction,  which,  progressing  continu- 
ously, causes  a  spontaneous  amputation  of  the  digit.  The  constriction 
Xi  caused  by  the  formation  of  a  sclerotic  band  which  completely  encir- 
cles the  toe  like  a  tight  string.  The  disease  lasts  several  years,  some* 
times  ten,  before  the  toe  drops  off. 


Ainhiim  b  ciuenitally  ■  diwflsc  of  [he  black  races,  ihough  it  is  not  excIusiTcly  w.  It  It 
niosl  common  anuint:  llic  negro  populaiion  of  Wc*lcm  Africa,  South  Amcricft,  and  Wc5l 
Indict,  and  i*  of i-.iviitnnlly  nhwriril  nmnn);  ihr  iiegrws  of  ihc  Sotiihrm  .Smtcs.  It»  cauw 
in  unknown,  bul  llie  iniphiinirurotk  itieury  of  Dft  SilvA  Lima  nccountt  Ixrlt^r  (or  tlir  nm- 
mciricnl  ^n-vrs  thnn  nny  ollii^r.  Lrpmsy  will  nrirn  tr«u&e  a  dactylitis  which,  in  its  hnal 
effects,  ckucty  rc9cinl>lcs  ftinhura,  but  can  be  distiogiudicd  from  it     Mason  raggcsu  Uiai 
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Ill*  t'ln'uUr  ticlenHlertna  which  slrttiKulales  the  toe  is  a  fibroid  change,  keloidal  in  chumc- 
trr,  which  In  pxt-llcd  Intu  activity  by  slight  traumatisms  and  infection. 

The  IrenlmtHl  in  the  early  stages  coniiists  in  n  complete  division  of  the  sclerotic  ring; 
ill  niiire  advanced  cunditiuns  the  natural  amputation  can  be  completed  by  a  snip  of  the 

SURGICAL  DISEASES  OF  THE  NAILS. 

The  nails  may  be  congenitally  absent,  displaced,  multiplied  (super- 
lUimcrary  nails),  or  deformed.  In  post-natal  life  abnormal  conditions 
and  diseases  may  be  acquired  which  will  affect  (i)  the  nail-matrix,  (2) 
the  horny  nail-plate,  (3)  the  nail-bed,  and  (4)  the  peri-ungual  tissues. 
These  |>.»rls  may  be  separately  aflected,  or  all  of  them  collectively  may 
jturter ;  and  this  is  the  case  in  the  traumatic  and  infectious  diseases  which 
l>c>;in  in  the  subun^^ual  space  and  matrix. 

Onychtft  is  a  name  that  is  often  used  to  designate  any  violent 
desttnctiw  intlanimation  i^  the  noil-matri^c,  but  it  has  been  used  spe- 
citU^ally  to  distin^^uish  a  peculiar  phlegmonous  aflccb<m  of  the  matrix 
Vfhiv'h  is  m^vst  frequently  obser\*ed  in  ill-nourished,  ouiasmic  children. 
The  least  injurj*  tv"*  the  nails  («*.  g^  chilblains)  «-il!  be  folloired  by  a  pcii- 
uiu^l  Kmiphanii^tis  which  is  characteriud  by  a  throbfaing  pain,  a  In-id, 
nd  !iwt!llin)*  v4  the  .skin  and  the  nait  Then  a  serosanguiiK^ent  cxuda- 
thM\  ai>)>ears  ar^^und  the  nail,  vrhich  in  turn  becomes  duU.  opaque,  or 
blackish  in  ox>lor.  Tlie  luil  is  lifKd  frcvn  its  bed.  corves  iqi.  and  is 
!(hev1,  leaxSn);  behind  it  a  suppurating  ulcer,  which  mar  heal  slowiy  cr 
inva<ie  the  wh^\)e  tu^^.  causing  a  true  vhn)ow.  vith  utemarc  destmc- 
ti«M^  v>t'  the  i^halanx  and  d^its.  This  tcfaoa  may  appear  in  screnl 
SnjTCTs  swnwiiar»e\'HisIy, 

T^  trMtHMMt  cwn^s^tis.  as  an  all  fcvnns  of  oenvlBa  of  icrfiectki^ 
\\r^n.  in  TvnK>\ing  the  nail-plate  aqpnt^anj:  and  timeajng  all  fm^ons, 
s^Mijirhinj;  surt*ocji.  and  ajphx^  anrij*r6c  dnesanpi.  The  ^Oicc^ 
C\Vt^^it»vvr»  usttA^.V  demands  the  j^reates:  ^rrcntJ.-m ;  ^cwdfic  mediacian 
m-hrti  a  sx-j-Oii^irk-  tain"  i?  sawctei  or  iT:rc-;2Sfrcciar  treicineic,  ■widi 
Aj-KVvxy-wri^  hx'perw  and  di«ary,  ia  jCr-m.-^u*  siihie:ts. 

an  jnSawriiAn.'ir.  i->:^  the  so*  nUTt^  un^irmc^fc  ani  iirm^:  liie  siae  of  tie 
r.frminji"  ani:^-  v-crbc  t.ie-najl.  h  s^  usiu.rr>-  arcuir^i  ir  ai.-tissceic  and 
a.-J*:):  litr.  1;  tnsy  V  inrcmal  .v  Siiarr-i"..  irv.V:\-m^  boii  136*1.  Hit 
csirv~<  ,-»:"  jh^L  c*tn-^iri.-^r:  arc  T."'  Sr  i.-ujrir.  ;,]m.-i?c  CKcJis't'e^T  it  rific  nr 

>".i-fi?;ini.   an.~.  ^■SJV^::u;'.'^"  rvOTTJe,":  sh."»rs  vch  hiiTh  h?si?.,  ■wiii:±  jcafir 

0»>o«  Nathinj:  .-c  'be  iK*:  anr.  mmmmc  ;hr  nai"  rrmiui  a:  "de  cnrnsrs, 
insJ^a.-.  .T  ^-itiarr  acr,-»si.  A>  i  nm.  rhrt  j>  ar  .■>\'r-^nwa;  zif  ^iirsinE 
jKli*c-^n;  ;.-  ^hr  ^-■ijTf  .-c'rhr  nai^  "^xm.  n.iL  a:rr>  :t~  t  tnTeujr  Srtnr.-»-iu:± 
t<  c,"^'t^an;'\  .Sciru:  r«r<^-'"  irc."  ;h;  -s-it  n-T^s  zxv.  rx^rssxiiz:  iinalh'  caii5~ 
inf  uk-,''-.-iT).->r.  Thrrr  arr  t»v  rc*iTvn>  ;.-  iv  .rnnsinffTrr. :  Fir-TC^iie 
»'^^n:•  -.a.-vrHP^  inft,im,-.r  ^"^fc  rw"?>    :«Tnn..  :nr  r*--;— .^f>»T  iumw:  ancK  re 

tnft,irTV*.-.   .•^^■::-^-,■^»T  ^ifc  fW?s  ir  »-nvl   Ttv   r..ii    i~  luiTier;  aii:  iK  rhisf 

TiaatiiiuJA. — Thr  vaJiianr^.  rr-*irw;  1,-  .-.:■>;»^.  ir  srsnm;:  thj  -sii 
rw->-  v\>:  n'T^Js:.**"  rw»"<  trnn:  ihr  r^i  s:  i>-  ri*Tn:nj  anp-c  anc  iocte^ 
ahf.   hftwiK  »>  omiticiia;  deJir^^  iTrtiuemn  renwwwi      Witsr.  mt  Tas- 
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dency  to  this  condition  is  confirmed,  some  expedient  must  he  resorted 
to  to  raise  the  nail  from  it;  sensitive  bed  and  prevent  the  soft  parts 
crowding  over  it.  To-day  there  is  nothing  more  simple  and  practical 
than  the  little  appliances  suggested  by  J.  F.  Taylor  of  New  York 
and  G.  B.  Webb  of  Colorado  Springs.'  Adhesive  plaster  applied  so  as 
to  draw  the  cuticle  from  the  cdgL*  of  the  nail,  as  suggested  by  Vceder 
and  Park,  of  Buffalo,  is  very  simple  and  also  effective. 


Pia.  436. — Cotdng's  operaiton  far  In^rovm  nikll;  i.  outline  of  urea  10  be  excited;  %,  retracted 
cicntrtcial  surli«ce  after  excbion  of  the  soft  pari* ;  n^iit  nntnuchcd. 

Tn  addition  to  other  antiseptic  applications,  powdered  lead  nitrate 
is  probably  the  best  local  remedy  to  repress  exuberant  granulations 
(Gay).  The  inflamed  and  suppurating  groove  is  to  he  filled  with  it 
until  healed. 

The  radical  surgical  procedurts  are  innumerable.  In  many  cases 
simple  avulsion  of  the  nail  is  insufficient;  it  will  cure  the  condition  for 
the  time,  but  will  not  prevent  recurrence.  Cocain-anesthcsia  (Schleich) 
is  all  that  is  required  for  the  most  thorough  operation,  except,  perhaps, 


Fia.  437  — Angrr'j  opcmtiim  fur  ingrown  mil ;  i,  oiiiline  of  area  I0  be  exctud,  Includins  nail- 
matrix ;  s,  fl.-ip  formed  pTcllmiciary  \a  rvciiinn  t>i  the  wedge,  3,  result  of  Operation. 

in  children  and  nervous  women,  when  a  (general  anesthetic  may  be 
required. 

In  Colting'.'!  operation  (Fig.  43G)  the  nail  is  not  interfered  with,  but 
all  of  the  overlying  ti.ssues,  together  with  the  side  of  the  toe.  are  sliced 
ofT  freely  with  knife  and  .scissors.  As  the  wound  heals  the  contraction 
of  the  cicatrix  tends  to  draw  the  soft  parts  away  from  the  edge  of  the 
nail,  so  that  the  latter  is  permanently  prevented  impinging  upon  the 
former.     A  Thiersch  graft  will  hasten  healing.     Anger's  and  Quenu's 

t  Mtdi.at  AVif).  iJcc.  33.  I$99- 
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procedures  arc  aUo  very  satisfactory  in  aj^gravated  cases.  The  rationalt 
of  ihc  former  method  Ls  easily  explained  by  Fig.  437. 

SKIN-GRAFTING, 

Gnfts  may  be  classified  into;  (i)  Auto-fpidernik,  when  they  are 
furnished  by  the  patient  himself;  (2)  hfUro-cpidermk,  when  they  arc 
furnished  by  another  person ;  (3)  zodticrmif ,  when  tlie  grails  arc  sup- 
pUcd  by  the  lower  species. 

TI1K  mOilerroii;  giaflt  liave  been  fumidlcil  by  numerous  species,  ftmoag  which  maj  be 
mrniioiml  piiit-^  of  ijHMigi-,  skin  cif  frn^,  inner  membrane  of  a  lien's  e^,  inikrr  surface  of 
a  pullet'*  wiiiK,  skin  of  pup«.  piRS.  gui nca-pi(t«,  and  rabbila — all  of  which  haTe  hccn  at- 

tHTTtRK-iitril  with  muTC  or  h-o>  >ui-ii.-<^srully,  but  ar«  itifrriur  to  ihe  hiuiuiii  autodcnnic  or 
irt<^ni<ic(niic  ({Taftft.  Of  tlic  licttfrodermic  (jraft*,  we  wiSl  stale  ilml  the  *Vir>  of  ampuuinl 
Muiti]^  ami  iJllici  parts  lias  been  u^ml  with  uilvuiilitge  lliiitv  »4X  and  tiiiieCy  mx  buurt  after 
itnpLiintinn,  an<l  for  a  Icvi  limc  when  taken  from  wdl-pre<«rve*i  cadaver*,  Of  the  auto 
dvfinic  tjtan^  the  mi^st  clcniciiUry  funn  Ojn»ist%  in  the  atiapiiigs  of  healthy  *kin.  cwro- 
shavings,  and  the  pctlicle  of  blisters.  Uut  ibe  K'^lls  thai  are  now  classk-»lly  rr^anled  mi 
of  pntclical  value  ate  dried  sterile  vtrip*  vf  epidcnni<t  ubluiiied  by  vciicaltun  i>t  accidental 
acaicLint;,  or  l.usk'a  f^fts;  small  living  epidermal  "  pin  Rrafis."  or  Kevcrdiii's  grafta; 
large  epidcnnal  pieces  which  include  a  part  of  ibc^  cutis,  (Jllier,  Thiertch  ;  complete  cma- 
Dcous  grafts  iovolvhi);  the  entire  thickness  uf  ibc  skin,  Wolfe's  grafts. 

When  tlic  whole  thickness  of  the  skin  is  used  as  a  graft,  it  can  be 
kept  after  it  has  been  detached  much  less  time  than  the  thin  cpidennal 
shavings  used  in  the  Tiiicrsch  method.  Pure  cuticle,  however,  obtiiined 
by  vesication  ciui  be  sterilized,  and.  if  kept  dry.  is  apparently  capiible 
of  siir\'ivfn|^  .ts    living  epillicliiiin  for  an    indefinite   leti;;th  of  time, 

I^usk's  Methods.— According  to  Z.  J,  Lusk  of  Warsaw.  N.  Y.. 
an  i^jitlermal  .scale  which  had  been  kept  absolutely  dry  and  was 
applied  in  this  condition  was  successfully  grafted  four  hundred 
and  eighteen  days  after  removal  from  the  living  patient,  The  sim- 
plicity of  Lusk's  method,  and  the  case  with  which  the  material  can 
be  obtained  by  cantharides  blistering  or  by  accidental  burns  and 
scalrls.  woiilil  p<»itit  to  a  large  field  of  usefulness  for  it.  In  Lusk's 
method  the  frcsji  pieces  of  cuticle  ;ire  cut  off  and  spread  over 
gauze  pads  or  glass  plates  and  sterilized  in  an  ordinary  surgical  steril- 
izer, like  any  other  antiseptic  material.  The  cuticle  is  then  dried  and 
kept  for  future  use.  It  should  be  applied  like  a  scale,  absolutely  dry. 
because  if  moistened  it  will  curl  tip  and  will  be  difficult  to  apply.  The 
surfaces  to  be  grafted  slmidd  be  healthy  and  grainilating.  The  grafts 
are  applied  in  small  pieces.  One  piece,  ^'j  inch  broad  by  i  inch  in 
length,  can  be  cut  into  12  sections,  which  should  be  placed  on  the 
granulating  surface  not  more  than  J  inch  apart.  The  grafted  surface 
should  be  covered  with  sterilized  gauze  saturated  with  a  mixture  of 
balsam  of  Peru  (sj  in  castor  oil  .y),  over  which  should  be  laid  sterilized 
absorbent  cotton  In  several  layers.  The  dressings  should  not  be  dis- 
turbed in  less  than  ten  or  fifteen  days  unless  pus  accumulate**. 

Reverdin's  Method  {"pin-grafts" — iutroduud  in  18^6). — The 
grafts  consist  nf  minute  thin  pieces  of  the  superficial  skin.  The  most 
essential  con<!ition  for  success  is  a  healthy  granulating  surface.  In 
suppurating  wounds  grafting  of  any  kind  is  not  applicable  until  active 
suppuration  has  cea-^cd  and  the  granulations  are  hard  and  firm.  The 
parts  from  which  the  grafts  are  to  be  taken — preferably  the  outer  sur- 
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face  of  the  thighs  or  arms — should  be  thoroughly  soaked,  shaved,  and 
disnifected  with  formalin  solution  ( 1  :  2CX))  after  thoroughly  rubbing 
with  ether  or  alcohol.  The  only  instrumenU  required  arc  an  ordinarj' 
long  sewing-needle  held  in  the  grasp  of  a  hemostatic  forceps  or  a  needle- 
holder,  and  a  sharp  scalpel  or  razor.  Special  instruments  have  been 
devised  for  the  purpose,  but  they  arc  not  at  all  iiL-cessary.  The  skin 
is  transfixed  with  a  needle  and  raised  to  a  tip  like  a  cone;  a  thin  epi- 
dermal shaving  the  size  of  the  apex  of  the  cone  is  cut  oflT  and  at  once 
transferred  to  the  granulating  surface  by  the  needle,  and  in  such  a 
manner  that  the  raw  surfaces  will  be  brought  in  accurate  contact.  The 
grafts  are  planted  in  rows,  with  smalt  spaces  between  them.  The 
entire  surface  may  be  grafted  in  this  way  or  only  a  p;irt  of  it,  reserving 
another  section  for  another  day.  As  the  tendency  of  the  grafts  is  to 
curl  up,  care  should  be  taken  to  spread  them  exenly  with  a  camd's- 
hair  pencil  or  gauze  dipped  in  nnrnial  salii>e  solution,  or  with  the  point 
of  the  needle  itself.  In  applying  these  grafts  tlie  granulations  should 
not  be  injured,  to  avoid  the  interpo.sition  of  blood  between  the  raw 
surface.  No  chemical  germicides  should  be  used  after  the  granulations 
have  been  thoroughly  prc[>arcd  for  the  gr;ifting  process,  as  these  are 
injurious  to  the  grafted  epitlielinni  and  interlere  with  firm  adhesion  by 
exciting  excessive  exudatinn.  After  grafting,  the  surface  shonld  be 
covered  witli  strips  of  sterilized  oil-silk,  gutta-percha  tissue,  or  silver- 
foil  in  an  imbricated  or  overlapping  manner.  A  layer  of  sterile  gauze, 
followed  by  a  copious  absorbent-cotton  dressing,  is  applied,  being  held 
in  place  and  supported  by  a  firm  bandage.  The  dressings  should  not 
be  removed  in  less  than  five  days.  If  the  grafts  are  applied  while  active 
suppuration  Is  going  on,  thL-y  will,  in  all  probability,  fail  to  adhere,  and 
will  be  floated  off  with  the  first  tircssing.  Successful  grafting  is  recog- 
nized by  the  firm  adhesion  of  the  grafts  and  the  formation  of  a  bluish- 
white  [K'lliclc  around  each  graft-center,  showing  that  a  new  zone  of 
cpidcrmization  has  developed,  While  Reverdin's  grafts  hasten  the 
healing  of  ulcers  veiy  decidedly,  they  are  inferior  in  this  respect  to  the 
other  niL'tlirxIs  th:it  arc  to  falliiw. 

Ollier-Thiersch's  Grafts. — This  method  was  introduced  by 
Oilier,  of  Lyons,  in  1S72.  .ind  |»crfectcd  by  Thiersch,  of  Leipslc,  in 
1874.  The  essential  features  of  these  grafts  arc  that  thej'  involve 
half  the  thickness  of  the  skin  {epidermis,  rcte.  and  part  of  the  cutis 
proper),  and  that  they  are  cut  in  long  strips  or  shavings  in  variable 
size.  The  vascular  connections  needcci  to  nourish  the  grafls  are  estab- 
lished, under  favorable  circumstances,  in  eighteen  hours;  the  new 
blood-vessels  being  sufticicntly  formed  by  this  time  to  be  injected 
artificially  and  to  ensure  the  maintenance  of  enough  nutrient  plasma 
In  the  transplanted  tissue.  This  method  is  of  universal  application 
immediately  after  operations  when  it  is  desirable  to  cover  a  large  breach 
of  surface,  or  after  repair  has  set  In,  when  they  are  used  to  hasten 
cicatrization  and  diminish  cicatricial  ctmtraction.  These  grafts  can  be 
applied  over  connective  tissue,  periosteum,  bone,  or  even  fat.  a  granu- 
lating surface  not  being  at  all  necessary  for  successful  implantation. 
The  technic  is  as  follows  :  The  skin  that  is  to  furnish  the  graft,  prefera- 
bly the  hairless  portion  of  the  body  (extensor  surfaces  of  arms  and 
thighs),  is  carefully  prepared  for  twenty-four  or  forty-eight  houn  by 
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^Ijealed  washing  ant!  scrubbing  with  potash 


thS 


p.  hot  water,  alcohi 

Toi  lowed  by  lysol  (i  1400)  or  formalin  (same  propiirtion);  it  is  kept  cov- 
ered with  a  moist  antiseptic  pail  of  sterilized  ^auze  soaked  in  cither  of 
these  solutions  until  the  time  for  the  operation.  The  surface  to 
grafted,  if  a  fresh  wound,  is  supposed  to  be  sterile  at  the  time  of 
operation  ;  but  it  must  be  dry  and  free  from  blood.  If  it  is  an  old 
ulcer,  it  must  be  sterilized  by  careful  preparation,  including,  if  it  is 
unhealthy  and  callous,  a  complete  curetting  or  excision  of  the  surface 
and  of  the  hard  edges.  If  it  is  a  healthy  ulcer  which  has  been  sub- 
jected tu  thorough  antiseptic  treatment,  secreting  only  a  puruloid 
scrum,  and  the  granulations  arc  small,  firm,  and  red,  no  curetting  or 
excision  is  required.  In  order  to  cut  the  grafts  evenly  and  of  sufficient 
length  without  |x*netrating  too  deeply,  the  skin  is  pinched  up  into  a 
ridge,  which  is  held  and  made  tense  at  one  end  by  an  assistant,  while 
the  operatdr  pulls  up(ni  the  proximal  end  as  the  grafts  are  being  jiared 
with  a  flat  razor  (jr  anijiutation-knife.  The  grafts  var^'  from  one  to  sev- 
eral inches  in  length  and  breadth,  according  to  the  size  of  the  surface 
that  is  to  be  grafted.  As  the  grafts  arccut  they  are  transferred  directly 
from  the  razor  or  on  strips  of  gutta-percha  tissue  to  the  raw  surface  ;  o^ 
they  are  floated  temporarily  in  a  basin  containing  neutral  sterile  salfl 
solution  (6:  ic>oo).  No  chemical  antiseptics  are  to  be  used  for  irriga- 
tion over  the  raw  surface;  only  sterile  salt-solution  Js  to  be  applied 
throughout  the  whole  open»Ci()n.  .After  all  bleeding  is  arrested  and  the 
surface  is  dry  the  grafts  are  applied  in  pieces  like  a  mosaic,  or  in  strips 
touching  each  other,  so  as  to  cover  completely  the  raw  surface.  Great 
care  and  patience  are  required  iti  adjusting  the  grafts  to  prevent  the 
curling  in  of  the  edges.  The  grafts  are  finally  pressed  firmly  in  place 
with  sterile  gauze,  after  which  they  are  covered  with  strips  of  silver  foil| 
or  giUta-jjercha  tissue,  one  strip  overlapping  the  other  like  lattice- workfl 
After  applying  a  firm  roller  bandage  over  the  dressings  a  liquid-glass 
or  plaster  roller  applied  over  the  bandage  wilt  materially  aid  the  cure. 
securing  immobility  in  the  neighborhood  of  joints,  and  acting  as  a  fur- 
ther protection  in  children.  It  is  desirable  to  leave  the  first  drcssing| 
untouched  from  two  to  five  days,  when  the  grafts  will  be  found  suffM 
ciently  ;ulhereiU  to  stand  change  of  dressing  withrmt  injury-.  In  graft- 
ing large  surfaces  it  may  be  nccessar}'  to  leave  the  grafts  exposed  to  the 
air  at  the  end  of  two  or  three  days.  The  surface  from  which  the  grj 
have  been  taken  should  be  covered  with  strips  of  gutta-percha  lissi 
silver  foil,  or  oil-silk,  and  covered  with  a  regular  asepdc  dressinj 
After  a  few  days  a  simple  antiseptic  ointment  will  suffice. 

In  Mayer's  moist  chamber  dressing  "a  ring  of  aseptic  gauze  is  made 
to  encircle  the  limb  below  the  grafted  area  and  another  ring  above  it; 
on  these  circular  (xids  little  strips  of  wood  wrapped  in  sterile  gauze  ai 
so  laid  as  to  make  a  cage,  and  around  this  cage  the  dressings 
applied." 

Wolfe's  Grafts. — R.  Wolfe  of  Glasgow  in  1876  succeeded 
obtaining  good  pl;Lstic  results  by  covering  defects  about  the  c>'elids,  an 
inch  or  more  in  diameter,  with  a  single  piece  of  skin  involving  its  whole 
thickness.  ;w////j  the  subcutaneous  fat.  which  he  scrupulously  removed. 
Since  then,  Hirschbcrg  and  others  have  succeeded  in  transplantir 
solid  pieces  of  skin  without  removing  the  fat 
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Krausse's  Method. — F.  Kraussc  of  Altona  (1896)  has  perfected 
this  complete  sktn-graft  methotl  in  a  manner  thai  has  vastly  increasetl 
its  field  of  usefulness.  Krausse's  grafts  are  made  of  long,  unatliichud 
flaps  of  skin,  which  include  the  entire  thickness  of  the  derm  to  the  fat. 
The  graft-flaps  arc  cut  off  usually  from  the  anterior  surface  of  the  thij^h. 
the  strips  of  skin  leaving  an  elongated  ellipse  which  can  rcatlily  he 
closed  by  sutures.  A^  ustia!,  the  same  prL-cautions  recommended  for 
antiseptic  preparation  of  the  surfaces  as  in  praclising  Thierscli's  method 
must  be  rigorously  fuUtJUed.  The  flajjs,  which  are  cut  offiji  tlle  sbajie 
of  a  long  ellipse,  are  carefully  separated  with  a  sharp  scalpt^I,  cutting 
between  the  derm  and  subcutaneous  fal.  After  dissecting  u[j  the  upper 
end  of  the  flap,  this  is  folded  in  so  that  the  surface  of  the  flap  is  cov- 
ered as  more  and  more  o(  n  is  dissected  up.  the  raw  surfaces  of  the  flap 
being  protectctl  in  this  way  from  excessive  handlinf^  by  the  fingers,  if 
a  very  small  amount  uf  adipose  tissue  remains,  it  will  not  interfere  with 
the  nutrition  of  the  flap.     The  grafts  usually  shrink,  immediately  after 
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Fig.  43S.— Woir«  grnn  borrowed 
from  the  arm  lo  cover  ii  detect  in  llje 
I'lwer  ltd  after  i:;(liryjaliiun  fur  epithe- 
lioma. 
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Flc.    43g.— Total   Wolfe    graft    ig) 

remuvei]  fvuni  IIm;  iarm  lu  enter  di-rtudtcl 
&url.icv  itfUT  e&tirpaliun  of  an  e[^lhel:bma 
of  llie  tcniplc. 


cutting  them  off",  to  two-thirds  of  their  original  size  longitudinally,  and 
a  little  less  tran.svcrsely,  so  that  allowance  must  be  made  for  this 
shrinkage.  The  gnifts  adhere  closely  to  the  prepared  surface  if  there 
is  no  clot  interposed  between  them.  It  is  not  necessary  to  suture  the 
flap;  the  dressing,  the  same  a.s  that  U'^ed  for  Thiersch's  grafting,  will 
usually  keep  it  in  place  perfectly.  Tliv  author  has  succeeded  with  this 
method  in  obtaining  perfect  healing  and  excellent  cosmetic  results  after 
extirpiition  of  nevi.  epilheliomata  of  the  face,  in  covering  perforating 
ulcer  of  the  foot,  and  in  other  localities  w.  here  a  more  resisting  skin  than 
that  furnished  b\*  Thiersch  grafts  was  required.  As  a  rule,  the  graft 
becomes  discolored  and  blistered,  finally  losing  its  epidermal  covering; 
but  the  deep  epidermal  layers  and  cutis  remain,  and  these  soon  repro- 
duce the  lost  superficial  layers.  The  conditions  for  success  in  this 
method  of  grafting  are  strict  asepsis  throughout,  dry  0|>eration,  aiul 
thnrntigh  preparation   nf  the  patient  and  area  to  be  covered. 

Tattoo-marks ;  Powder-stains. — Tattoo-marks  arc  produced  by 
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the  introduction  of  various  pigirents  (vt^rmilion,  indigo,  charcoal,  gun- 
powder, etc.)  into  the  deeper  layers  of  the  epidermis  and  papillary 
layers,  where  the  insoluble  particles  remain  cnibedtk-d  and  fixed.  To 
remove  these,  various  methods  have  been  suggested,  none  of  which  is 
absolutely  reliable  or  infallible,  except  when  small  areas  arc  to  be 
removed.  The  procedures  recommended  are  based  upon  the  destruc- 
tion, digestion,  or  removal  by  exci-sion  of  the  skin-areas  which  contain 
the  color-gjanulcs.  Outside  of  caustics,  chemical  or  electric  (electroly- 
sis), which  leave  objectionable  scars,  the  methods  of  Variot  and  Dumes- 
nil  are  to  be  mentioned  as  less  objectionable.  Variot,  of  Paris,  claims 
success  from  the  following:  "A  concentrated  solution  of  tannin  is 
poured  over  the  tattoo-marks  and  worked  into  the  skin  by  ncedlc- 
puncturcs  In  imitation  of  the  original  tattooing  process.  The  surface  is 
then  rubbed  with  a  stick  or  solution  of  silver  nitrate,  which  is  allowed 
to  act  until  the  pink  marks  stand  as  black  points,  from  the  formation  of 
silver  tannatc.  Any  excess  of  liquid  is  then  wiped  off,  and  the  surface 
treated  soon  turns  black.  Moderate  inflammation  ensues;  after  four- 
teen or  eighteen  days  the  eschar  drops  oflT,  leaving  a  reddish,  superficial 
cicatrix,  which  gradually  grows  paler,  and  at  the  end  of  two  months 
has  almost  disappeared.  Dumesnil,  of  St.  Louis,  has  succeeded  by 
tattooing  over  again  with  glycerol  of  papoid,  six  to  ten  fine  cambric 
needles  bound  together  being  used  as  the  implement."  In  the  smaller 
images  (bracelets,  shields,  etc.),  found  on  the  most  exposed  parts,  the 
most  certani  method  of  removal  is  by  excision  of  the  skin,  leaving  part 
of  the  coriuni,  and  covering  immediately  with  Thiersch  grafts.  Gun- 
powder-stains, if  recent,  are  best  removed  by  a  careful  and  patient  picking 
out  of  each  particle  or  by  giving  the  patient  an  anesthetic  and  scrub- 
bing the  surfice  vigorously  with  a  nail-brush  wet  with  a  mild  antiseptic 
solution.  Oilier  deposits  may  be  treated  by  first  washing  the  skin  with 
equal  jwrts  of  ammonium  biniodid  and  distilled  water,  which  causes  the 
spots  gradually  to  grow  red.  The  red  stains  arc  made  to  disappear  by 
the  application  of  diluted  hydrochloric  acid  (J.  B.  Shoemaker). 


CHAPTER    XXX. 
MILITARY   SURGERY. 

FIREARMS  AND  PROJECTILES. 

The  character  of  weapons  and  missiles  with  which  wounds  arc  made, 
as  well  as  the  surgical  methods  pursued  in  their  treatment,  is  an  iTii|x>r- 
tant  part  of  the  stiiily  <>('  military  surgery.  Without  this  knowletl^e 
the  accunuilatcd  records  of  [>a.st  wars  lose  much  of  their  value.  The 
nature  of  injuries,  statistical  tables,  and  comparisons  of  results  must  l>e 
considered  in  view  of  the  weapons  used  and  sui^cal  treatment  prac- 
tised, both  of  which  have  undergone  revolutionar)*  changes  in  recent 
times.  Improvement  in  firearms  has  been  such  as  to  modify  the  tactical 
handling  of  troops  on  the  field  and  lo  introduce  many  new  features  into 
the  casualties  of  warfare;  while  the  application  of  antiseptic  methods 
tn  military  suri^cry  has  had  a  similar  influence  upon  the  treatment  of 
woimds  and  the  management  of  the  wounded. 

The  epoch-making  events  which  mark  the  principal  stages  in  the 
evolution  of  the  modem  rifle  may  bo  gleaned  from  the  accompanying 
scheme  (Table  I.,  page  916). 

The  successful  elongation  of  the  projectile  in  the  Minie  and  Enfield 
rifles  marks  the  first  step  in  that  rapid  succession  of  changes  which  cul- 
minated in  the  present  small-calilK:r  nniga/Jne-rifle  and  brcech-Ioading 
rifled  cannon.  The  first  of  the  new  rifles  brought  into  action  on  the 
field  was  at  the  battles  of  Concon  and  Placilla,  during  the  civil  war  in 
Chili  in  1891.  when  about  one-half  of  the  Constitutional  forces  were 
armed  with  the  S  mm.  Manniicher.  while  the  rest  of  the  troops  on  both 
sides  used  the  Gras  with  a  10.9  mm.  lead  bullet.  Since  then  they  have 
been  used  by  the  British  troops  in  the  Chitral  and  other  expeditions  in 
India  and  Africa,  by  the  Japanese  in  the  war  witli  China,  by  the  Italians 
in  Abyssinia,  and  on  both  sides  during  the  Spanish- American  war.  In 
the  recent  war  between  Greece  and  Turkey,  the  Greeks  were  armed 
with  the  old  French  Gras,  and  the  Turks  principally  with  the  Peabody- 
Martini  of  simitar  kind. 

The  superiority  of  the  new  rifle-bullet  lies  principally  in  its  high  sec- 
tional density,  high  velocity,  rapid  axial  rotation,  and  great  stability, 
which  combine  to  produce  a  comparatively  flat  trajectory,  long  range, 
powerful  striking  enei^y.  penetration,  and  lncrea.sed  accuracy.  It  is  a 
compound  missile,  constructed  uitli  a  core  of  lead  swaged  into  a  casing 
of  strong  metal.  The  lead  core  is  hardened  by  2  to  5  per  cent  of  tin 
orantimony,  and  the  casing  is  usually  composed  of  80  parts  of  copper,  i© 
of  nickel,  and  a  fractional  part  of  steel.  To  obtain  high  sectional  density, 
the  greatest  amount  of  weight  is  combined  with  the  smallest  area  of  cross- 
section  in  any  given  length.     This,  H-ith  a  cylindrical  form  and  ogival 
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point,  offers  conditions  most  favorable  for  overcoiniiig  the  resistance  of 
air  and  other  i[nix:flimcnts.  SUibility  of  the  IjiiUlI  dL-pcnds  upon  its 
tough  metnl  envelope,  which  may  be  thin  or  slightly  open  in  fronl  to 
ensure  mpturc  and  iiicrc;isc:  its  slopping  power  by  ticfonnity  on  impact, 
though  this  is  scarcely  admissible  or  desirable  In  civilized  warfare. 

la  the  Tittejif  IntlUf,  adapted  ro  the  l^e-Meiftird  rifle  tor  hiiiHin|[  purpo.ies,  the  Iwid 
core  i»  Irft  unt-u«eictl  at  the  [laini,  and  i&  founil  t»  be  very  cDTcctivc  lor  large  gaait.-,  ;is  it 
always  raptures,  even  in  llic  ^xifl  uariJi,  wllli  grunt  laceration  of  (issue.  'I'lie  new  -oiiuli' 
caliber  metallic  ca»e  cartriii);?  cnu  bv  a<tt>pted  alike  to  iKe  rille,  cnrbinc.  macliiii^r-Kuii.  uiid 
jiistnl.  lis  TTrduced  stzc  niul  weight,  in  addition  to  convenience  uf  irau>|Minatiuii,  linve 
enabled  the  widicr  to  carrjr  a  greater  Dunibcr  ID  hla  belt,  and  mftde  poMiUle  (he  mi^afme 
aiiachraent  for  rapid  lire. 

Soon  after  the  old  spherical  lead  ball  was  changed  to  the  cylindro- 
conical  form  a  rcdtiction  in  caliber  began,  and  continued  until  a  point 
Wits  reached  where  the  soft  metal  wuuld  no  longer  lake  tlie  grooves  in 
the  barrel  without  stripping.  This  limit  wa-s  founti  at  about  ii  nun. 
Bc;Iow  that  caliber  no  sufficient  rotarv-  motion  could  be  impartctl  to  the 
time-honored  lead  projectile  which  had  made  most  of  the  wound.s  in 
warfare  for  centuries,  and  therefore  some  hard  metal  had  to  be  adopted. 
Steel  alone  was  too  light;  hence  the  compound  bullet  was  devised^  hav- 
ing a  core  of  hard  lead  to  give  weight  and  a  cupro-nickel  covering  to  in- 
crease its  fimniess  and  make  it  take  the  grooves  of  the  rifle.  With  this 
the  reduction  was  continued  to  8,  7,  6.5,  and  even  5  mm.  Ktit  now  a  new 
clifliculty  aro.se.  The  old  black  powder,  notwithstanding  the  improve- 
ments that  had  been  made  in  its  composition,  left  too  much  resiihie  on 
combustion  forthe.se  minute  bores,  which  became  foul  and  clogged  after 
a  few  shots.  This  temponirv-  check  in  the  progress  of  improvement  con- 
tinued for  several  year:,,  ikiring  which  inter\'al  inventors  and  manufac- 
turers were  bu.sy  with  the  prolileni  of  ailapling  stinie  new  form  of  explo- 
sive agent  to  meet  the  requirements  of  the  small-l>ore  rifle.  Success 
came  at  leu'^h  in  the  production  of  the  now  well-known  gmokeleSS 
powders. 

Of  lhe»e.  there  .ire  three  principal  clfl»«««.  Oti«  Is  oUaiuMl  through  tlie  action  of  nitric 
acid  im  v^etaltle  fLber — ^ihe  irintirucetluloM;  «rrin;  another,  fnmi  the  nctiun  oT  nitric  »s\A 
fin  glycerin — ihe  nilroglyccrin  scries  ;  aitd  a  (bird,  by  nitric  aCid  and  iilicmil — the  basi*  of 
tin-  pirricacid  scries.  The  wvrral  jwiwrrfiil  explosives  thus  obtained  arc  so  combined, 
modified,  and  man ipn Intel  as  to  adapt  them,  in  a  safe  and  practical  form,  to  military  pur- 
priMTK.  Tliey  arr  liicd  by  mraii*  cf  a  (lenussion  fulminnlc.  ai^d  when  burned  uiwler  ctinltnc- 
menl  there  femuins  little  or  no  solid  reudue.  the  rtiult  being  carfxinic  oicid,  carhonir  dioxid, 
nilrc^en  and  hycln>gcn  (!a»o.  and  aqueous  vapor,  which,  on  beint;  let  free  in  ihc  powder- 
chamber  of  the  snuill-ealiher  rifle  with  the  ordinary  charge,  eneri  a  pressure  of  fmm  30.OOO 
to  50,000  poundii  To  ihe  square  inch. 

The  ptBtOla  now  in  ihf  rnililary  servite  of  different  nation*  have  a  caliber  of  from  S  mm. 
to  q.6^  min..  and  a  le.-id  hiiDri  with  hiack  powder,  exceul  in  Trance,  Italy,  Ru^ia.  and 
Switjcerland,  where  a  cnpiMT,  lim-vt,  or  (lerrnan  Mlvcrin^rd  nullcl  and  »niokelc^'<  |a>w<lcr  are 
adopted.  A  new  automatic  repCfltlniT-plstOf  adupiol  tit  the  »mali-calibcr  bullet  hai 
been  }»erfecleit,  .-iml  no  di>nlii  will  In-  Ou-  iiiiliiiiry  pivtol  nf  the  future. 

Artillery  STUns  have  followed  in  the  same  lines  and  with  the  same  rapid  stride*  of 
tm[irovemc»l  if  dnii*'  indicnlcl  for  small  arms.  All  catmons,  friim  (he  lit^htest  mountam- 
field  piece  to  the  ht'aviesi  coast  defender,  includinn  morrar*  arvd  howitien,  are  now  rifled 
breei-h-Kinder?.  All  prtijectiles  except  caniMer  fhol  are  of  the  cylindroconical  form,  and 
arc  provided  with  an  internal  cavity  for  a  bursiinj;  chaTje  of  powder  or  dynamite  when 
deiirnble.  The  tendency  has  been  toward  a  steady  reduction  of  caliber aiHl  the  adoption  of 
high  power  esphisiveji,  wbirh  havi'  reinlied  in  vaiitly  increased  range,  accuracy,  mobihijr, 
rapidity  of  Eire,  and  destructive  effect. 
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EFFECTS  OF  RECENT  CHANGES  IN  nREARMS. 
It  is  important  to  consider  briefly  what  influence  modern  imjirove- 
ment  in  firearms  will  probably  have  in  future  wars  u])on  military 
surycr>-,  the  casualties  of  battle,  and  the  handling  of  wounded  on  the 
field.  The  vastly  increased  efficiency  of  artillery  will  pivc  that  arm  of 
the  service  a  much  more  prominent  part  than  heretofore  in  all  militar>' 
operations.  The  hght  field -batteries,  especially  with  their  improved 
projectiles  and  breech -loading  mechanism,  their  increased  range,  rapid 
lire,  mobility  in  action,  and  precision,  will  be  of  greater  assistance  to 
the  infantrj'  in  future.  Modern  field-  and  siege-guns  have  a  maximum 
range  of  8000  and  10.000  meters,  ni-sixctivcly.  The  iron  and  slccl 
shells  can  be  exploded  with  accuracy  again.st  the  enemy's  material  or 


Shell.  Shrai>Q«1.  OrlMrr, 

Fl(i.  44U.  — UbciL  Willi  j,^  nu'li  bteeLh-Tuiiili'n^  rifleil  fterLd-tutlcrir%. 

advancing  columns  up  to  6000  meters.  Shrapnel  has  been  greatly  im- 
proved, and  is  now  largely  used  with  the  field-guns.  Recent  experi- 
ments at  target  practice  have  sho\vn  that  it  will  be  very*  effective  at  from 
1000  to  4000  meters,  and  with  the  new  3.3  inch  gun  it  can  be  delivered 
in  emergencies  at  the  rate  o{  ten  shots  per  minute.  It  is  a  carefully 
adjusted,  compound  timc-fiisc  shell,  containing  hard-lead  balls  and 
irregular  disks  of  friable  iron,  and  when  exploded  it  breaks  up  into 
several  hundred  missiles,  which  are  thrown  forward  in  a  cone-shaped 
expansion.  Canister-shot  is  more  simjile  and  frail  in  construction,  going 
to  pieces  by  the  force  of  ejection,  but  similar  in  cfiect  and  verj'dcstructivcat 
short  range.  The  result  of  these  changes  will  be  to  increase  the  number  of 
wounds  made  by  artillcr>*  missiles,  and,  since  these  are  among  the  more 
fatal  injuries,  to  increase  somewhat  the  percentage  of  mortality.  The 
"zone  of  artillery  fire"  will  be  widely  extended,  the  number  of  missiles 
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increased,  and  there  will  be  greater  danger  and  difficulty  in  approaching 
the  field  with  wheeled  transport  and  in  finding  locations  at  convenient 
distanee  for  the  hospitals  and  dressing-places. 

The  new  small-calibLn'  rifle  is  capable  of  causing  a  mortal  wound  at 
4000  meters,  which  is  nearly  double  the  effective  range  of  any  infantry 
arm  heretofore  used. 

Th?  Cha^^tcpOt  rilltr  inflicted  scvrrr  lots  nn  iheOennan  reserves  in  the  bftltle  of  Ht. 
Privai  ai  1500  melen,  and  llir  Russian  irticrves  met  with  a  similar  ecpcricnre  in  front  of 
I'kviia  fn«n  the  I'mbtxly  Mnrliiu  rifle  at  3cxx>  nielrnt;  bul  with  llic  (1*1  Imjectuty  and 
longer  range  of  ihc  rifle  now  in  iiw  such  tossrs  rnay  occur  al  fnr  grratcT  (iisinncc.     Wwloi- 

kci.'  liin-hrr,'  nnd  oldtT-  rnninfmn  ihnl  Tii'tvtti;^'   Itii-ipt  will  sulTcr  more  on  llle  line  of  ^nAi- 


vrr 


VI 


HI 


J 


1     r     t     t    T    1     1 — i- — ,,1— ^ 


Iv     II     M 


TSfV 


flc;  4^11  ^{"cinrifiiltcH)  in  oak  .it  j  d-i-f  Trtim  Hie  muxile  with  a  7.63  f""i   i.tir 

■ble  development  at  goo  to  2(XX>  tuctcnt  Uiu  thote  tying  down  on  the  line  of  decisive 

hKhiing  'It  Spo  I"  y^'Q  meirrs,  and  this  was  the  experience  of  our  troops  at  SaQlia|j;o  and 
Manila.  The  mniirU--vrlcicily  attained  with  the  new  hullcl  i«  6lO  to7Kimeicn;  that  of 
the  old  i&  about  430  niL-ten>.  Was  iniptwi>niecit  lias  reduced  the  curve  of  the  irujrclory  and 
e«lendM  the  poim-hlank  range  or  dungrr  *(>i»ce  from  400  10  nearly  600  meters,  wiih  n  cor- 
re>|»nding  incrmM;  in  llie  strikin|{  cntr);y  jnd  penctraliuii  of  the  tiullet.  The  7  uuii.  M«U!>er 
hiillct  hns  ai  close  mnce  b  <ionicwlint  ;;rraler  pcneinilion  ihfln  that  of  the  United  Sintrs  7.6a 
mm.  nlle,  hut  al  llie  o^ual  tii-hting  dittance  t)ii»  atU-aiitiigc  diNi|i)>ear^. 

The  small  size,  smooth  surface,  sectional  density,  and  great  sta- 
bility of  this  ciipro-nickel  stecl-cascd  missile;  its  direct  course,  clean 

'  Gmnhr/emer  im  Gt/rtkt,  LJann»tadt. 

'  Utreriufk.  abf^r  d.  Wirk.  d.  iiamiftitenoaffen,  Aarau,  iBg;. 
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perforation,  narrow  tracks,  and  rare  lodgement  or  deformity  in  the  soft 
parts  or  spongy  boitCi>,  are  new  factors  of  great  moment  in  military 
surgery.  WJiere  the  old  lead  bullet  stopped  and  flattened  out,  or 
split  on  the  surface  of  bone,  glanced  off  and  lodged,  or  made  a  con- 
tour around  resisting  parts,  the  new  one  will  pass  directly  through  in 
a  straight  Une.  This  would  setrm  to  indicate  a  greater  mortality  as  the 
immediate  effect  of  injuries,  while  for  those  who  come  under  treat- 
ment a  better  prospect  of  recovery  will  be  presented,  owing  to  fewer 
complications  and  the  more  favorable  character  of  wounds  for  the 
application  of  antiseptic  measures.  About  qo  per  cent,  of  the  wounds 
of  war  will  be  made  by  small-caliber  bullets;  and  as  these  arc  now 
practically  the  same  in  all  armies,  and  adapted  alike  to  the  smalt  arms 
and  machine-guns,  it  is  eviileiit  that  the  character  of  these  injiyics  will 
be  more  constant  and  ilefinile  in  future,  depending  for  their  variation 
mainly  upon  differences  in  distance  and  the  tissues  involved. 

In  view  of  the  superior  range,  accuracy,  and  rapidity  of  fire  attained 
with  the  arms  now  in  use,  it  is  believed  by  many  that  the  percentage 
of  killed  and  wounded,  as  well  as  the  ratio  of  mortality,  will  be  greatly 
increased  in  future  wars.  The  same  results  have  been  predicted  after 
each  imjjrovement  in  the  past;  but  so  far  they  have  not  l>een  realized. 
Experience  has  siiown  that  in  the  great  wars  of  the  l;Lst  two  centuries 
improvements  in  these  weapons  have  not  been  followed  by  any  corre- 
sponding increase  in  the  proportion  of  killed  and  wounded.  On  the 
contrarj-,  so  far  as  can  be  learned  from  statistical  records,  there  appears 
lo  have  been  a  constant  tendency  in  the  opposite  direction.  As  llie 
efficiency  of  weapons  has  increased,  the  percentage  of  wounded  and 
the  ratio  of  mortality  have,  on  ilie  average,  diniinishcil,  as  will  be  seen 
from  Table  III.,  page  g20. 

It  is  true  that  on  future  battle- fi el d.s  with  the  present  armament  a 
greatly  extended  area  will  be  swept  by  a  greater  number  of  destruc- 
tive missiles;  but  this  will  tend  to  increase  the  distance  between  con- 
tending lines,  and  at  long  range  there  are  fe^ver  effective  shots  and  a 
miitli-r  grade  of  injuries.  Troops  will  take  advantage  of  every  natural 
protection  offered  by  the  ground  to  cover  their  advance.  Columns 
will  deploy  earlier  and  thin  out  into  single  line,  advancing  by  "  rushes  " 
and  fighting  concealed,  lying  {Inwn  so  as  lo  present  as  small  a  target 
to  the  enemy  as  possible.  Instead  of  mounted  men,  the  French  have 
substituted  infantry  for  scouting  pur/>oses,  becau.se  "only  well-trained 
infantry-  scouts,  who  profit  by  the  smallest  accidents  of  the  ground. 
can  creep  up  sufficiently  close  to  an  enemy's  position  to  obtain  reliable 
informaiinii  iind  avoid  surprise."'  Tlie  Germans  have  organized  their 
infantiy  attack  :  "  First,  to  take  advantage  of  the  ground  to  the  utmost 
in  bringing  the  men  within  effective  range  of  the  enemy,  in  doing 
which  all  formations  are  jjermissible.  Second,  w  ithin  600  meters  of 
the  enemy  to  draw  all  support-s  and  reserves  into  the  firing  line. 
Within  this  rnnge  only  one  line  is  exposed  to  fire." 

As  to  the-  probable  effect  of  rapid  fire  with  the  magazine-rifles,  it 
may  be  said  that,  except  at  short  range,  it  is  inaccurate  and  wasteful 
of  ammunition,  its  value  dqiending  miiinly  upon  the  moral  effect. 

^  AHtumii  AtuNftntrt,  tS94.     War  Department,  Uiviiion  of  InforrnatioB. 
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Table  IV. 


Caliber  of  bullet,  0.30  inch.     Weight  of  bullet,  220  grs.     Muzzle  velocity,  2000  feet  per 
second.     Muzzle  energy  (— — q),  1964.25  foot-pounds. 


Djtlancc,  yardi. 


100 

200 
300 
400 
500 
600 

900 
1000 
1500 
2000 


End  velocity,  fe«I  per 
second . 


1770.2 

1566.8 

1386.8 

1229.6 

1 103.4 

IOI5.9 

932-7 

897-7 

848.8 

805.0 

627.3 

494.6 


Suikiog  energy,  ri>ai- 

pcuods. 


I   Miiximun  ordinate,  feci. 


1529-2 

0.18 

1 198.0 

0.45 

938.6 

1.20 

737.8 

3-30 

5941 

5- 10 

503-7 

8.40 

442.8 

12.60 

393-3 

16.50 

351-6 

24.00 

3^6.3 

3090 

J  92.0 

100.80 

119.4 

248.70 

Honig  states  that  at  Mars  la  Tour  the  Gennatis  made  but  i  hit  in  452  shots;  and 
Wolozkoi  estimates  the  percentage  of  hits  with  the  new  rifle  at  i  to  400  shots.  The  num- 
ber of  cartridges  carried  by  a  soldier  varies  in  different  nations  from  100  to  150.  In  the 
United  States  and  England  it  is  100,  and  in  France  and  Germany  120.  From  the  above 
estimate,  therefore,  it  would  require,  on  a  general  average,  all  the  ammunition  of  four  sol- 
diers to  wound  one  of  the  enemy. 

While  the  curve  of  the  trajectory  is  quite  low  out  to  600  meters,  it 
rises  rapidly  beyond  that  point,  even  with  the  new  rifle.  At  1000 
meters  the  maximum  ordinate,  or  highest  point  of  the  arch,  is  9J  meters ; 
at  1 500  meters  it  is  above  30  meters,  and  on  a  2000-meter  range  the 
bullet  passes  over  a  curve  76  meters  high.  Accuracy  is  difficult  at 
such  ranges,  even  for  skilled  marksmen,  and  with  the  average  soldier 
in  the  excitement  of  battle  the  chances  of  making  a  hit  at  rapid  fire 
would  be  reduced  to  mere  accident,  not  to  mention  the  rapid  expendi- 
ture of  cartridges  and  the  difficulty  of  getting  a  new  supply.  There 
is  little  doubt  that  the  advantages  to  be  gained  by  facilitating  rapid 
fire  have  been  overestimated,  and  that  the  use  of  long  ranges  will 
neutralize  much  that  has  been  acquired  in  precision.  The  magazine 
reserve  cartridges  are  very  effective  in  emergencies  at  close  quarters; 
and  while  opportunities  for  such  practice  may  be  less  frequent  under 
the  new  conditions,  when  they  do  occur  the  number  of  killed  and 
wounded  with  the  magazine-rifle  will  certainly  exceed  that  of  any 
former  weapon. 

In  discussing  the  probable  effect  to  be  expected  from  recent  im- 
provements in  military  weapons  upon  the  percentage  of  wounded  and 
the  ratio  of  mortality,  von  Coler  concludes  that  "  Neither  past  experi- 
ence nor  theoretical  considerations  afford  any  sufficient  basis  for  the 
supposition  that  the  total  los.ses  in  a  future  war  will  exceed  former 
percentages  so  very  much,  as  most  military  surgeons  now  seem  to 
believe.  The  ratio  of  killed  to  wounded  on  future  battle-fields  will 
depend  upon  the  distance  at  which  the  principal  fighting  takes  place. 
Up  to  600  meters  the  number  of  killed  will  fall  very  little  short  of  the 
number  wounded,  while  beyond  looo  meters  the  latter  will  greatly 
exceed  the  former." 
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The  casualties  of  battle  are  influencetl  by  prevailing  circumstances,          ^^| 
such  as  the  nature  of  tlie  fjrounil — whether  fitvorahle  for  slieltcr  or           ^^H 
open  ;  the  character  of  the  operations — -whether  oflfensive  or  defensive,           ^^| 
field  or  siege;  the  number  of  troops  engaged  and  the  tactical  skill          ^^| 
witli  which  tliey  are  maneuvered ;  the  duration  of  the  engagement ;          ^^| 
the  distance  between  conieiiding  lines;  Uie  slate  of  discipline  among          ^^| 
ihu  men  ;  ilefeat  or  victory-;  f;icilitics  fnr  handling  the  wounded  on  the           ^^| 
field,  and  the  provisions  available  for  their  care  and  trcalmetit.                           ^^H 

GUNSHOT  WOUNDS.                                                              ■ 

Gunshot  wounds    presented   to   the   -surgeon  in   civil   practice  are            ^^1 
usually  made  by  pistols,  shotguns,  and  other  domestic  firearms  of  a           ^^| 
light  vulneratiiig  capacity  as  compared  with  the  powerful  weapons  now           ^^H 
used  in  warfare.     VVtth  the  present  armament  wounds  will  be  made  by          ^^| 
the  small-caUbcr  bullet  and  by  the  shells  and  canister  of  artiller>*.          ^^| 
The  army  pistol,  saber,  and  bayonet  now  in  u;>e  have  become  ob:)olctc          ^^| 
as  offensive  weapons,  but  a  few  wounds  may  still  be  expected  to  result          ^^| 
from  them  in  quarrels  and  in  the  enforcement  of  ttiscipline  among  the           ^^H 
soldiers  themselves.                                                                                                        ^^| 

The  proportion  of  wounds  by  different  arms  in  some  of  the          ^^| 
later  wars  is  recorded  as  follows  :                                                                         ^^^ 

VtmX. 

Small  mrm\ 

Anl'hry 
(jm  ecnl  \. 

Stilc-arm*                 ^^^H 
(per  cent.}.                  ^^^1 

Chinn  and  Japftn  ('lliird  Division.  Second  Aimy  Corps)'  . 

90- 
90.4 

9a8 

9- 
8. 
7.6 

ii     1 

In  estimating  the  proportions  of  gunshot  injuries  that  will  be  made           ^^| 
by  the  new  bullet  ami  by  artillerj-  missiles  in  future  battles,  it  may  be            ^^H 
approximately  correct  to  allow  90  per  cent,  to  the  one  and    10  jier            ^^^k 
cent  to  the  other.     Attacking  parties  against   defensive  works  and           ^^| 
those  engaged  in  siege  operations  will  receive  a  greater  number  of           ^^| 
artillery  wounds.     At  the  storming  of  Paris  the  Germans  lost  36  per           ^^H 
cent,  from  artillery  lire  (Rawitz).     On  the  other  hand,  in  the  open  field,           ^^H 
at  'tIosc  ranj,'e.  along  the  line  of  decisive  action,  nearly  all  wounds  will           ^^^ 
be  made  with  the  sHKiU-tMlihcr  luilUn.                                                                        ^^H 

The  re^onal  distribution  of  gunshot   wounds  over  the           ^^| 
body,  found   by  experience  in   past  wars,  is  of  great  interest  to  the            ^^^k 
militar>'  surgeon,  since  it  furnishes  definite  information  regarding  the           ^^^k 
percentage  of  each  class  and  kind  of  injuries,  slight  or  scvxrc,  inchid-           ^^^ 
ing  fractures  of  the  long  bones,  penetrations  of  the  chest,  abdomen.           ^^| 
etc.,  wliich  will  occur  in  any  given  number  of  wounded,  and  thus           ^^^ 
enable  him  intelligently  ti>  provide  bt^'orc-hand   means  and  material  for            ^^H 
his  work  upon  the  field.     The  recor<ls  of  modern  wars  show  that  this            ^^H 
regional  distnhulioii  of  wounds  is  remarkably  constant,  notunthstand-            ^^H 
ing  many  conditions  and  circumstances  which  must  tend  to  influence            ^^^k 

*■  KagAi  Erfafar.  aus  japBn-i:liiii.  Kri^.,  /.OHgtnittk' t  Ar.kh'^  Ibl.  55,  H.  2,  Vt^T-                       ^^^^ 
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it  m  the  varied  posiliuiis  of  a  soldier  under  fire,  the  presence  or  absent 
of  protection  afforded  by  breastworks  and  oiher  objctts.     The  rcLi" 
lively  large  number  of  wounds  in  the  hands  and  u)^per  extremities  in 
proportion  to  area  of  surface  has  always  been  obser\'ed,  and  seems 
result  from  a  greater  exposure  of  those  jMrts  in  the  act  of  firing. 

Table  V. — Distribntim,  Scat,  Character,  and  Results  of  ^^5,790  Hi 
injuries  as  they  Oaurred  m  the  War  of  the  Hehellion  {fS6i-iS6j). 


SwI  ami  duuBOc*  v(  Itiitty- 


FIckh  iRHiiids  (if  tnUp 

Injmlct  of  cninlam , 

FlEth  wohikU  of  tux 

If^urtc*  u(  hcia\  bati^ , 

Firth  vounilt  of  neck 

In>iiiici  fif  ipinc   ,    .  .    ,    .    .    , 

KIrih  wouiidi  of  Ihoocic  tiwtcttt .    .   . 

Injurin  d(  tils  .       . 

)*ert:tratin|>  woundi  ti  cbcsl     ,    .    .    .    , 
Flnh  T'lUiidft  ^ritfduliilii^  pariclcs  .    . 
fCiieiriilinK  wuuadi  □(  nfailamcn     .  .   , 
Injiiilct  (it  p<lvi»  .   .....       .    .   .   . 

Flciti  wiiiiwlt  ufmiiiii urinary  uipiiw  . 

Flenib  wiiund*  of  liack     . 

Flcili  wuuiicit  iif  ujipri  «airr>niiin     , 

Uric^  nf  tlnvlUv  and  (CApulx  .    .   .    , 

uriet  of  boun  of  •houldtrr-Joltil     .   . 

uTio  of  thafi  af  liamcni* 

uiin  of  boiicF  of  cltiow-)alal  .    .   .   , 
[n  uiies  nf  nuUiH  and  uln*    ...... 

Ill  iKick  of  tHine*  uf  wri%l 

I  Ti  uric*  of  bo  na  of  luuld . 

Ftob  woumb  of  toaicr  ciiieMilin     .   , 
lajurics  of  l><in«t  of  hlf-jutni  ,  .  .   .  , 

Injurie*  q(  (haft  tf  (cmtir 

]itjiin«  r>r  boiM*  of  knee-joliic     .   .    .   , 

Injiitin  uf  liliUan-d  GUiU 

li^uries  uf  buucsof  ftnklc-joliu  ,  ,    ,    . 

llQUrio  «f  bD«M3  u(  Ibol     ....... 


ABBTtgHte 


Toial  number 
of  tJia. 


**i.n° 


3.1M 


*T.ni 


*6.«>) 


P«  cent-  of 

frequency. 


Rnuli*  ■■  cua  mder  tfiiriM, 


<.S73      ».*t6 


I 

MM3I      Boa 


35M    atv^sB 


K.1S      7J.M5 


wtjgfa 


SJM 


it.in 


3'.fl*» 


»*¥> 


•MS 


us 


i»#*      «>* 


41. 


•-S 


nJt 


1  a? 


The  perccntiig«  of  coituthlek,  ns  well  tt  th«  ratio  of  moRslhr  «mI  ibe  reUtktn  at  di^ 
lo  nrven  injuries,  lias  varied  vcr)  much  in  post  wanu     The  killed  bare  raaged  from  ■boot 
]   ill  3  10  I  in  5  :  thf  pmpnrtinn  of  severe  wound*  from  nneqiuiner  tn  one-liBlf  ;  ami  the 
^ight  <rcnmd<  rnqn  Mie-balf  to  Uiiee- quarters  wliile  tbt:  oul  lo»«e^  in  killed  and  wuuni 
have  been  ftnm  15  per  ceni.  or  W*  to  jj  per  renl.  nf  llie  comhatniir  stn-itglli.      With 
iinrH'iil  amiaineiM   and    ihuruii^h   oiftanimlion   now  common  lo  all   crenr  araiie*.  and 
battles  between  civilized  foe;'  are  fniij^lit  with   itNirr  H>-»tnn  and  Hittiplinr  and  a)  Kreatrr 
range,  llie>c  pnij>i>rti<>n*  will  no  diititM  l>e  mure  definite  aud  uuiform,  whether  mute  fatuCr— 
able  or  not.     At  Samiac'*  ''>'  lnt«  from  killed  and  wounded  waa  o[*}iruxiiDately  lo  pcJ 
cent.,  wiih  about  l  killtrd  to  5  wounded.  ^ 

There  seems  to  be  a  genera!  disposition  on  the  part  of  authorities 
to  assume  that  20  per  cent,  may  Ix*  taken  as  the  probable  casualties  t( 
be  expected  in  a  severe  battle  wilh  the  new  arms.     On  thi.s  estimati 
to  every  joo  combatants  engaged   there  will   be  an  average  of  f( 
shot-injuries — fatal,  severe,  and  sli^tht.     The  relative  proportion  of 
latter  remains  as  yet  a  matter  of  conjecture,  but  the  general  locitioi 
and  distribution  of  wounds  that  come  into  the  hands  of  the  surgcoi 
will  not  differ  greatly  from  those  shown  in  Table  V'..  though 
ultimate   results   will,  of  course,  be   mure   favorable.     Among  boi 
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injuries,  in  every  100  wounded  2  or  3  compound  fractures  of  the  femur 
may  be  expected;  3  or  4  of  the  leg,  3  or  4  of  thu  a.rm,  1  or  3  of 
the  forearm,  and  I  or  2  each  of  the  knee  and  elbow-joint.  Fisher 
says  that  of  all  shot-injuries,  21  [jcr  cent,  involve  the  bony  structures, 
and  that,  of  these,  13.8  per  cent,  are  fractures  of  the  lony  bones.  There 
will  be  also  i  or  2  perfonttinj;  wounds  of  the  abdomen,  and  3  or  4  of 
the  chest.  The  latter  are  mucli  more  favorable  with  the  new  bullet, 
and  therefore  a  larger  proportion  of  these  wounds  will  come  under 
treatment.  Primary  lesions  to  blood-vessels  durinjf  the  War  of  the 
Rebellion  were  reported  in  but  485  instances,  and  primary  hemorrhage 
in  but  1 10,  with  a  total  of  245,790  shot-injuries  studied  and  tabulated. 
On  theoretical  grounds  it  has  been  as,sumed  that  hemorrhage  would 
be  more  frequent  from  gunshot  wounds  with  the  new  bullet;  but  in 
the  experience  so  far  gained  from  actual  practice  there  is  no  evidence 
to  confinn  this  assunipll(jn. 

Experiments  with  the  New  Rifle.— The  qu«litte>  of  Che  new  uteel-cMccI  bullet  as 

a  wounil-]inKlutint;  roiisile  hav*  been  veiiv  extensively  studied  and  reported  from  vaihiua 
cotiiiiries.  ExpcriinenLs  wen:  made  on  living  aud  dcnd  unituatf,  and  upt<n  ihc  liumAQ 
cadaver  in  two  different  ways:  (i)  by  Rnnj;  from  a  fixed  short  range  with  profujnicinntcljr 
ceOmed  charge*  ;  aiwl  ( 3 )  l>y  lull  clmrge*  at  tiomwl  dUlancc  out  tn  3000  mcu-r*.  'I'lie 
former  mrllmd  hat  bern  pnrun^d  in  mii^  rases  becaw^e  of  the  diniriiily  uf  niakiit^  aciu- 
rate  hiU  at  (he  longer  ranfie*.  Re*u!u  mbtftifie-rt  nia  "fixed  range  with  reduced  charges" 
differ  rery  nulrrinlty  (nmi  those  with  full  clmrji^e  at  nonniil  diKlaiuu-,  1iei'i4;  intire  ravurable, 
e*}^et:>nliy  lu  injuries  of  (he  Ixiny  Mnictuic.  Ilcnir  it  n-a«  nnnoimcttl  by  piaii*  that  wounds 
with  the  new  Muall-calibcr  rifle  were  (ar  Icm  severe  than  tltunc  with  Uie  uld,  ami  that  frum  ,1 
hunumiurJaD  standpoint  it  approaehcd  more  tienrly  the  idi-fll  weapon,  placing  the  grcotcst 
number  \\an  dc  cmnbiit  in  a  given  time  wiih  the  Mnallct  pcrt:«ii(agc  of  mi>rtality  ami  niuii- 
Uting  injuries.  Wtilely  diffcreDt  views  pevatlctl,  huwever.  among  observers  on  the«e 
poinii,  until  in  1894  a  ihomug^b  invealignition  of  ihc  Mibjccl.  on  a  very  «(eiuivc  plan,  was 
undcnnken  by  the  (rerntftn  War  I)ej»riineiU,  under  ihe  direciion  of  von  C'oIct  and  Srhjer- 
ning,  the  results  of  which  are  given  in  iheir  eLaboraie  and  valuable  report.*  Full  charges 
were  used  in  tu:iual  ntnges  frum  50  10  3000  meters,  and  curnnamlive  triaU  miule  witti  Ihe 
old  and  new  bullet*.  Aboul  (he  ume  lime  Dennviihen  publi^hrd  a  »enesof  expetiincnts 
of  a  Minilar  kind  at  Rucbarest.'  1(  was  i^xm  (ciuiid  by  ihe^-  ubseTvers  thai  woun<l<  nv.-1'Ie 
witli  full  charge*  at  mirmal  di'Uncc  were  nfien  mncli  mi-irc  severe  llian  thowr  with  leduLed 
cliuri^n  previ^iuily  [e[>urtcd.  Skulls  and  buuei  thai  bad  »huwii  clean  pcrfoniltvns  at  500 
and  600  meters  were  shattered  and  splinti-mlnt  twice  that  distance. 

In  Ibc  iDcantiuic,  liuwever,  an  increasing  number  of  cane*  have  hern  collecteil  where 
in  suicides,  accidents,  riots,  and  in  war  nisliiary  sur^eaiis  have  been  able  to  «ee  the  effect* 
of  the  new  bullet  i<n  ihe  living  subject.  ExpericDcc  thus  gained  seerot  la  indicate  that  a 
true  conceptLon  of  the  real  effects  of  ihc  new  bullet  as  they  nppear  in  actual  practice  has 
not  bceti  fully  obtained  from  experiment.  The  civil  war  in  Chile,  the  Brilisli  cwnpaigns 
in  Africa  and  India,  and  a  large  number  nf  eases  puhHshird  since  the  war  with  Spain,  show 
that  wtvnnd*  of  the  living  tisuies  con«liliitc  in  many  respects  n  mildct  tyi>e  of  injury  than 
might  have  b«en  inferred  fioin  the  n^iills  of  expi-riments  on  the  cudavcr.  I'rofetsor  Steven- 
win,  f>f  Netley,  sirf* :  *'  It  i*  wow  apparent  (hat  coiielusions  dtJnn  frum  CKpcrtmenls  made 
oil  dead  aitimaU  ur  v>Kn  ace  not  liume  out  by  what  i«  nbf^crrad  when  living  m«n  are 
woundnl  by  wnall-caliber  projectiles,  li  is  steadily  becoming  more  and  more  evident  that 
the  appalling  destruction  ['iiduccd  in  dead  unimala  and  cadavers  by  small  prnjectileH  is  not 
expetienccd  when  men  are  hit  by  them  under  ordinary  conditions-"'  A  targe  propurtion 
of  Ihe  wound*  *o  far  observed  me  lew  tevcre,  less  compbcated,  more  amenable  10  Ireat- 
ment,  and  less  likely  to  eniail  permaneni  disability  than  ht-relrtfore.  The**  view*  will  be 
fully  ci>niitmed  when  the  ofbcial  records  of  the  Spanish- American  War  cume  lu  be  pnb- 
lisbc^l. 

The  caliber  of  i^reatest  effectiveness  with  the  new  rifle  seems 
to  be  at  about  7  to  S  nun.     A  bullet  within  these  limiLs  appears  to 

>  WirkMttg  t,  JCrifffirkir.  Bedeni.  dtr  tutUH  HandfrmfrtoaffrH,  Berlin,  1894. 
'  EfuiffS  txfi/r.  fttr  Faelwt  titt  J*rty,  imratte  Jifaftmliiher,  X894. 
'  H'i'mW;  II  HV,  p.  35,  1897. 
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combine  the  highest  velocity  and  range  wilh  the  greatest  striking 
energy  and  wounding  surrace  attainable  with  a  muilcratc  charge  of 
powder.  Increase  above  tliis  would  be  made  ai  the  expense  of  veloc- 
it>*,  and  decrease,  at  a  loss  af  striking  cnerg\'  and  stopping  power. 

The  Stability  of  the  bullet  is  an  important  factor  in  the  consid- 
eration of  gunshot  wounds.  Tiie  one  now  generally  adopted  with  a 
cupro-nickfl  sleel  case  never  deforms  in  the  tissues  except  on  striking 
bone,  and  rarely  on  any  but  the  hard  parts  of  bone. 

Viiit  Coicr  snd  ScHjcinint; '  report :  "  In  our  Rxpenmmt^  on  hutnau  and  A&iciAt  bodies 
tlie  uianUcd  t>ullct  wudct<>rnii.>l  only  when  it  liad  In  overctimt-  the  ItM^tIltlce■>f  haidlKinc." 
In  a  toml  of  654  hits  al  50  to  1200  iiifrera  ihcy  rerovcrcd  aaS  tiiillet&,  49  of  winch  were 
lUurc  or  IcM  dclormcfl — 31.5  percent.  The  49  defunued  ini»ilet  were  ainonK  171  of  ihow 
recarrred  which  had  stiitclc  bone,  viz.,  151  human  bones  wilh  57  dcfom it  1^-4^24. 5  per 
cent.,  and  ao  the  bone*  of  horse*,  which  arc  hardtr.  wilh  la  dcfonnilirti — 60  per  cent.  0( 
ihc  37  bdlleO  which  defunitcd  uu  huiiuin  hone,  37  had  struck  compact  part«  of  the  tibia, 
feraiif,  and  humerus,  while  no  Im*  ilian  40  percent,  of  the  whole  number  of  bullel^  which 
perlurated  Ihwc  luinl  bones  CKajjcd  injur>.  Dcfonnilic&of  the  bullet  are  gremeM  and 
moot  frequent  at  the  shortest  ranges,  diminishing  with  incren»iniB  di»lauce  and  becwuiiift 
very  rare  beyond  1200  meters. 

Lodgement,  on  the  contrary,  is  most  frequent  at  the  longer  ranges, 

where  the  velocity  is  diminished. 

Brans  never  obwcved  loc^etueni  of  the  smalt-caliber  bullet  undei  I200  nielera.  In  654 
hits  in  human  aud  animal  tisnies  at  nil  dislaiiceK  up  to  3cxx>  tncter^  von  Colcr  and  Schjcr- 
tiinjf  found  Iod|[emeot  of  the  undflarmfJ  buMct  tn  dirtd  shots  once  at  iGoo  mctera  and  twice 
at  3000  meters  only.  Defunncd  cnilLcls  lodged  j  ttiiic»  whole  and  I2  times  in  part.  From 
indirect  shots,  however,  the  bullet  often  lodged.  Complete  rupiuie  of  the  capsule  and 
cTusliing  of  the  lead  core  occur  ino*lly  at  very  ahott  range,  where  the  nmULninK  energy  is 
often  sufficient  to  carry  nil  the  fragment*  throuKb  and  out  of  the  wound.  Reyond  500 
me(en>  hrukeii  pieces  are  lur^iet  and  rupluic*^  less  I'rcqueiii,  until  al  lOOO  meters  nieie 
Iridcittaliuns  ni   tlu-  priim  kt  bcndictg  of  the  bullet  are  ati  thnt  is  observed. 

Ricochet  shots,  in  which  a  projectile  striking  the  ground,  a  wall, 
or  other  object  rebounds,  and  is  turned  from  its  normal  axial  line  or 
deformed,  will  be  more  frequent  witli  the  new  long-range  rapid-fire 
guns.  The  velocity  of  the  mi.s.sile  being  checked,  lodgement  of  the 
whole  or  broken  pieces  may  occur.  Such  missiles  strike  the  body  in 
any  position — oblique,  transverse,  or  rear- foremost — and  at  any  rale  of 
speed  or  in  any  state  of  deformity,  often  producing  complicated  lacera- 
tions especially  liable  to  infection. 

Among  those  wounded  with  the  7  mm.  Mauser  in  front  of  Santiago, 
a  considerable  number  of  lodged  bullets  were  found.  The  conditions 
there  were  favorable  to  indirect  shots,  the  surface  being  ver>'  uneven, 
rocky,  and  covered  with  a  thick  growth  of  underbrush  and  trees.  Many 
of  the  wounds  were  made  at  long  range,  among  men  far  behind  the 
firing-line.  At  Manila,  on  level  ground,  lodgement  was  rare.  Reported 
cases  sliow  that  the  Mauser  bullet  is  capable  of  perforating  the  body 
in  almost:  any  direction,  antl  with  perfect  cartridges  these  bullets  all 
havu  the  same  penetrating;  energy.  Similar  experience  with  the  I.ee- 
Metford  rifle  is  reported  from  India.'  Lodgement  can  only  result  from 
indirect  shots  or  extended  range  when  no  hard  bone  is  struck. 

Clothing  and  other  foreign  matter  arc  frequently  curried  into 
wounds  by  indirect  and  ricochet  missiles;  but  the  reduced  caliber  and 
polished  surface  of  tiie  bullet  now  in  use  are  qualities  which,  in  its 
integrity,  make  it  seldom  the  vehicle  of  infecting  material, 

'  Lm.  eit.  '  LoHttt,  Oct..  1898. 
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la  the  espcrimeni*  of  von  Colct  ftiid  Sclijeminu.'  Hit*  of  the  cloth  cororing  were  dcm- 
onsirntccl  in  only  13  p«r  teitt.  of  kll  wuuikU  on  ihc  cadaver;  but  Delorme,  Haban,  aiul 
Faulltntfci,  after  tliuTOUijh  iiivc»lignitnn  of  ihi*  (|ur*lir>n,  agree  ihal  on  rlriM-  in.i[>eriii>n 
wound-eanals  nT  the  irniall  tuliltet  IhiIIcI  will  rarely  lie  fouiHl  free  from  aoiiie  Jiiiiiute  imr- 
licleftof  woo[l(^n,  aitloti,  or  linen  liber  carrietl  in  frum  ihc  outcror  inner  clothing. 

Surface-soil  from  certain  localititrs  aJIu-ring  to  ricochet  missiles 
may  in  nire  ciiscs  uiclude  tetaiius-spiirt-s.  While  the  removal  of  for- 
eign bodies  from  shot -injuries  is  hifjhJy  desirable,  it  is  sometimes  dif- 
ficult or  impossible.  Kfibrts  to  accomplish  this  purpose  should  be 
carefully  guarded,  lest  they  do  more  Iiann  than  jjood.  l-odj;ement  of 
the  new  bullet  withiti   1600  mt.-ttT'i  will  He  confined  to  indirect  shots 


Ftu.  44^^  Lodge  men  I  of  the  hutlet  Private  leremlah  Flynn,  Co.  E.  64h  U.  S.  Infdntry, 
wounded  in  left  arm  and  h»dy  nl  Santingo.  July  i,  i8g8  (7  mm.  Mameri,  while  lying  d'lwn  in 
ll>e  act  of  firing.  Uullti  ^hiiticrrd  iif  prr  ^nd  of  uln>i  nnd  lower  end  of  hiimerns,  and,  p>iMing 
out  ni  the  arm.  cnioird  Ifft  side  of  chesT.  councd  downward  and  tuckward.  and  todjfcd  tn  tiie 
lumUir  re^on.    Ankyloitsof  Ihc  elbow-joknt. 

and  to  injuries  of  bard  bone.  When  in  such  cases  there  is  difficulty 
in  its  removal,  it  may  be  safely  left  at  least  to  secondary  operation. 
Neither  the  lodgement  nf  a  bullet  nor  the  presence  of  small  particles 
of  clnthiii{r  in  a  wound  is  neccssiirily  followed  by  infection.  Numer- 
ous instances  are  recorded  in  surgical  literature  where  primar>'  union 
has  followed  injuries  in  which  such  objects  were  buried.  At  Santiajjo 
ami  Manila  there  were  verj'few  suppuralinH  wounds,  and  some  of  these 
might  have  been  prevented  by  more  careful  handlinjj.  Kxperiencc  in 
these  battles  has  shown  that  infection  of  wounds  made  by  the  small- 
caliber  bullet  is  exceptional  and  usually  limited  to  supcrfidal  parts. 
The  heat  of  a  bullet  (>roduced  by  penetration  varies  with  the 
distance  as  well  as  with  the  nature  of  the  substance  through  which  it 

'  t.ot.  cil. 
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extended,  it  falls  to  65*'  C.  and  below  according  to  the  distance  and 
resistance  lo  be  overcome.  Tliere  is  not  sufficienl  heat  produced  either 
by  friclioii  in  the  barrel  or  by  impact  on  aninml  bodies  to  sterilize  the 
bullet  or  injure  the  tissues. 

The  amoant  of  Iicat  prixliictKl  «l  rapid  fire  in  ih*  riflc-baircl  l>y  iht  new  powrfrrt.  Iiow. 
CTcr.  i^  very  cun>iilcralilc.  Tweiily  I'tvc  ruundi  in  64  vCT-nnU*  nusvd  llic  Lcm^iamre  \a  die 
ImitcI  rrom  84°  to  1916°  I-'.; '  nnd  100  shots  lire*!  within  two  and  one-half  tnmutcs  brought 
Ihc  lod  core  of  the  bullet  !■>  the  mcltrng-jiuiiit  (334"  C)-' 

General  Character  of  Wounds  with    the    Small-caliber 

Bullet.— In  additifin  lo  denection  and  licfontiity  of  tlie  bLdlct  ;ibi>ve 
considered,  the  [irincipal  factors  wliich  determine  the  character  of 
wounds  witli  the  new  rifle  are  (l)  the  physical  qualities  of  the  tissue 
involved  and  (2)  the  velocity  of  the  bullet  at  the  inoment  of  impact. 
Velocity  in  this  connection  may  be  considered  equivalent  to  actwc 
emrgy,  which  is  the  real  agent  concerned.  Variations  in  the  tissues 
which  affect  the  action  of  the  bullet  are  for  the  must  part  differences 
in  density,  elasticity,  aiuE  the  amount  of  liqiiitl  present  either  in  cavi- 
ties or  in  saturation.  Velocity  bears  a  definite  and  inverse  relation  to 
distance,  and  its  effects  are  shown  by  gradual  changes  in  the  character 
of  wounds  as  the  distance  is  increased  or  diminished.  While  these 
changes  differ  in  degree  in  different  structures,  and  arc  never  marked 
by  any  wcil-defmed  lines  of  sudden  variation,  it  will  be  cotivenicnt  for 
purposes  of  description  to  divide  tlic  distance  into  three  principal 
ranges — short,  within  500  meters;  mitidle,  from  500  to  1200  meters; 
and  long,  from  1 300  to  2000  meters  and  upward.  The  clean  per- 
forating qualities  of  the  small-caliber  bullet  as  compared  with  the  well- 
known  lacerating  effects  of  the  old  lead  bullet  in  passing  through  the 
region  of  important  structures  was  illustrated  in  the  recent  war  with 
Spain  and  in  South  Africa'  by  many  remarkable  wounds  through  the 
Tjndy  in  various  dircciions,  from  which  the  soldiers  recovered  without 
any  vtrry  serious  cnnseqtit-nces. 

Perforating  ■Wounds.— In  the  s».n  [iarts.  including  muscular  and 
fibrous  structures  generally,  skin,  hIooel-\essels.  nerves,  luiig-lissue. 
and  also  in  the  thin  parts  of  bone,  the  small-caliber  bullet,  in  direct 
shot,  at  alt  ranges  up  to  about  2000  meters,  makes  a  nearly  clean  jser- 
furation  without  lodgement  or  defomiity.  The  openings  of  entrance 
and  exit  are  similar,  and  vary  but  tittle  from  the  diameter  of  the 
bullet,  which  jia-sses  m  a  direct  line  between  these  two  points.  The 
punched-out  appearance  often  described  in  such  wounds  is  well 
marked  in  dead  bodies,  where  no  contraction  or  movement  succeeds 
to  destroy  the  similaritj'^ ;  but  in  living  tissue  it  is  not  so  apparent.  The 
substance  which  occupied  the  bullet's  course  remains  behind,  reduced 
to  pulp  or  fine  particles.  Tiie  tract  widens  a  little  toward  the  middle 
in  long  wounds  through  soft  tissue,  especially  tmder  high  velocity; 
but  allowing  for  muscular  contractions  and  changes  of  position,  its 
walls  are  comparatively  smooth,  with  very  littler  laceration.  The  con- 
ditions arc  favorable  to  healing,  though  also  perha|)s  somewhat  more 
favorable  to  hemorrhage  than  with  the  old  lead  bullet.  Fa.sci.i:  are 
punched ;  tendons  and  aijoneuroses  may  be  punched  or  slit.     Hlood- 

'  Ordnance  report,  1894.  •  Crrnian  report  {loc.  rif.). 

'  t^n<tt,  December  23,  1899,  p.  1751. 
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vessels   and  nerves  are  oflen  only  partially  divided,  more  rarely 
foratcd.  but  never  escape  by  beinfj  pushed  aside.    The  chances  of  com-' 
plication  iVom  injurj'  to  import-int  vessels  and  nerves  are,  however, 
much  diminished  by  the  small  diameter  of  the  new  bullet.  J 

The  wound  of  entrance  through  the  skin  is  usually  round,  uitn 
rather  smooth,  depressed  margins,  and  often  i  or  2  millimeters  smaller 
-^rarely  larger^ — -than  the  caliber  of  the  bullet,  or  wlien  the  surface  u. 
struck  obliquely   it   varies  to  oval   or  elongated  ovoid.     The  narrow 
border   of    brown    discoloration    which,    after    a   time,   often    appears 
around  the  wound-ninryins,  results  from  detachment  of  the  culii  h-  and 
subsequent  congestion  or  drying  of  the  denuded  surface.     The  wound 
of  exit  averages  a  little  larger  than  that  of  entrance;  and  as  there  is 
no  support  against  the  skin  while  it  is  being  pushed  outward,  it  givefl 
way   under   tension.     Thus   these   tviienings  are   more  irregular,  witlp 
ragged,  everted  margins,  sometimes  being  mere  stellate  or  even  linear 
slits,  which  readily  close  and  might  be  difiicult  to  find.     The  diameter 
of  the  openings  of  entrance  and  exit  in  the  skin,  as  well  as  that  in  ihc 
wound-canalf  is  influenced  to  some  extent  by  the  velocity  of  the  bullet, 
being  greater  at  close  range,  and  averaging  a  hltlc  less  as  the  distance 
increases.     The  least  amount  of  lateral  action  of  the  bullet  is  found  in 
perforations  through  healthy  inflated  lung,  where  the  wound-canal 
very  minute  when  there  is  ni>  comphcation  from  fragments  of  a  splii 
tered  rib. 

This  class  of  injuries,  occurring  at  all  distances,  supplemented 
those  in  other  tissues,  especially  in  the  spongy  portions  of  bor 
which  appear  at  tlic  longer  ranges,  constitute  a  large  pcrccnt;»ge 
the  wounds  of  war.  They  are  among  the  most  favorable  for  trca< 
nient  with  which  the  surgeon  has  to  deal,  and  more  so  with  the  r« 
than  with  the  old  bullet.  The  small  o|)eiiings.  which  tend  to  clow 
ofl(.T  protci'liivn  against  infection,  and  under  simple  aseptic  dressinj^ 
they  are  disposed  to  heal  almost  as  readily  as  subcutaneous  injuries 
The  regions  of  greatest  danger  arc  about  the  neck,  axilla,  and  femoral 
ves.scls,  where,  from  hemorrhage  or  wounds  of  the  trachea  and  other 
organs,  serious  cnmpltcatiors  may  arise.  The  clean  ]X"rfor;Uing  quati- 
ties  of  the  small -caliber  as  comp;ircd  with  the  well-known  lacerating 
effects  of  llir  nhl  lead  bullet  in  passing  through  important  structural 
was  illustrated  in  the  recent  war  with  Spain  by  many  rcniark.ilJc 
woumls  through  the  neck  and  body  in  various  directions,  and  fro 
which  the  .soldiers  recovered  without  any  very  serious  conscquenc 

Lacerated  Wounds — Explosive  Effect— Gunshot  wounds  ii? 
the  brain,  the  large  glaiiduhir  organs  of  the  nb<lomen,  the  hollow  viscera 
with  fluid  contents,  ami  in  the  dinjihyses  of  long  hones  are  oflen  coni4 
plicated  by  laleral  anion  of  the  bullet's  energy,  and   present  verj'  dil] 
iVrent  features  from  those  tlescribcd  above.     ()n  firing  througlt  a  skull 
from  which  the  brain  has  been  removed,  clean  perforations  arc  made, 
both  at  the  point  of  entrance  and  of  exit     When  its  normal  contcntil 
are  present,  however,  the  skull,  at  short  range,  will  be  extensively  nipl- 
ured,  the  brain  more    or    less   disorganized,  and  large  pieces  of  the 
cranial  vault  may  even  be  thrown  nut  through   the  lorn  scalp  to  a  dis- 
tance of  several  meters,  as  though  an  explosion  had  occurred  within. 
Such   e?([>eriments  have  often   been   made  upon  the  cadaver. 
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cflTccts  may  be  illustrated  by  firing  into  metal  cans  filled  with  water, 
starch  p^te,  or  other  soft  substancL-  well  saturated  with  liqui<l.  In 
the  empty  vessel  clean  perforations  are  made;  but  when  filled,  the 
sides  arc  rent  with  violence  and  the  contents  scattered  in  all  directions. 

A  hullcl  wllli  ihtr  I'liilcil  Suites  riOc,  caliber  "J.bi  mn),.  wa^  liretl  (mm  n  lillle  hi-ighl 
directly  (lownwnrrf  inio  llir-  c«nicr  nf  an  open  liarrtl  of  60  gdllim*  cApacily,  filled  »ilh 
watci-  The  Mbvc^  wcie  uf  %  \wS\  i>ak,  Wuiid  by  6  iruii  liuupi.  ScvvntI  gatluii!*  uf  wuler 
were  ihrowii  upward  in((i  the  ftir,  2  iff  ihc  inin  hoops  were  niptiircd,  ami  3.  piece  of  Mnve 
15  mrhe*  long  wn»  Urnken  "ul  fc^nn  ibe  middle  tif  Uie  ca»k,  and  i>llicr  iUiiYei  vrt-re  fratt- 
ured,  as  shown  In  the  actmnpan)!!!^  illustration  (Fig.  44S]> 

This  lateral  action  of  the  bullet's  energy  has  been  called '*  explo- 
sive eflcct."  It  is  a  factor  of  the  highest  importance  in  gunshot  inju- 
ries, and  hence  it  has  been  the  subject  of  much  discussion  and  many 


Fic.  415- — EzpliMivFcfTcci  of  a  7  bs  turn  liiiiii-t  [in-fi  from  above  dovmward  intaait  open  iMrrcl 

lillei]  with  wnlcr. 

experiments  since  the  introduction  of  high-power  rifles.  It  would  not 
be  practicable,  or  even  profitable,  to  attempt  in  this  place  a  resume  of 
the  various  theories  that  have  been  proposed  and  the  lon^;  controversy 
that  has  been  carried  on  to  explain  these  remarkable  phenomena.  It 
is  clear,  however,  that  the  so-called  explosive  action  of  the  modem 
rifie-hiillel.  observed  in  certain  tissues  and  under  certain  conditions, 
results  from  lateral  transmission  of  llie  bullet's  energj'  to  parts  imme- 
diately about  the  point  of  impact,  and  through  them  to  other  parts 
beyond.  The  occurrence  of  explosive  cflTect  in  a  wound  dc|K;nd.s  upon 
the  quality  of  the  tissues  for  trausmitttng  the  bullet's  energj'.  In  the 
case  of  resisting  bone  it  takes  place  through  broken  fragments,  which 
are  thrown  with  more  or  less  violence  into  the  surrounding  parts.  In 
liquids  and  in  tissues  saturated  with  them,  it  is  transmitted  from  particle 
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tu  particle  of  the  liquid,  and  exerted  in  all  directions  against  resisting 
boundaries,  as  the  skull,  walls  of  the  hollow  viscera,  and  the  capsules 
of  large  glandular  organs.  The  incomprcssibiliiy  of  wuterj-  fluid  and 
die  free  moliility  of  its  particles  make  it  an  excellent  medium  for  the 
transmission  of  force.  In  soft  wood,  sponge,  or  inflated  lung,  on  the 
contrary,  the  conditions  are  not  favorable  to  the  transmission  of  the 
bullet's  encrg>',  which,  for  lack  of  resistance,  is  expciidci!  in  slight  cnm- 
prcssion  along  the  line  of  penetration.  Similar  conditions  exist  in  fat, 
muscular,  and  fibrous  structures,  and  in  spongy  bones.  In  passing 
through  clastic  bodies  the  bullet  exerts  its  energy  against  the  sides  of 
the  oi>ening.  winch  distend;  but  if  ilic  coefficient  of  elasticity  be  not 
overcome,  they  close  again,  leaving  a  small  defect  at  the  point  r>f 
impact.  Thus,  wounti-ni>enings  in  the  skin  arc  often  smaller  than  the 
caliber  of  the  missile,  especially  in  the  axilla,  behind  the  knee,  and  at 
other  points  where  the  skin  is  most  clastic;  and  when  the  elasiicit}*  is 
overcotnc  under  tension,  they  are  usually  simple  linear  or  radiaiing^  slits. 

The  explosive  action  of  a  bullet  is  in  proportion  to  (i)  its  vclocitj*, 
(3)  striking  energy.  (3)  area  of  impact,  and  (4)  the  resistance  to  be 
overcome.  Hence  it  is  that  the  severity  of  gunshot  injuries  and  the 
deformity  of  the  bullet  are  always  greater  at  the  shorter  ranges,  and 
decrease  gradually  with  the  increased  distance.  There  are  no  sharply 
defined  zones  of  explosive  or  other  effect:  the  change  is  gradual,  and 
must  be  studied  separately  for  each  particular  tissue  and  organ,  accord- 
ing lo  its  physical  character.  The  "  explosive  elTcct "  described  by 
authors  is  really  of  two  kinds:  (i)  that  in  which  the  lateral  action 
results  from  energy  transmitted  through  the  medium  of  a  liquid,  cither 
pure  or  in  saturation  with  .s.oft  tissues;  and  {2)  that  which  results  from 
splinters  of  bone  hurled  as  sccondaiy  mis.siics  into  the  surrounding 
parts.  1  he  extreme  degrees  of  explosive  effect  occur  at  short  rangt— 
that  is.  under  high  velocities;  but  under  favorable  conditions,  as  in  h 
brain,  large  glandular  organs,  and  in  the  shafts  of  long  bones,  it  appcan 
in  gradually  diniinisliing  amount  up  to  I0C30  meters.  The  greater  siic 
anil  weit;lu  of  the  old  lead  bullet  and  the  higher  velocity  of  the  ncvr 
one  are  about  in  compensating  relation  for  close  range,  so  that  up  lo 
150  or  200  meters  iliesc  two  missiles  produce  vcr>*  much  the  same 
explosive  effect.  Keyond  this,  the  fiimicr,  with  its  constant  tendency 
to  deformation,  has  a  markedly  greater  lacerating  effect;  while  the 
great  stability,  small  size,  and  swift  motion  of  the  latter  bring  its  |jccu- 
liar  [jenetrating  qualities  into  prominence.  At  500  to  looo  meters  the 
lead  bullet  still  has  a  ver>- damaging  effect  on  bone;  but  it  deforma 
and  often  lo<icies,  while  the  small  one,  even  when  broken,  usually 
passes  through  and  out  of  the  wound,  if  no  intervening  object  has 
been  struck  to  deflect  its  course  or  reduce  its  velocity. 

Hemorfliag'e. — Experiments  on  the  cadaver  afford  very  uncertain 
evidences  as  to  the  probable  amount  of  hemorrhage  to  be  expected 
from  wounds  wilh  the  small-caliber  rifTe  Nevertheless,  experience 
thus  far  obtained  from  recorded  cases  in  living  subjects  tends  to  show 
that  the  old  saying,  "  gunshot  wounds  do  not  bleed,"  has  been  but 
little  affected  by  the  recent  change  in  weapons.  In  past  wars  an  aver- 
age of  about  I  per  cent,  of  those  wounded  in  battle  have  come  ur 
treatment  with  serious  injury  to  blotni-vcssels ;  but.  con-sidering 
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smaller  caliber  and  fewer  complications  from  lodgement  and  deformity 
with  the  new  bullet,  in  future  this  percentage  should  be  reduced.  Par- 
tial division  of  vessels,  however,  where  hemorrhage  is  most  free,  appears 
to  be  no  less  frequent  with  the  new  bullet  than  with  the  old.  I'rimary 
hemorrhage  in  gunshot  wounds  usually  presents  one  of  two  extremes : 
it  is  cither  very  serious  and.  if  not  arrested,  promptly  fata! ;  or  slight 
and  easily  controlled  by  compress  and  bandage,  or  practically  absent. 
Slow,  continuous  hemorrhage  rarely  occurs  except  from  certain  wounds 
in  the  abdomen  and  lungs,  where  the  conditions  for  its  spontaneous 
arrest  are  unfavorable.  When  a  vessel  of  large  .size  is  opened,  fatal 
liemorrhagc  usually  follows  before  any  surgical  aid  is  available;  while 
smaller  ones  generally  close  spontaneously  from  contraction  and  coag- 
ulation which  light  compression  favors.  All  wounds  bleed  more  or 
less  for  a  time  ;  but  primary  hemorrhage  of  a  grave  character  will,  no 
doubt,  continue  to  be  rare  among  those  who  come  under  treatment  on 
the  battle-field.  •"Hemorrhage  as  met  with  in  milttan.' practice  will 
ordinarily  be  secondary,  occasionally  intermediary,  almost  never  pri- 
mary" (Conner). 

In  wounds  from  artillery  missiles  and  in  lacerations  by  fragments 
of  bone  blood-vessels  of  large  size  may  be  torn  and  lie  for  some  time 
in  a  state  of  local  shock  without  immediate  bleeding;  but  delayed  hem- 
orrhage in  such  cases  is  vciy  frequent  Among  1 105  of  the  Japanese 
wounded,  llaga '  found  but  12  cases  of  troublesome  hemorrhage,  all 
of  which  resulted  from  artillery  missiles,  and  in  all  the  hemorrhage 
was  more  or  less  delayed.  Picmorrhage  may  be  temporarily  arrested 
by  fragments  of  bone  or  ruptured  bullet  penetrating  the  walls  of  blood- 
vessels or  the  lung,  and  break  out  when  these  foreign  bodies  arc 
removed  or  displaced  during  transportation  of  the  wounded.  In  some 
rare  instances  the  coats  of  blood- vessels  have  been  contused  by  a  pass- 
ing missile  so  as  to  result  in  necrosis  and  sub.sequent  hemorrhage,  or 
in  aneurysm.  Shock  and  syncope  arc  well-known  causes  of  suppressed 
bleeding.  When  delayed  primar)'  hemorrhage  is  suspected,  a  possible 
injury  to  vessels  must  be  considered  with  reference  to  the  anatomy  of 
the  parts,  the  course  of  the  bullet,  and  the  presence  or  absence  of 
shock.  Secondary  hemorrhage  in  gunshot,  as  in  other  injuries, 
results  from  suppuration,  which  will  rarely  ap]>ear  before  the  woumled 
are  in  the  ho.spitat.  One  great  advantage  from  the  introduction  of  the 
new  bullet  is  that  wounds  made  by  it  are  less  liable  to  infection  and 
suppuration,  with  all  the  consequences  which  follow  such  a  grave  com- 
plication, including  secondary  hemorrhage. 

Shock  after  gunshot  wounds  is  the  .same  as  that  from  other  causes, 
except  that  it  is  more  often  localized  for  a  time  near  the  seat  of  injury. 
Shock  is  most  frequent  after  perforations  of  the  chest  and  abdomen, 
though  it  is  sometimes  entirely  absent  in  these  severe  cases,  while  in 
others  it  may  be  even  the  cause  of  death. 

Bngilnnik  Tr]»<irts  the  case  «f  a  yonnj;  Inborrr  shnl  in  the  riols  nl  Biala  with  an  8  nnn. 
Mannliiliier  ritle.  from  a  flistniii-e  of  75  »t*?iM.  in  which  il  is  ktalcd  (hal  ihc  hullrt  pass*^! 
(rar)«ver<rly  through  (he  itbi]f>ni<;n,  hcKiw  the  umtiilicu*.  The  man  was  foutitl  dt-ad  nc^r  the 
plactr  wh«r«  he  fell.  Pott-mnrlem  showed  no  iniury  to  ihe  intestines  ind  very  lilllc  bentor- 
riia(;e;  hence  it  Wks  coocluilni  that  he  hud  died  from  thotk. 
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Pain  is  rarely  more  than  slight  immediately  after  gunshot  wounds. 
Its  absence  appears  to  result  from  local  shock  and  jiaralysis  of  the 
sens<jry  nerves.  Hut  it  aKva)'s  comes  on  later,  and  is  then  often  ver>' 
severe.  Pain,  like  shock,  is  largely  influenced  by  individual  and 
national  peculiarities,  and  by  the  mental  state  of  depression  or  o 
aration  which  prevails  at  the  time. 

Wounds  of  Special  Regions.— Head. ^Wounds  of  tht 

with  the  iiL-w  rille  arc  iiliistr.iiLil  by  a  hir^e  number  of  reported  sui- 
cides; but  these  aru  of  little  interest  except  to  show  in  the  human 
skull  tile  enormous  explosive  action  of  the  bullet  at  muz/lc-velocit>-. 
Practical  examples  in  warfare  are  numerous,  and  the  effect  of  the  new 
bullet  in  this  region  has  been  studied  on  the  cadaver  b)'  many  experi- 
menters. Flesh  wounds  from  direct  shot  with  the  new  rifle  are  clean 
perforations  at  nil  ranges,  as  in  wounds  of  the  soft  parts  elsewhere; 
but  when  the  bullet  grazes  the  skull  thi:rc  will  be  se^xrc  concussion 
and  often  fracture,  with  extensive  injiir\'  to  the  underlying  structures. 
There  is  no  glancing  off  from  the  bone  at  short  or  middle  range,  and 
hence  the  surface  of  the  skull  may  be  grooved,  with  con.>iiderable  loss 
of  substance  in  one  or  both  tables  without  penetration.  Such  injuries 
are  usually  accompanied  by  fis.sures.  which  may  extend  even  lo  the 
base.  Tile  head  is  perforated  at  all  distances  up  to  almost  ::ooo 
meters,  and  at  short  range  rupture  of  the  skull  in  these  cases  is  exten- 
sive. The  effect  diminishes  gradually  with  increasing  distance.  At 
1600  meters  the  lirst  clean  jserforations  appear  and  then  become  iIk 
rule,  while  splintering  is  the  exception.  Beyond  2000  meters  lodge- 
ment of  the  bullet  may  occur. 

A  titse  it  related  {IJc-nKnn  Tvport,  Av.  titSi  of  a  sotdier  accidentally  wocuMlcd  U  >7(» 
mrlcr^,  wIitc  (hr  K  mm.  bulirt  rntrrtsi  nvrr  (hr  Mt  pariftol  h^nr,  p«>scd  burkwud  Blfl 
uutwsrd.  ami  ludgwl  in  [be  ti};)it  lMt>e  of  lite  ccrebtlluiii,  undrfurm^d.  ■ 

While  perfontiing  m  ounds  of  the  head  rarely  come  under  treatment, 
a  considerable  number  of  lesser  injuries  from  long  range,  and  especially 
from  indirect  shots,  claim  attention.  Among  these  arc  lacerated  fle^ 
wound.*;  with  lodgement  of  the  whole  or  pieces  of  a  deformed  or  ricochet 
bullet,  most  often  in  the  temporal  muscles,  injury  to  the  temporal  artery, 
contusions  and  injuries  of  the  outer  table,  depressed  fracture  of  the 
inner  table  and  penetrations  of  the  cranium,  as  well  as  complications 
from  shock,  hemorrliage,  and  the  presence  of  foreign  btidies  or  infec- 
tion in  the  wnund.  Uncomplicated  flesh  wounds  of  the  head  heal 
readily;  but  where  concussion  persists  for  .some  time,  depressed  fract- 
ure or  some  internal  injury  is  usually  present.  In  penetrating  wounds 
spicula::  of  bone  and  hairs  are  almost  alwaj-s  carrietl  just  within  the 
point  of  entrance.  Lodged  missiles  from  indirect  shot  m.iy  also  be 
found  there;  but  when  they  go  beyond,  their  course  may  change  by 
impingement  on  the  inner  cur\'es  of  the  skull,  or  they  may  lodge  against 
the  opposite  side,  or  rebound  or  settle  to  a  low  level  by  gravit\';  hence 
the  track  is  difficult  to  follow.  Only  the  gentlest  manipulations  are 
admissible  in  attempting  to  locate  or  remove  foreign  bodies  through 
thc-sc  narrow  channels  in  the  brain.  In  many  ca.ses  it  is  well  to  enlarge 
the  entrance  wound  in  the  skull  with  a  trephine  for  the  removal  of 
bone-splinters,  etc..  or  to  elevate  a  depressed  fracture  to  facilitate 
exploration  and  drainage.     A  light,  flexible  probe,  vrith  or  without 


GUNSHOT   WOVNDS,  ^ji^^P  93S 

phone  attachment,  very  thin,  light  forceps,  and  illumination  with  the 
j--rays  may  be  of  service.  The  head  should  be  examined  at  a  corre- 
sponding point  on  the  opposite  side  for  imJicatinn-i  nf  the  htilk-t.  which 


Fig.  446.— Lodscmeni  o[  Mauser  7  min.  bullet  (Ions  r^nsc)  in  the  brain.    Rccoveiy. 

Privalcj.U..  till  NebrnsliJ  Volumtem,  wounded  at  Mariboa.  P.  I,.  MiLrch  -xj.  1809.  \ 
f  iiini.  bulk-l  entered  ihc  ftitvIicaJ  a  cenliitMricra  aliovc  llii;  utbiul  hdgc  and  3  cenlimeirrs  m 
lh«  left  o(  lliL'  median  liiiv.  ito^M^d  ilirL-ctly  liackwarU  and  diiwnwanl,  nnd  lodged  aboiil  on  ihc 
Icntohum.  well  wilhin  ibc  itkull.  Itr  v>:u>  earned  ore  mile  la  a  field  hospital,  and  reached 
Manila  IweUc  liuu.f»  nilei  tliv  injury.  Compile  lo:««  n(  coiiM'ioiisnrss  fni  M-vrrnl  buiiTE; 
gndwtk  reiurn  \n  coikBcioune».  In  la-d  fuur  weeks.  Primary  hcatins  f»f  wound,  kcturntd 
to  qunrlera  June  13,  1899.  cnrrd.  Firsl  few  days  nf  illnj?ss  wi-re  mnrkrd  hy  s*vrrc  paui  in 
head,  nAUsca.  and  vomiiinf;.  Mori-  <ir  le-is  piiin  existed  for  );omc  weelu,  increased  hy  mental 
or  fihy<>icAl  etmion.  Ixil  t^du.^lly  diupprarrd.  Returned  to  San  Francisco  with  liis  re^> 
metit  In  Aii|;usi,  rjuite  well.  kadinj;rapli  taken  .\iigust  aa.  i8qg.  Na  Iiisiory  i^f  paralysis 
other  than  a  slight  weaVne^ii  of  right  arm  and  le][,  nuw  nearly  gone.  Some  confuvon  of 
ideas  and  ^lownct*  of  rxprrnslon  exiMcd  for  a  time,  but  no  cinvuUkons  or  ppilrjdpfotm  Mrir- 
ures  oceurrcd.  Nu  Iui4  of  vmon  of  lefl  eye.  but  «1i);ht  piom.  diplripi.t.  and  phoiouhobia 
wcic  prrsenl.  Senses  uf  smell  and  luslc  more  acute  on  the  riijlvl  tbati  nn  ihc  left  side. 
Reflexes  active;  sphinclen  not  involved.  Entered  tnail  service,  and  went  back  lo  Manila 
on  duty. 

sometimes  may  be  reached  in  this  way  through  a  counter-opening. 
Kver>'  precaution  is  necessary  against  infection,  especially  that  of  the 
membranes. 

In  1 105 'jf  tltr  Japanese  wountted  rtpOrtvd  bj  Hags,*  157  received  bead -injuries.  Of 
lhe<e.  90  nrrr  killc<l  on  the  lirld,  aad  670016  under  IratmenI  wlirrr  mAirm  antUrplif 
mfth.-idi  \t'/rf  f:r>>-rrtft{.  Ain':«nc  (he  rases  lrealf<l.  rf  were  injuries  to  the  brain  and  mem- 
branes and  41  flesh  wo1]^•i^.  Oi  the  former,  19  dinl  and  7  were  invalided  ;  of  the  btler, 
3  died,  3  were  invalided,  ami  36  reiuriH-d  !<■  duty. 

•  Lot.  eii. 
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Face  wounds  with  tlie  new  bullet  are  much  more  favorable  th: 
witli  the  old  deforming,  lacerating  leatl  projectile.  CIc-an  perforations" 
arc  made  everywhere,  with  very  little  splintering  of  bone,  except  in  the 
lower  jaw;  and  even  there  it  is  less  than  heretofore.  I'ace  wounds 
have  two  advantages — the  absence  of  clothing  as  a  source  of  infection, 
and  free  blood-supply  to  favor  rapid  licahng.  Lodgement  in  the  antrum, 
nose,  orbit,  or  elsewhere  may  occur  at  long  range  or  from  indirccg 
shots.  J 

Neck  wounds  are  less  frequent,  but  more  dangerous,  than  those  of^ 
the  face.  Injuries  of  ihe  larynx  and  rings  of  the  trachea  are  liable  to 
complications  from  infection,  pneumonia,  contracting  scar.s,  and  clironic 
fisiul;e.  Tracheotomy  during  the  War  of  the  Reljellion  is  reportetl  in 
14  cases — 8  fatal,  4  discharged,  and  2  returned  to  duty;  Iaryng4)tomy, 
6  cases,  with  5  deaths  and  i  discharge.  In  4895  shot  wounds  of  the 
neck,  49  involved  the  trachea,  37  the  larj-nx,  18  the  phar>'nx,  and  14 
the  esophagus.  Wounds  of  the  nerves  may  cause  temporary  paral)'5is 
of  ihe  upper  extrL-mities ;  but  those  of  the  carotid  vessels  and  spinal 
cord  art-  not  often  brought  to  the  surgeon.  Many  remarkable  cases  in 
which  these  organs  barely  escaped  fatal  injur)'  with  the  new  bullet  ai% 
related  in  recent  reports.  \ 

Chest. — In  chest  wounds  the  new  bullet  is  much  less  dangerous 
than  the  old.  Lodgeujcnt  occurs  only  at  very  long  range  and  from 
indirect  shots.  Fracture  of  the  ribs  is  less  frequent  When  tlic  large 
bronchi  and  blood-vessels  at  the  root  of  the  hings  are  struck  a  fatal 
termination  may  be  ex|>ected;  but  the  vast  majority  of  Umg  wr>unds 
outside  of  thi.';  region  are  clean  perforations,  with  few  complications 
favorable  for  healing. 


3 


Halinrt  Hfiy^  :  "  Tlir  wniinrl-i.'cinal  ii  muKith,  nnil  uituitltv  prrM-nU  no  vJMblr  lumm  ; 
ill  llie  cuursc  uf  dfrflectcd  bullets  lorycr  or  bmiiller  Jiliilikc  opriiiit|is  aiid  ^(Icring 
apprnr,  wiili  frrr  liernorTlmgc  itHii  ihr  ["Ictinl  »c — Uie  ii>iib1  srfompanimml  of  Innf 
wounds. "  •  At  Suiiliagu,  Colonel  ^ccin  was  »urj)ri»«l  •■  tlic  inimlifr«f  lung  wuund*  hronuhl 
lo  lhp.ha<^]iiC(i1.  lie  sayx:  "  Unlrv  lirniorrha&c  wot  scvrrr,  Uir  %yin|)(utn«  wrrr  niilil.soine 
of  llie  paltcut*  hfirm  confined  I"  brd  only  a  Jcwdsyt."  Caws  w«i-  treated  with  umplc 
external  wimml-drcssiitgK     Hcniulhonix  «a&  relieved  by  Ixjjping. 


A 


The  percentage  of  perforating  chest  wounds  has  been  increased 
the  new  bullet;  but  the  mortality  from  these  injuries,  both  on  the  field 
and  under  treatment,  has  been  much  reduced. 

In  n  scrieRnf  22  pcrfomliriK  wniirds  nf  itir  cliest  re]>oi1ed  liv  von  Col er  and  Schjeniii.^ 
thcie  were  Imt  S  denlli»,  J  of  wliidi  were  suit  ides,  and  thf  olhi-f  I  rrtultrd  fiom  tniury  I 
ihe  fuliclAvinn  artery.      The  14  recoveries  indudcd  also  no  lt*s  timn  8  ca.K»  of  svlf-infliclt 
wntiiidN  with  i>(irrii1nl  inttnt.      J'hesvniirtomsobserrcd  amon^  ihose  wlm  rrrovrrcd  invliuled 
sudden  collaiiM.'  u(  ihc  luii^  mid  rasn  nf  air  into  the  |>leunil  cnvit^  lliiougli  the  wiiuml,  and, 
when  vetifU  of  couMdcmbU-  we  Had  been  ininrwl,  hcmopTieuinolharaK  followed.    Kxlrm*! 
bleeding  occurrnk  in  some  ca*i?s  when  the  wound  rtrmained  o|ten  ;  in  others  a  raUe-IiLc 
closure  wn*oh*erveil  from  Hltding  uf  llir  supetficial  tiMues,  and  the  pleural  sac  filled  wilk 
bliKMl.     Tlie  anatuinical  poMtioii  of  wound- openings  was  ihe  only  dricrmining  indicAlioD 
at  to  whi-llii-r  blciflin)!  inmr  from  ihi'  Iiinf>  or  from  the  i  hest  wait.      Ilrniopiysis  OL-r-urrf^ 
in  %  of  ttie  cases  and  twice  \\  wa«  of  a  lic;ht-red,  frothy  chxracler.     .^uSrulaneous  einpbil 
liririA  nppcarrd  bit!  twice  in  ihr  22  cn<H-^,  nml  rinpynnn  once.      Tlie  wt>undJi  renuiifted  g^n^ 
crallr  a»p[)lic,  and  rfcofiTie*  fidlowrii  in  Iwo  ti*  three  wccUn.      LleDlh*  were  doe  ti»  injuriet 
of  Uic  tieArt,  large  bronchi,  and  vev^eU  at  the  root  of  the  lung.      Heart  wvttHtft  were  o(  ai 
etteni.  from  clean  perforaiiont  10  complete  rupture,  according  to  diaUoce  and  the  UDOunti 
btooil  present  al  Lhe  moment  of  penetration. 


»  BeAamf/urg  der  SfktitsHtintleH  im  FeUe,  Wien,  1894. 
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Complications  from  bonc-splintcrs  and  bits  of  clothing  are  infrequent 
in  wounds  by  direct  shot,  but  they  often  occur  with  the  entrance  of 
deformed  or  ricochet  bullets,  uljicli  may  llH:niselvcs  lodge  |[i  the  chest. 
The  greatest  auiount  of  splintering  is  produced  at  the  wound  of  exit, 
where,  fortunately,  the  fraj^nients  are  cjirried  outward  aw.iy  from  the 
lung.  The  minute  opcninj^s  in  the  soft  parts  may  have  to  be  enlarged 
to  reach  loose  splinters  of  bone  or  bleeding  vessels,  and  to  prevent 
occlusion,  which,  if  maintained,  frequently  results  in  disastrous  conse- 
quences. The  diagnosis  of  penetration  will  rarely  present  any  diffi- 
culty in  wounds  with  the  new  bullet.  Its  course  will  be  direct  without 
lodgement,  except  at  the  extreme  ranges  or  where  its  velocity  has  been 
spent  upon  some  intervening  object. 

Abdomen. — Gunshot  wounds  of  the  abdominal  viscera,  arc  among 
the  most  fatal  injuries  that  occur  in  warfare.  The  records  of  past  wars 
show  that  in  every  too  wounded  who  came  under  treatment,  an  average 
of  about  3  or  4  were  hit  in  the  alidonien.  and  of  these  about  i  or  2 
had  perforating  wountls.  Kxpenence  with  the  new  bullet  seems  to 
indicate  thai  the  morlalily  from  these  wounds  will  be  but  little  less  in 
the  future  than  it  has  been  jn  the  past.  It  perforates  the  abdomen,  by 
direct  shot,  in  a  straight  line  at  all  but  the  extreme  ranges.  The  course 
of  the  bullet  indicates  what  structures  are  probably  involved.  In  a 
small  percentage  of  cases,  however,  the  intestinal  viscera  escajx:  injury. 
Several  instances  arc  recorded  in  which  the  small-caliber  bullet  has 
passed  through  the  abdominal  cavity,  even  in  a  transverse  direction, 
below  the  umbilicus,  without  apparent  injur}'  to  internal  organs. 

A  ai>e  is  rcliiCrd  liy  Hngn.'  in  ihr  war  bclwecn  Cliin»  nnd  Japan,  in  which  Ibc  hullel 
entcfwl  clcfsc  lo  ihc  unibilicui  and  came  ou(  at  ■  cortc*ponciing  k-vcl  by  the  side  of  the  spine, 
aixl  the  tuldier  Rpeedily  recovered  wittioul  any  unraruTatjIe  Fymptoins. 

Visceral  injuries  are  greater  at  short  than  at  long  range;  but  the 
effect  of  changes  in  di.stance  is  here  less  sharply  marked  than  in  other 
regions.  Laceration  from  explosive  effect  in  the  large  glandular  organs, 
enormous  at  short  ratige.  still  appears  at  8oo  to  lOOO  meters;  and 
clean  iierforatioiisin  the  liver,  spleen,  and  kidneys  can  liardly  be  saitl  to 
occur  at  any  range.  The  average  size  of  the  o|>enings  diminishes,  but 
even  at  2000  meters  they  are  much  larger  than  the  diameter  of  the 
bullet,  and  the  wound-canals  are  rough  and  fissures  extend  outward 
into  the  gland  structure.  Portions  of  disorganized  liver  and  spleen 
substance  may  often  be  found  lying  among  the  coils  of  intestine  after 
wounds  at  600  to  800  meters.  Perforation  wounds  in  the  stomach, 
bladder,  and  intestines  present  characters  very  much  alike.  There  is 
no  marked  explosive  eflect.  but  the  size  of  wound  is  influenced  by  the 
amount  of  fluid  contents  present.  The  stomach  and  bhukler  when 
filled  with  fluid  are  extensively  torn  on  perforation  at  short  and  less  .so 
at  the  middle  ranges.  Wound-openings  var>'  extremely  In  size,  shape, 
and  position,  according  to  the  course  of  the  bullet,  whether  transverse, 
oblique,  or  longitudinal  to  the  direction  of  the  intestinal  coils;  whether 
passing  through  the  center  or  only  grazing  the  surface.  An  intestine 
perforated  at  right  angles  will  show  a  round  opening  with  cnmjiara- 
tivcly  smooth  margins;  while  if  the  bullet  passes  nearly  in  the  direc- 

»   /-*-.  CI/. 
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tion  of  its  long  axis,  the  oiienings  will  appear  oval,  elongated,  stclbtc. 
or  torn.  The  size  varies  from  8  lo  50  mm.,  or  even  much  larger  in 
diamotcr.  The  openings  of  entrance  avt-rage  a  IJttk-  less  than  those  of, 
exit,  and  neither  are  much  inHuenced  by  distance  under  1000  melei 
Beyond  1 200  meters  clean  pt;rforations  begin  to  be  the  rule.  Tl 
number  of  perforations  by  a  single  shot  varies  from  I  to  12  or  moi 
and  averages  about  3. 

'I'he  relative  freuuMKy  witli  winch  the  Uiffirrvtit  abdoniinal  mpin-i  are  Mnick  wa^  nute 
by  von  CViIfr  and  Scnjerniiig  in  (Jo  prrfornting  *hrtl«  nn  livi*  aDimiil*  and  carfnvcr*  *i>  biltowt  - 
inlrdint*.  39  ;  liver.  24  ;  ilomuili.  If}  \  splt^ii.  5  ;  kiiliieyt,  3  ;  u»>l  blmlder.  I.  InlrMiiul 
uunleiil-s  i?SL-a|inl  iititt  ih*"  |M-nli>nirum  in  20  |>rr  ccni.  »if  nil  inic»tina1  irnnnd>.  In  7  cum 
llie  tnucoiit  [nenibniD«  prolmiled  ul  Uie  niai|fiii,  aiiil  ujiiictiine^  >eciiird  to  <Nxluilr  ibc 
i)]i<;ning.  I»  <it>lii|ur  |KTfi>mli>ins  Inleial  (liK|ilncnnciil  »(  lh«  tnticous  and  ^rrout  niatt 
K»in«liinrs  Itndcd  lo  Totm  »  valvc-lrlcc  closuic  of  ihe  dcf«l.  At  the  wwind  of  entnacc 
the  mucuuK  mcitibrniiv  wax  (itMircil  fitr  mhiic  dif^Uncc,  and  MHOCtimes  Btnp|>r<l  ofl'  fmn 
oihrr  cnnis  for  3  i>r  4  cm   amund  the  iiiarEins. 

The  direct  course  i>f  the  new  bullet  siiniilifies  the  iliajjnosis  i>f 
foration,  which  is  more  difficult  in  wounds  made  by  pisiol-slioc  or 


t 


Flti.  447.'— TjrpM  of  gtin*hol  hnclure  in  lh«  long  bones. 

indirect  and  deformed  projectiles.     The  great  mortality  after  gunsi 
wounds  of  the  abdomen  is  due  to  septic  |>eritoniti.s  and  hemorrhager 
The    latter   is    found    most    frequently    in    the    mesenteric   veins   and 
arteries. 

Any  successful  operative  interference  is  often  impracticable  in 
of  war.     Four  laparotomies  for  gunshot  wounds  of  the  abdomen 
Santiago  were  all  unsuccessful.     At  ManiU,  however,  two  o|X!raiioi 
were  performed,  viith   rectjvery  in  both   cases.     Colonel   Senn  s,iw 
number  of  men  with  perforating  wounds  of  the  abdomen  at  a  division 
hospital  in  Cuba,  who  were  in  a  fair  way  lo  recover)'  without  operation.' 

Bones  and  Joints. — The  severity  of  injuries  in  these  parts  varies 
greatly  with  the  location  of  the  wound,  the  densit>'  of  the  bone,  and 
the  velocity  and  size  of  the  missile.  When  the  small-caliber  bullet 
ixisst-s  through  xpon^y  bimc  the  soft  cancellated  structure  yields  lo 
pressure,  and  dues  not  tninsmit  the  striking  cnei^y  in  a  lateral  direc-^ 

*ywn«  Am.  AM.  An&e.,  No*.,  1S9S. 
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tion  to  produce  much  explosive  effect ;  but  in  hard  bones — the  malar, 
.submaxillar)',  petrous  portion  of  the  temporal,  olecranon  process  of 
iJic  ulna,  and  especially  in  the  diaphyses  of  the  long  bones — the  action 
is  far  more  destructive.  At  short  ranjje  the  bone  is  broken  ijilo  many 
fragments  and  fisstircil  for  some  distiincf,  amountiiit;  in  cxtt-nt  on  an 
aver.ij^e  of  from  lo  to  12  cm.  in  the  shafts  of  the  tibia  and  femur  tn  X 
or  9  cin.  in  the  hmneiiis.  The  bone-splinters  are  comparatively  small 
and  numerous,  and  many  are  torn  from  their  periosteal  and  muscular 
attachments,  or  even  thrown  out  through  the  large  irregular  wound  of 
exit.  From  the  .surface  to  the  bone  a  clean  perforation  is  made  in  tlie 
soft  part.s,  but  bcyMui  llie  fracture  there  is  ;ui  area,  more  or  less  exten- 
sive, in  wliich  the  tis.siies  are  lacerated  by  flying  splinters  of  bone,  and 
fine  binie-sand  is  found  everywhere  niinyled  with  the  shreds  of  muscle, 
fascia,  and  injured  nerves  and  vessels. 


With  incrca<^ine  ilixUnce  the  *everity  of  the  woutiO  gnitlimlly  diiiiiniiJiev  ;  llir  |>iccea  of 
bone  are  rountl  to  bo  1itr^«r.  lens  niinicnHis  an'l  imirr  ailhcniit  tti  ihc  tnusclcs  and  pcriaH* 
tmn.  Utici  of  fmcturi:  whkli  k(  tiT?t  were  irrij^iilaT  and  without  definite  »y«t«ii,  now 
begin  inaisiimc  ihL'ivjiical  funnspKintctl  oui  by  Ifunihaupl 
una  t>clf>nm',  Riitlialiii(j  from  liif  ]w>iiil  <if  jirrn-irathJU 
olili(|U«1]r  upnuTil  anil  dowrtwartl  uii  virbtT  ^\Av  nt  uii 
An{;le  rA  from  20<le(trrr-t  (o  35  <ltgTfes  inwaH  ilic  [wrijih 
ery  uf  the  nliuft,  Uiit;  fuur  |iiui(;i|jnl  lines  uf  fi»^uIe  ap 
pear,  anri  when  tin-  bniic  U  Mrm-k  iti  the  rr-nirr  nf  iK 
tratD-vcrNC  (luincter  (h«v  ate  often  very  syinmi-lrical.  Thi'CV. 
two,  or  only  unc  ul  ihcsp  pnnci|)nl  ^i^5urc^imay  bcprcM-iit, 
according  as  lUe  ithot  fnlli  more  «r  le!«  011  eitlier  *i(le  of 
the  asi^  <>f  tile  &tuift.  In  latLTaL  and  imiKeniial  ftlicil»  llir 
bone  mrt]f  l>t  brokon  by  one  oblique  line  upward  or  tlnwii 
W&rd  lu  the  ^pplJ^ilc  niile,  ur  a  piere  may  be  split  oH 
thrdU(;)i  two  siieh  lines  on  the  fame  *\Ac.  Illutninnlion 
witli  the  .1  rays  has  now  become  a  valuable  and  indiipcii 
aahle  aid  in  clu-  examination  of  frartum)  twines,  and  a 
ctiQipletc  j:-ray  apptiratii*  «huu]d  form  pari  of  the  e([uip- 
menl  in  ivctt.-  fii-ltl  hospilnl. 

At  300  lo  500  mcler<i  the  bone  reoiitin;  adherent  lo 
ihc  ]M'ni»leMrii  [nw.-itd  l)ir  wtiutiid  of  (.-ulmncL-,  loose 
pieces  are  few,  (li^plnccmcuC  i»  less,  (he  area  of  laceration 
and  debris  I'cyouiL  the  Imttnre  \t  much  reduced,  and  the 
exit  wound  is  "imaller,  not  excecrtiriK  3  or  %  era.  At  looo 
meters  ihe  broken  bune,  except  very  !^mall  fniKmen1», 
rcHiflins  in  place,  and  thofieriosieiiiii  is  not  often  ttipiureil 
over  the  line«  uf  linture,  which  are  tioi  much  reduced  in 
h-M^lh.  At  1600  mcicr^  ttif  bullet  rnay  Icwlyc  in  the  lirmr, 
but  not  »•  K  role,  'lypital  jJerronition*  in  the  diaphyse» 
are  not  to  be  expeclctl  at  any  raiiKe-  I'ig.  44^  showit  ilie 
nmouiil  of  »plinlerin|;  and  dtspluccmenl  of  frainncnts  in 
Iwii  shot  fmiluie'i  IhnHi^'h  (he  libia  iittd  fihuln  mndr  al 
short  ratiQi?  on  a  freshly  amputated  limb  with  the  V-  S. 
7.6a  men.  rifle.  The  dif^iiaccmcnlK  bete  are  very  limited, 
and  even  ihesc  were  no  doubt  inrre-iscd  from  subsequent 
tnanipul.^lion'  by  the  jihatoKraplier  and  iithcrs. 

Sonictime.s  the  periosteal  niembnitie  ri?mains  unnrpt- 
urcd  over  all  the  lunger  b»»ure^.  and  holdit  the  larger 
fragmenls  in  place,  s<>  that  it  i.<<ditftc:Ldt  at  tirsl  to  determine 
whether  or  not  conipU-re  fiaclure  exist*-  An  rxiiefimental 
shot  through  the  front  of  the  tibia,  a  little  off  uie  median 
line,  made  a  long  nbliqiie  tisiurc  cxten<ling  upward  to  the 
op[KiMir  hide,  and  a  >hott  lraii<>ven>e  break  at  the  |Hiint  ii( 

perforuition.  There  wat  no  displacement  and  no  exlental  appcAiance  of  fraeture,  and  ■( 
W11.1  not  until  uflcr  the  Apecinteu  had  been  subjected  lo  cori>idcnible  nmgh  handling  tlint 
«ny  tnoveincnl  of  ihc  bone  was  elicited.     'IHie  great  difhculty  with  i;pinshot  fractures  on  the 


Fk;,  418  — SkiriETi^ph  of  (jun- 
shot  fracture  of  tibm  iknd  hbala. 
U.  S.  7.63  mm.  rifle  til  lo  mrtert' 
distance. 
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ficlil  i*  m  prcvcni  furilicT  Injiiiy  from  di«pl»cmicntii  of  (he  hrokcn  bene  immcdiiiltflir  *fl*r 
tlic  wouihI  has  been  reccivoJ  aiid  <iutiiiE  iran^piiriniion  u>  lwi!<|)iial.  In  fallii^  or  aitemjit 
ing  lo  rise  or  w«lki  or  in  l>cing  cnrrica  hy  others,  pcriosicnl  covering  may  be  nipiuro], 
Hpliiilrm  liKiKiicd  and  dii|>la<:«<l,  anal  the  gravity  ii(  lli«  iiijar^'  greatly  incfea5ctl. 

Soft  Bones. — Within  200  meters  clean  i>crforations  in  soft  bone  or 
in  the  spoiig)'  ends  uf  tlit:  lon^  bones  arc  rare.  The  cmrance- wound 
corresponds  to  Ihc  caUbcr  of  the  bullet;  that  of  c?dt.  two  or  three 
limes  larger.  When  the  bone  is  struck  in  the  middle  line,  complete 
fracture  Is  usual ;  if  tu  one  sitlc,  the  break  ma>'  be  only  Ealeral.     Tin- 


Fjc  449. — Piglol-skoi  Muunds  of  halh  legs.    Bullets  illuwed  tu  ruiiiLiiii  tlir  wouutlii  of  cutraui^c 
tieing  tested  frum  limtr  to  nme  fur  bactcno.     HcaJiug  wiiligui  ^uppuniliuu. 


pieces  are  few — about  two  or  three — the  fissures  are  short  and  the 
periosteum  and  soft  parts  remain  attached,  except  perhaps  on  tlic  side 
of  exit,  toward  which  some  small  fragments  and  particles  of  bone  are 
carried  into  the  tissues.  These  effects  arc  still  seen  in  a  less  degree  at 
600  meters;  but  here,  under  favorable  conditions,  clean  perforations 
bet,'iii  to  appear,  and  beyond  800  meters  they  become  the  rule  and 
splintering  the  exception,  depending  upon  the  size  and  hardness  of  the 
bone. 

In  Fig:*.  450-453  ntf  ^hown  llif  wniinH«  of  cnlrnnce  and  exil  of  a  sTiot  with  ihc  U  S. 
7.62  utin.  rifle  Uiixju^li  lUe  iiiid'llc  u(  (lie  u^truvalua,  frunj  within  uulwnnl.  Tlic  skin- 
openings  were  smnll,  tuiiiir],  nnd  dilTcrcd  but  litUc  in  size  (5  lo  7  mm.).  There  was  no 
tlcCormily  01  exlcrnnil  evidence  uf  injury  l^^  tlic  buiic ;  but  on  cxpoiiiiw  ihc  nnblcj^iint  Ihc 
astraf;alus  presenieil  a  mete  Fihcll  broken  in  two  or  three  pieces,  with  uc  cancelljiEed  Mnict- 
urc  sl]ak«i  u|)  anil  tyitiK  loose  in  llic  inirri-ir.  l-iMurcs  «)|>e«ieU  inlw  the  BUiruwnding  articu- 
lations, but  there  w&s  ni>  dispUccmcni,  and  in  the  live  tiubjcci,  under  rest  and  a^epiic 
dreuingt,  Ihc  parts  would  tia  doubt  have  heo!ed  with  little  impntrmeni  of  function. 


GUNSHOT  WOUNDS. 


941 


A  panllel  case  is  reportwl  by  Gorijpn:'  A  Mtlilicr  accMlcnlally  Khot  himsvir  witb  ihe 
U.  S.  7-1)3  mrn.  lillc.  June  jo,  1896,  liic  butlcl  pasaini;  dirrcily  ihmugh  ihc  left  tar«tu. 
EniTdDcf,  2  inches  nnierior  \a  ihe  imernul  nuillroliu;  <-xit.  3  inches  tichind  the  nactatimu- 
phaUngcal  joint  in  ll'c  pirduu  line  of  the  sole.  Skin  vi-uuQd.t  much  alike — din  meter  of 
k-ad-pencil.  Kxaminatiiin  urulcr  eih<-r  iiulicniefl  clean  pcTforation,  ns  though  the  probe 
were  bciu);  {wssed  lUrtu^h  a  buuy  caiiui.  The  IitbI  drduiig  wns  changed  at  Ihc  end  of 
three  weeks;  troiuid  Dcnrly  healed.      Soldier  reiumed  to  duly  ciilircly  welt  SepL  35,  1S96. 

In  the  articular  ends  of  the  large  bones  clean  perforation  is  the 
rule,  except  at  i;lose  range,  when  there  arc  nmru  <ir  less  <:oniminu- 
tton  of  the  cancellated  structure  and  detachment  (if  the  cartilage,  but 
no  6ssiiring  or  displacement,  as  shown  in  I-"ip.  454.     The  heads  of 


FlG&  ^S^^^S^'—^unslicit  wruutids,  ;.&3  mm,  x\^  jt  lo  iikI<:(»  dutiuicc;  ujfeniiigt  ul  enlraiico 

and  exit. 


the  femur  and  humerus  are  split  in  two  or  three  pieces  by  central 
shots;  but  nearer  the  surface  the  bone  is  often  grooved  or  even  tun- 
nelled without  splitting.  The  bones  about  the  elbow  arc  harder,  and 
sonic  splintering  is  likely  to  occur;  but  dean  |x:rfnrati(>ns  and  rapid 
primary  union  at  this  joint  are  reported  from  Chile,  from  the  Chitral 
campaign,  and  elsewhere. 

From  a  considerable  number  of  reported  cases,  it  is  evident  that 
with  the  new  bullet,  gunshot  wounds  in  .soft  bone  and  in  the  joints  are 
much  more  favorable,  from  a  surgical  point  of  view,  than  with  the  old 

*  Annual  Kifart  Strj;fon- Cfurraf,  1897. 
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lead  bullet.  anJ  tliat  tlicse  injuries  are  less  severe  in  living  subjects 
than  might  be  expected  from  experiments  on  the  cadaver. 

A  case  repuried  by  l^irard  '  i^  i»(  ^naX  iuli-icii  in  tliis  coniircUni),  »nd  fumubcs  •  nr 
specimen,  licrr  illuitrattt)  in  Fi^,  455.  A  soldirr  was  uccidcnislly  &hot  llimugh  the  It 
liliia  with  ihc  United  Suius  7.63  intu.  carbine  a  1  5  or  6  mvlcn'  diuancc.  July  13.  il 
The  bull  cnlcrwl  on  ihe  rrin*T  stirface  of  the  tibia,  j  inrhc*  nlHwe  ihc  tinlcle-joiftt,  kh 
piuised  sU^lilly  downwnid,  fiiiw-urd.  and  uutwun)  ll)n>ui;h  the  b»ne.  The  wmind  rrmainc 
ivs^-ptic.  licnle«i  rapidly,  nnd  the  solrlier  relumed  to  dury  ScplcmWr  7.  1R96,      rVbruun-  31,1 


I'm.  4c;j. — Skiiit;r-.ipli  of  Fi|{s.  450  and  451,     rtiillirl  p.iMrrf  throiigli  vcci>ii>I   mcui.i"- ■'  '■■••". 
fTjctunng  the  third  and  faurlli  tiy  )iit«niJ  action  of  the  fmgmeitlK. 

1S97,  thi!  fane  nun  fell  down  stairs,  fradar't^d  his  skull,  and  died.    Oose  inspection  nl  tbtj 
Kpeciincn  obtained  at  the  post -in  on  em  showv  no  evidence  of  anythiag  but  a  clean  perfo 
lion  ;  but  ncei>Tdini;  In  nil  pa*t  eiiperienee  in  jrunshni  vround^  on  the  cnd«»et,  there  ihonl 
have  bceti  fracture  and  splintering  of  Ihe  tibia  in  this  ra«:  al  6  meters,  whethci  in  hafd  i 
soft  Ixvne. 

Wotmds  of  the  new  artillery  xnissilea  will  not  difier  fromi 
those  of  the  old,  with  which  military  sur^^eons  arc  familiar,  and  which 

*  Antiual  Rfffrt  Surxtott-Geiterai,  I897  ;  specimen  in  Anny  Med.  Ma<euni 
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are  so  fully  described  in  the  Surgical  History  of  the  War  of  the  Rfbti- 
iion,  the  wnr  of  i.S70-lR7[,  and  other  workA;  but  they  will  be  somc- 


KlG.  454. — Wounds  of  cnlmiicc  »nd  exit  in  son  bone ;  7.6a  mm.  build,  10  mctcn*  dislance. 

what  more  numerous  in  future.  The  principal  difficulty  with  this  class 
of  contused,  nnd  often  large,  hicer.iled  injuries  will  he  lo  keep  llieni 
free  from  infcctiuii  ;uul  siippuraliim,  t«)  which  tluy  arc  esjKicially  liiible. 
The  old  army  revolver  is  ubsolete  as  a  weapon  of  w;ir,  but  a 
new  automatic  repealing;  pistol,  with  a  smatl-cnlibcr  stccl-cased  bullet. 
is  already  coming  Into  use.    Kxpcnments  with  the  Mauser  pattern,  cal- 

A  B  C 


FiiJ.  4!;;  '  i  .  ii  I'lrfDration  of  liftwer  third  €if  chc  lihi.-i;  7,6a  mm.  cirltmc  .-ic  6  meter:;*  dis- 
tance ;  livtni.:  II  I  Ue.itl)  From  .iccidcnt  :>cvcn  and  n  ihird  monttu  .-ificr  Injury.  A.  exit  \ 
it,  bullet;  c,  t:t>u.<uii-. 

iber  7.63  mm.,  arc  reported  by  von  Bruns,'  1897.  I  le  found  the  weapon 
accurate  and  effective  up  to  300  meters.  The  results  obtained  corre- 
sponded exactly  to  those  with  the  small-caliber  rifle  at  a  proportion- 
ately longer  range.  The  effect  of  the  pistol  at  20  to  200  meters  was 
the  same  as  that  of  the  rifie  at  lOOO  to  20CX)  meters. 

'   BfUrSgt  tur  itiM.  Gt/rMrf ..  B(l.  xin.,  II.  S. 
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MUJTARY   SANITARY    ORGANIZATION. 

In  order  to  presen.'e  the  health  of  troops,  treat  the  sick  in  camp 
and  on  the  march,  and  to  care  for  the  wounded  in  battle,  a  well-trained 
and  wcll-eqiiipped  corps  of  medical  and  sanitar>'  experts  becomes  a 
necessary  and  import.int  department  in  every  army  organization. 
Whatever  care  may  be  exercised  in  the  selection  of  men  for  the  niili- 
tar>'  ser\'icc,  and  however  healthy  they  may  be  in  time  of  peace  and  in 
garrison-life,  on  taking  the  field  in  an  active  campaign  they  arc  at  once 
exposed,  under  the  changed  conditions,  to  various  diseases  of  endemic 
or  epidemic  origin,  which  rapidly  thin  the  ranks  and  fill  the  hospitals. 
Thus  it  becomes  the  task  of  the  medical  department  not  only  to  ;iid  the 
wounded  in  action,  but  also  to  protect  the  troops  against  the  outbreak 
of  scurv>',  diarrhea,  dysentery,  cholera,  typhoid,  typhus,  and  malarial 
fevers,  which  in  |XLSt  warn  have  been  far  more  destruaivc  to  the  effi- 
ciency of  armies  than  are  the  wea|>ons  of  the  enemy.  Medical  officers 
must  be  prepared  to  give  advice  in  all  matters  relating  to  the  location 
of  camps,  water-supply,  the  construction,  heating,  lighting,  and  venti- 
lation of  buildings;  the  quality  of  food  and  clothing,  the  care  and 
cleanliness  of  the  men,  and  general  police  and  sanitary  regulations. 
They  must  provide  material  and  trained  assistants  for  treating  the  sick 
and  disabled,  hospitals  to  receive  them,  and  transportation  to  relieve 
the  army  from  encumbrance. 

The  efticiency  of  the  medical  department  in  these  duties  will  depend 
very  much  upon  the  thoroughness  of  its  preparation,  organization,  and 
administration.  This  important  subject  has  been  considered  and  dis- 
cus.sed  in  all  its  minute  details  by  military  surgeons,  es{>ccially  since 
the  introduction  of  improved  firearms,  with  a  view  to  reach  some  sal- 
Lsfactory  solution  of  the  many  difficult  problems  which  it  presents. 
Elaborate  plans  have  been  proposed  for  carrjnng  into  effect  the  pur- 
poses of  army  medical  aid,  which  work  well  on  practice  maneuvers 
and  in  sham  battles,  but  which  fail  to  meet  the  practical  requirements 
of  actual  warfare.  A  military*  sanitary  organization  suitable  to  the 
conditions  of  peace  and  to  all  field  operations  when  the  enemy  is  at  a 
distance  is  readily  formed  and  easily  managed.  But  the  difllculty  is 
to  devise  a  system  that  will  be  sufficiently  comprehensive  for  the  nccdK 
of  the  sick  and  wounded  on  the  field  of  war  ;md  in  battle  without 
encumbering  the  movement  of  active  combatants. 

In  attempting  to  construct  such  an  organization,  it  is  ncoessaiy  in 
ihc  first  place  to  have  some  knowledge  of  military'  grand  tactics  and 
the  maneuvering  of  Lirge  bodies  of  trxvtjjs  in  the  face  of  the  enemy. 
The  best  preparatory'  instruction  on  this  point  can  be  gained  from 
the  study  of  past  campaigns  and  battles,  botit  from  a  military-  and  a 
medical  aspect.  The  topographical  features  of  battle-fields  and  regions 
of  countr)'  where  great  battles  were  fought ;  the  details  of  e^'cnts 
and  mo\xmcnLs  as  two  hostile  armies  <^)proached ;  forced  and  night 
marches  and  preliminary  engagements;  victories  and  defeats;  condi- 
tions of  weather  and  roads  and  lines  of  communication ;  actual  work 
done  and  aid  rendered  b\-  the  medical  department  at  diflerrnt  stages, 
and  on  both  sides :  difficulties,  hindrances,  and  &nures,  and  their 
causes.    These  and  many  other  focts  in  past  experience  will  furnish 
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object- lessons  of  great  value  to  any  one  who  would  undertake  to 
orjianize  and  c(|uip  a  military  sanilar>'  attachment  of  ihc  best  pratlical 
utilit)'  in  future  wars,  lie  must  t-ndeavor  to  comprehend  iht^  real  con- 
ditions which  prevail  during  actual  war,  and  adapt  his  scheme  to  meet 
the  difficulties  likely  to  be  presented.  Not  until  the  element  of  hos- 
tiiity  has  been  introduced  will  it  be  possible  to  form  any  clear  corcep- 
tion  of  the  situation,  and  prepare  to  do  the  best  that  can  be  done 
without  inviting  failure  by  attempting  what  is  impracticable  or  impos- 
sible. 

Military  sanitar>'  organizations  in  different  armies  are  all  based  on 
the  same  principles.  They  arc  so  constructed  as  to  embrace  four  prin- 
cipal lines  of  medical  aid.  Tlie  first  extends  from  the  firing-lines  to 
the  nearest  convenient  sheltered  places  on  the  field,  where  the  wounded 
conte  under  the  surgeons'  care  and  receive  preliminary  attention;  sec- 
ond, from  that  point  to  the  ambulance  or  principal  clressintj-staiions ; 
third,  from  there  to  the  field  hospitals;  and  fourth,  from  the  field  to 
the  general  hospitals  at  the  base  of  operations.  Kach  of  these  is  pro- 
vided with  its  own  personnel,  matenal,  and  transport. 

The  commissioned  officers  constitute  the  medical  corps,  of 
wliom  there  is  a  surj.;eon-general,  a  cliief  surgeon  to  each  separate 
army  corps,  tjivision.  brigade,  and  hospital,  and  one  or  more  surgeons 
with  each  regiment,  battery,  and  separate  detachment 

The  non-commissioned  personnel  comprise  the  hospital  corps 
- — a  body  of  hospit.d  .stewards,  acting  stewards,  and  privates — non- 
combatants  selected  for  the  duties  of  pharmacists,  clerks,  wardmaslers, 
cooks,  nurses,  litter-bearers,  ambulance-drivers,  and  orderlies.  They 
are  enlisted  for  this  special  purpose,  and  in  time  of  peace  perforin  their 
duties  at  the  garrison  hospitals  and  on  the  practice  marches,  where 
they  receive  from  the  medical  officers  a  thorough  training  in  all  the 
practical  and  theoretical  details  of  preparation,  both  for  peace  and  for 
field  service.  On  mobilization  of  the  army  they  are  distributed  in  the 
hospital  and  ambulance  attachments  and  to  the  regiments — some  for 
duty  at  the  field  hospitals  and  drL-ssing-places ;  while  others  are  formed 
into  companies  under  medical  officers,  to  man  the  litters  and  bring  in 
the  woiiniii-'d 

Company  Instruction. — In  order  to  provide  some  means  of 
prompt  aid  for  the  woinided  tluring  and  immediately  after  an  engage- 
ment, the  combatants  themselves  receive  instruction  in  the  methods  of 
handling  injured  persons  and  giving  assistance  in  emergencies.  When 
going  into  battle,  one  or  more  soldiers  may  be  ordered  by  the  com- 
pany commander  to  liclp  tlieir  comrades  from  the  firing-line  to  a  place 
of  safety,  if  necessity  should  require  it ;  and  when  the  firing  ceases,  to 
assist  in  getting  the  ^vou^ded  off  the  field.  In  the  organization  of  fnr- 
eign  armies  such  snldiers  are  auxiliary  tu  the  sanitary  attachment,  and 
work  with  it  as  litter-bearers  ;  hut  this  anomalous  status  is  inconvenient 
Men  should  be  cither  vsith  the  combatants  or  wholly  detached  from 
them. 

Material  for  field  service  should  be  devised  in  time  of  jx-'acc, 

and  esiit'cially  prejwred  for  its  puqiose.     After  carefully  considering 

the  details  as  to  weight,  bulk,  necessity,  suitability,  antl  the  conditions 

under  which  it  is  to  be  transjiorted  and  used,  samples  or  models  of 
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each  article — dressings,  instruments,  and  appliances— should  be  adopted 
and  made,  so  as  to  avoid  delay  when  manufacture  on  a  large  scale 
Ixxomes  necessary.  A  considerable  quantity  of  imperishable  material 
should  be  provitled  ;ind  kept  in  store  to  supply  troops  in  the  early 
stages  of  any  war  that  might  iincxpecledly  arise. 

On  taking  the  field  every  officer  and  .soldier  is  supjiHed  with  a  "^rsl- 
drcssiHg ptul'ct,"  usually  containing  2  sublimate  absorUnl  yauze  com- 
presses, a  3-nicter  gauze  bandage,  an<l  a  .safciy-j)in,  all  of  which  arc 
sterilized  and  compressed  before  being  wrapped  and  sealed  in  strong, 
light,  waterproof  paper.  One  recently  adopted  in  the  army  of  Austria- 
Hungary  (Verbandpatrone)  is  compressed  into  the  shape  of  a  carton 
7  by  3  by  2  cm.  It  is  carrietl  by  the  German  infantrj-  in  the  left  trouser 
pocket;  by  the  hussars  and  uhlans,  sewed  in  the  front  of  the  cape;  and 
by  the  other  troops,  in  the  rear  pocket  of  the  co;it.' 

In  addition  to  a  canteen,  the  hospital  corjis  men  carry  a  hospital 
corps  pouch  and  an  orderly  poach  or  knapsack.  The  former  con- 
tains itromatic  spirits  of  ammonia.  6  first-dressing  packets,  i  meter  of 
wire  gauze  for  splints.  6  gauze  bandages,  rubber  bandage,  surgical 
plaster,  pins,  scissors,  forceps,  and  knife.  The  orderly  pouch  is  larger, 
and  contains,  in  addition  to  the  ab(»ve,  chlorofonn.  antiseptic  tablets, 
ligature,  pocket-case,  hyjxidcmiic  syringe,  and  diagnosis  tags. 

CorTe*p"rnltiig  lo  Tlif**.  ihe  Cprmans  have  a  "  I^sarcthgchilfcntaKhe,"  wilh  some  oimIi- 
cinci,  5  d  I  citing -iKi^kel'',  lOO  grani>  of  Hhnotb^nt  roitDn,  3  gnuxe  hundagen,  to  ufcly-f  >tn%, 
and  I  bui:klc  iournU|u«1 ;  and  a  "  Banctaj^enioniis^tcr"  wiili.  amung  otbcr  thioss,  150  grams 
of  L'hWmfonii,  lOD  gntUKof  iodoform,  15  drcfsrng  pactcru,  18  splinu,  12  bandagM.  I  V\\t.- 
jgnm  of  abwriieMl  cuUon,  aad  14  IriangtiUr  huiKlkf  rchicfx 

The  luediclne-patitiiers,  which  come  next  in  order,  arc  carried 
in  the  ambulances  nr  on  ]»iick-animals,  for  use  at  the  front  and  on  the 
march.  They  should  contain  surgical  material  mainly,  and  vcr>'  little 
niL-dicine.  which  may  be  for  the  most  part  in  tablet-form.  The  prin- 
cipal articles  are  splints  and  modem  wound-dressings  in  large  propor- 
tion, including  .some  pla.ster  rollers  and  rubber  plaster  for  rapid  6xatinn 
of  splints ;  a  light  complete  operating-set,  w  hich  includes  toothed  for- 
ccps.  tracheotomy-tube,  razor,  catheter,  and  non-absorbablc  ligature; 
tin  trays,  basins,  and  cups  in  nests;  chloroform  and  inhaler;  rubber 
tubing,  needle  and  cannuL-c,  and  pure  sodic  chlorid  for  transfusion; 
bichlorid,  tricresol,  iodoform,  soda  and  green  soap;  rubber  bandage 
and  rubber  gloves;  hypodermic  syringe  and  full  set  of  tablets;  purga- 
tive pills,  quinin.  and  a  few  other  niedidnes ;  concentrated  food  and 
stimulants;  .small  case  of  "tools  in  the  handle."  and  a  lantern.  The 
dressings  consist  mostly  of  bichlorid  and  iodoform  gauze,  absorbent 
cotton,  and  gauze  bandages.  They  should  he  in  small  parcels,  com- 
pressed and  wrapijed  in  .strong  waterproof  paper,  to  save  waste  and 
contamination,  and  for  convenience  in  transportation,  handling,  and 
distribution.  The  panniers  may  be  .so  constructed  as  to  form  together 
an  operating-table.  The  best  material  for  the  frame  is  probably  cane 
wicker-work  covered  with  rawhide. 

The  medici  tie -wagon  is  a  multiple  of  the  paimiers,  with  a  few 
additional  articles,  especially  medicines.     It  comes  up  with  the  ambu- 

'  Dmtukt  MHUar-taHttatrwatn,  1896,  Myixlecz. 
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lances  for  sen-ice  at  the  principjil  dressing-station,  and  to  replenish 
supplies  farthu-r  to  the  front. 

The  division  field  hospitals  in  three  sections — one  for  each  bri- 
gade— have  a  capacity  of  (rom  50  t<i  200  lieds  ;  usually  snpplenieiUcd  by 
bams,  houses,  or  i>ther  buildiniis  that  may  lie  available.  They  are  pro- 
vided with  bedsacks,  to  be  filled  with  hay  or  straw;  field  cooking  and 
messing  outfits,  lijjht  foldinj;  furniture,  including  operattnii-t;ibles ;  food, 


Figs.  456,  457. — Cnvuic  of  Ihe  I'nitcrt  Stales  Ho»plliil  Corp*,  fioni  anil  rmr  virws  (phuKi- 
gniph  rmm  n  %iirr  in  the  Army  Medical  Museum). 

Stimulants,  medicines,  instruments,  dressings,  and  all  material  and  per- 
sonnel required  for  the  care  of  the  sick  and  wounded.  The  stewards, 
cooks,  nurses,  and  vvardmasters  belon-;  to  the  hospit;il  coqjs.  and  the 
surgeons  to  the  medical  staff,  of  whom  the  senior  acts  as  chief,  anotlier 
as  executive  officer ;  others  attend  in  the  wards,  while  those  esi>eciaUy 
skilled  in  surgcrj'  are  selected  to  do  the  operations.  The  (XTnianently 
attached  military  sanitary  orjpinization  with  the  active  forces  ends  at  the 
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field  hospitals.  The  lines  of  communication  from  this  point  tou-ard  the 
base  of  operations  and  the  general  hosjMtals  arc  under  ;i  scjwnilc  com- 
mand and  have  a  personnel  and  material  of  thdr  own,  including  tniim^ 
female  nurses,  fl 

Transportation  of  the  wotmded  on  the  field  is  accomplish* 
by  means  of  lij^tit,  siiDjii^  hand  litters,  pack-animals,  ambulances,  anny 
\\;i;,;(ins,  luid  viliicles  pressed  into  service  from  the  country  ;  and  nn  t 
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lines  toward  the  base,  by  ambulance  wagons,  railroad  train;.,  and 
vessels  fitted  up  as  hospital  lnins(H>rts. 

SERVICE  OF  THE  MEDICAL  DEPARTMENT  IN  THE  FIELD. 

« 

To  every  regiment  of  infantry  ;md  cavaln,  and  baller>'  i>f  artilU 
arc  assigned  one  or  more  medical  officers,  a  steward,  and  JHinie  men 
the  hospital  corps  which,  together  constitute  the  regimental  sanitary 
personnel  for  duty  in  the  field  and  on  the  first  line  of  medical  aid  in 
action.  They  have  at  their  service  the  individual  dressing-packets,  the 
surgeons'  field  cases,  and  the  [jorttble  dressing-pouches.  With  « 
brigade,  under  the  chief  medical  officer,  is  a  third  section  of  the  divis 
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hospital,  including  its  proportion  of  hospital  corps  men,  and  material, 
ambulances,  i)ack-mult;s,  and  panniers.  With  a  division,  under  its  chief 
surgeon,  arc  the  division  hospital  wagons,  ambulance  Iriiin.  medicine 
wajjon.  and  the  ambulance  coni[)any  for  duty  at  the  hospitals  ai>d  <lrcss- 
ing-placcs  and  for  liandlin-j  the  litters.  In  the  coqw  oryaiiiKitinn  there 
is  usually  in  reserve  one  addiliona!  complete  field  ho.spiuil.  When  a 
regiment  is  detached,  the  [>ack--mulcs  and  panniers  accompany  it ;  and 
when  a  hri^jade  is  acting  indcixrndcntly,  its  .section  of  the  hospital  goes 
with  it ;  but  when  tlic  division  oiKrates  as  a  whole,  all  the  material  and 
personnel  arc  available. 

The  sick  are  attended  in  camp  and  on  the  march,  and  when  unable 
to  keep  np,  [jcnnits  are  granted  them  to  fall  out  and  join  the  ambulance 
train,  where  a  medical  officer  will  be  found  to  receive  them.  Those 
rec|uiring  hospital  treatment  will  be  sent  back  or  left  at  such  places  as 
the  chief  surgeon  may  direct.  When  the  roads  arc  bad  the  trains  fail 
behind  and  arc  late  coming  into  camp.  Sonic  break  down,  mules  give 
out.  and  baggage  may  have  to  be  abandoned  or  destroyed.  When  the 
marching  is  difficult  from  heat,  dust,  rain,  or  mud.  the  ambulnnccs  may 
Ix;  overcrowdeil,  especially  when  there  Iuls  been  nuich  fighting  and  the 
tri>i>ps  are  exhausted  from  hard  work  and  short  rations,  when  there  arc 
many  unseasoned  recruits,  and  when  sickness  from  malaria  and  diarrhea 
prevails. 

Detachments  pushed  fonvard  by  forced  marches  to  seize  some  point 
of  vantage  or  for  making  a  raid,  a  reconnoissance  in  force,  or  taking  the 
enemy  by  surjirise,  leave  iheir  heavy  material  behin<t.  Kick!  batteries 
and  |jerhaps  a  few  anmiunition  and  forage  wagons  may  gf) ;  but  the  meili- 
cal  dejxirtment  will  have  only  a  few  light  ambulances  or  {Xick-animals 
for  the  occasion,  which  may  take  several  days  and  incur  considerable 
losses  in  killed  and  wounded,  ("avalry  raids  often  extend  far  into  the 
enemy's  territory  without  any  wheeled  transportation  whatever.  Duty 
with  detached  commands  of  this  kind  is  very  ditficult. 

When  it  is  evitlcnt  that  a  battle  is  about  to  be  fought,  the  chief 
medical  officers  of  coqis  and  divisions  endeavor  to  get  early  information 
as  to  the  probable  lines  to  be  occupieil  by  the  troops,  and  the  advan- 
tages and  available  resources  of  the  situation  for  the  care  of  the 
wounded.  The  location  of  hospitals,  ambulance  stations,  and  dress- 
ing-places will  be  determined  by  the  physical  and  topographical  feat- 
ures of  the  region.  They  will  not  be  placed  at  a  given  number  of 
meters  behind  each  brigade  and  division,  but  must  be  formed  at  such 
favorable  places  as  the  grnunil  affords.  The  first  collecting-  or  dress- 
ing-place for  the  woundetl  is  the  nearest  suitable  point  of  protection 
from  the  firing-line.  This  may  be  close  up  to  the  front  or  far  back,  or 
to  the  right  or  left. 

It  is  an  invariable  rule  that  the  different  collecting-  and  dressing- 
places,  ;is  well  ;i-s  the-  hospitals,  should  be  grouped  together  at  as  few 
locations  a.s  practicable,  in  order  to  concentrate  the  material  and  per- 
sonnel for  mutual  assistance  and  for  the  benefit  of  the  wounded.  The 
location  that  is  most  suitable  for  one  field  hrispit.il  will  be  suitable  for 
several  or  all  of  them  ;  anil  this  will  u-;iially  be  at  the  nearest  place  to 
the  wounded  which  combines  safety  with  a  reasonable  amount  of  con- 
venience, such  as  roads  to  and  from  the  field,  wholesome  surroundings. 
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good  water,  fuel.  etc.  Those  wliu  expect  to  go  upon  the  field  and 
|)itch  their  hospital  tents  in  the  re^ir  of  e»ch  brigade  and  di%'ision  during 
a  biitlle  will  be  able  to  learr  much  from  the  study  of  past  cam|>aigns. 

Measures  for  the  care  of  the  wounded  in  war  are  to  be  carried  out 
under  three  principal  conditions;  i.  With  stationary*  troops  acting  on 
the  defensive  in  fnrts  or  field  works.  2.  With  the  forces  which  have  to 
attack  such  fortifieil  places.  3.  With  one  mobile  army  ojxfrating  against 
another  in  the  open  field.  Under  each  of  these  conditions  the  result 
nuiy  be  victory,  defeat,  or  a  drawn  battle ;  or  any  temporary  variation 
of  the  three. 

In  defensive  operations  there  is  time  for  preparation  and  the 
arrangement  <if  material  at  con\enicnt  places.  The  uounded  corae 
under  treatment  earHer.  with  more  advantages  for  management  of  such 
cases  as  fractures,  chest  and  abdominal  wounds,  shock  and  hemorrhage, 
and  for  all  operative  procedures.  Should  the  defence  be  unsuccessful, 
the  wounded  will,  at  least,  be  left  together,  and  with  more  of  their  inju- 
ries dressed  than  might  be  inider  other  circumstances. 

In  attacking  a  stationaxy  enemy  there  will  likcwi.-;e  be  time  for 
dehbcration  and  for  briiit^ijig  up  the  wagons  and  ambulances,  some 
certainty  as  to  the  disposition  of  lines  and  the  position  of  field  hospitals 
and  dressing -pi  aces.  Material  for  the  care  of  the  wounded  will  be 
available  at  ;dl  points,  and  the  hospitals  established  ready  to  receive 
them.  Aitillery  is  largely  used  under  such  circumstances,  both  in 
attack  and  defence;  and  this  will  place  many  of  the  wounded  at  a  dis- 
tance from  the  enemy,  where  they  can  be  easily  reached  and  promptly 
removed.  Asi^aulting  jKirtics  that  arc  repulsed,  however,  will  leave 
many  severely  injured,  who  must  wait  until  the  enemy  is  cither  driven 
out  or  consents  to  their  removal  under  a  flag  of  truce.  When  counter- 
attacks or  sorties  from  furtificd  [jositions  arc  driven  back,  the  severely 
wouiidixl  are  also  left  for  a  tinii-  between  contending  lines. 

When  two  armies  operating^  in  the  open  field  come  into 
conflict,  greater  difticultics  are  presented  in  rendering  cariy  and  effi- 
cient aid  to  the  wounded.  The  number  of  persons  and  the  amount  of 
material  which  it  is  practicable  to  bring  upon  the  field  during  an  engage- 
ment are  limited  by  military  necessity  and  the  dangers  and  uncertain- 
ties oi  warfare.  The  nbjecl  of  first  ini|)ortance  is  success  in  battle ;  all 
else  for  the  lime  bec<uiies  of  secondary  consideration.  MTiatever  may 
have  Ixx-n  the  previous  order  of  march  in  an  army,  on  approaching  a 
battle-field  the  wagon  trains  must  fall  out.  the  troops  close  up  and  move 
forward  without  encumbrance  to  their  places.  A  corps  of  30.000  men 
has  1092  wagons,  not  counting  the  artillery-,  and  5757  horses  and 
mules,  not  including  the  ca\-:ilr>'  or  mounted  pcrsom>eI.  The  corps 
unit  moves  bv  one  road,  and  on  the  march,  with  its  minimum  transport 
for  fi\*c  days'  supply,  it  occupies  a  line  15  miles  long."  The  rear  is  Uius 
one  day's  march  from  the  head  of  ihe  column. 

When  formation  for  battle  becomes  necessary"  the  Trains  arc  sent 
back  or  parked  under  guard  to  protect  them  against  a  laid  from  the 
eftcmy.  The  46  caissons  with  reservx  aniller^•  ammunition  and  the  70 
small-arm  ammunition  \%-agons  art-  essential,  anti  s*»me  or  all  of  them 
must  be  brought  up  within  reach.     The   150  ambulances  are  pushed 
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forward  at  difterent  points,  as  near  the  scene  of  action  as  possible. 
Every  road  and  bridge  and  avenue  of  approacli  to  tlie  field  is  t^cupied 
by  troops  moving  into  position  and  reserves  coming  up.  and  the  enemy 
will  spare  no  pains  to  cover,  as  far  as  possible,  al  I  these  points  with  their 
guns.  The  difficulty  of  extricating  the  62  heavy  teams  of  the  field 
hospitals  from  the  interminable  jumble  of  the  general  train,  and  getting 
them  ahead  over  narrow  countrj'  roads  already  crowded  wiili  infantry. 
cavalry,  artillery,  and  ammunition  trains,  each  claiming  the  exclusive 
right  of  way.  will  best  be  appreciated  after  a  little  experience.  In  bad 
weather  and  rough  country  the  difficulty  is  increased. 

Troops  often  come  upon  the  field  after  a  rapid  march,  and  the 
wagons  are  far  behind,  t'ertain  corps  and  divisions  expected  to  take 
part  in  the  battle  are  delayed  in  coming  up,  while  others  arc  detached 
to  make  concealed  and  hasty  inovcmcnls  by  the  riglit  or  left,  to  strike 
the  enemy  in  Hank  ;  hence  ro.uls  must  be  cle;irt;d  at  all  hazards  to 
tn.-ike  way  for  them.  Medical  oflficers  under  these  circumstances  will 
be  fortunate  if  they  cart  get  their  field  hospitals  into  position  liuring 
the  night  or  early  the  next  day  after  a  battle ;  but  En  the  meantime  the 
wounded  iit  the  front  must  not  be  left  without  some  assistance. 

The  combafints  on  both  sides  press  forward  from  various  points, 
nearer  and  nearer  together,  and  as  they  do  so  the  number  of  casual- 
ties increases  and  the  danger  of  approach  becomes  greater.  Now  here, 
now  there,  lines  may  be  driven  back  with  great  loss,  and  the  elTorl  is 
renewed  at  annther  point  In  front  or  on  the  flank,  as  occasion  offers  or 
a  favorable  ojicning  ap|>ears.  Divisions  and  corps  that  have  been 
severely  handled  are  ordered  back  to  the  reserves  and  fresh  columns 
sent  in.  TJius  the  wounded  are  widely  scattered,  left  within  the  enemy's 
lines, .or  cut  olT  for  a  time  by  exposed  tcrritorj*,  over  which  they  can- 
not be  borne  to  the  rear.  Uresstng-placcs  established  1600  or  2000 
meters  behind  the  fighting -lines  may  serve  to  care  for  such  injuries  as 
occur  among  the  reserves,  and  for  the  slightly  wounded  who  make 
tlieir  way  to  the  rear,  but  they  will  be  too  far  away  to  aid  those  at 
the  front  until  after  hostilities  cea.se.  By  that  time  the  wounded  will 
have  accumulated  in  large  numbers,  perhaps,  and  it  may  be  night,  with 
rain  and  darkness,  or  the  troops  may  have  to  fall  back,  and  those 
unable  to  walk  must  lie  oti  the  field  where  tliey  fell. 

Under  these  circumstances  some  efficient  means  of  reaching  the 
wounded,  collecting  iheni.  and  attending  to  their  immediate  necessities 
.soon  after  their  injuries  are  received  becomes  a  matter  i»f  great  impor- 
tance. In  many  instances  it  will  he  quite  impossible  to  gather  in  all 
the  wounded  from  advanced  positions  and  places,  where  the  harde.st 
fighting  occur*,  until  after  the  firing  has  ceased.  Nevertheless,  it  is 
desirable  tJjat  a  greater  effort  and  a  larger  force  should  be  directed 
toward  the  e-itablishment  nf  collecting-places  well  to  the  front,  in  order 
to  reach  as  many  nf  them  as  practicable  during  the  action.  The  sur- 
geons— at  lea.-^l  two  to  each  regiment  and  one  to  a  battery — should 
proceed  with  the  command,  in.stead  of  falling  out  at  the  "  first  zone  of 
artillery  fire,"  as  in  ICuropean  armies,  taking  with  them  two  comt>atants 
from  each  company.  Those  wounded  during  the  advance  should  be 
taken  care  of  by  the  hospital  corps  men  wlio  follow  al^er.  leaving  the 
combatants  where  they  belong,  until  the  firing-line  is  reached.     Only 
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the  combatants  themselves  arc  near  enough  in  the  heat  of  the  battle 
to  assist  the  injured  to  places  o(  safety,  where  llKy  can  be  attended  or 
taken  farther  to  the  rear.  All  men  <if  ilie  ttmipany  being  instructed, 
no  selection  for  lliis  service  nrcti  he  niatie  until  the  occasion  arises, 
when  as  many  are  dctiiiied  as  the  exigency  demands,  an<l  when  this 
duty  is  done  they  return  to  the  command  and  resume  their  amis.  The 
hospital  coq)s  men  attached  to  each  regiment  should  also  march  up 
with  their  command  and  bring  hand-litters  from  the  ambulances. 

Collecling-places  are  selected,  where  the  regimental  surgettns 
should  be  jtiiiied  by  otlicrs.  so  as  to  begin  the  work  early  and  at  the 
front.  SulTJcienl  nialerial  for  these  places  is  not  to  be  fnund  in  the 
liortabic  dreMsing-poutlies,  and  i^ften  it  cannot  be  brought  up  in 
ambulances  or  cart.s.  which  encumber  the  field  and  form  a  target  for 
the  enemy's  fire.  Pack- animals,  one  or  more  for  each  brigade,  with 
panniers  are  quite  practicable  and  useful  in  bringing  supplies  directlyi 
where  they  are  needed. 

The  surgeons  can  work  to  better  advantage  with  a  little  protection 
from  flying  missiles ;  but  in  some  armies  one  surgeon  to  each  regiment 
must  remain  for  moral  effecl  with  the  men  untler  fire.  There  is  no 
lack  of  bravery  on  the  part  uf  medical  officers,  but  their  unnecessary 
exposure  to  injur>'  on  the  field,  where  their  .services  arc  so  valuable 
and  their  numbers  usually  so  unequal  to  the  requirements  of  the 
wounded,  is,  to  say  the  le;i.st.  poor  economy. 

One  or  more  soldiers,  aided  by  the  regimental  hospital  corps  men 
and,  when  practicable,  by  a  medical  officer,  exert  themselves  to  direct 
and  assi.st  the  wounded  back  to  the  collecting- places,  designated  by  a 
Geneva  red-cross  flag  and  the  national  colors.'  Surgeons  and  litter- 
bearers  from  the  ambulance  companies  come  forward  to  assist  at  these 
places,  wltich  should  not  be  established  at  too  many  points.  More 
than  one  to  each  brigade  is  not  desirable.  The  object  is  concentratnm 
for  mutual  assistance  and  lo  facilitate  furtlier  removal  in  case  of  defeat. 

With  the  personnel  and  material  here  provided  much  may  be  done 
to  get  the  wounded  together  out  of  danger;  to  protect  their  injuries 
from  iiifeL'tioii  by  provisional  dressing;  to  render  some  immediate  aid 
in  shock,  pain,  hemorrhage,  thirst,  and  exhaustion:  to  immobilize 
broken  bones  and  prepare  the  injured  for  transportation  to  hospital. 
They  are  to  be  .supplied  with  diagnosis-tags  indicating  the  .scat  and 
character  of  injury,  the  treatment  rendered,  and,  when  neces.sarj',  the 
urgency  of  the  case.  As  many  as  possible  of  the  slight  wound.s 
should  be  perntanenlly  dressed,  to  save  time  at  places  farther  on  and 
atwid  unnecessary  ihnii^ts.  Those  able  to  walk  are  directed  toward 
the  ambulance  stations,  and  others  carried  back  to  points  where 
wheeled  transports  can  reach  them.  Those  who  from  shock  or  severe 
injuries  cannot  be  moved  with  safety  will,  at  least,  have  their  suffering 
alleviated.  It  may  be  wise  or  even  necessary  to  hold  all  the  severely 
wounded  at  this  place  until  the  battle  is  decided  and  the  ambulances 
can  come  up,  or,  in  case  of  a  retreat,  where  sonit-  provisions  and 
attendants  may  be  left  with  them.  If  the  troops  advance,  new  collect- 
ing-places fnnhcr  to  the  front  may  have  to  be  formed. 

Neither  the  soldiers  themselves  nor  untrained  assistants  should 

'  Art.  VII.,  (lenem  ConTenlion.,  1864. 
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attempt  to  dress  or  touch  the  wounds,  except  to  save  life  in  severe 

licninrrliaf^c — a  po.ssible  but  very  rare  contingency,  Ft>r  hemorrhage 
ill  the  cavities  t>f  the  body,  where  it  is  most  frequent,  tht-y  can  do 
nothing',  and  bleeding  from  other  parts  is  not  dangerous,  except  when 
the  main  vessels  of  the  lower  extremities,  from  the  bend  of  the  knee 
to  the  groin,  or  in  the  upper  extremities,  from  the  elbow  to  the  axilla, 
are  injured.  Life  has  been  saved  in  such  cases  by  prompt  compression 
of  the  vessels  with  the  finj^ers  or  a  totunlquet  improvised  at  the 
ninment.  All  members  of  the  medical  and  hospital  corps  should  be 
provided  with  tourniquets;  but  the  general  distribution  of  these  instru- 
ments insures  their  imiistriminate  application  and  the  infection  of  many 
wounds,  while  it  also  tends  tn  foster  a  false  and  exaggerated  idea — 
already  too  prevalent — of  the  danger  of  hemorrhage  from  gunshot 
wounds. 

First-aid  packets  are  of  great  service  En  the  hands  r»f  trained  attend- 
ants and  surgeons  who  know  best  lunv  to  use  them,  but  it  will  be  safer 
to  permit  the  wounds  to  wait  rather  than  take  the  chances  from  unskil- 
ful dressing.  With  fire,  and  even  a  limited  amount  of  water,  the  mate- 
rial in  the  panniers  will  enable  surgeons  to  stcriliice  their  hands,  instru- 
ments, and  the  seat  of  injury,  and  apply  dry  aseptic  dressings  of  plain, 
iodoform,  or  hichJorid  gauze.  In  fractured  limbs  light  splints  of  felt, 
thin  wood,  wire,  straw,  twigs,  etc.  may  be  secured  by  one  encircling 
strip  of  adhesive  plaster  above  and  below,  either  alone,  to  save  time  and 
material,  or  with  the  addition  of  a  single  roller  of  gauze  or  plaster 
bandage.  The  German  regulations  direct  that  splints  shall  not  be  laid 
on  outside  the  clothing, 

Operative  surgery  at  the  first  collecting -pi  aces  will  ordinarily  be 
limited  to  the  barest  necessities.  Needful  and  urgent  minor  operations 
m.iy  be  performed,  but  no  unnecessary'  surgery  sliouhi  he  undertaken 
and  none  done  without  the  strictest  antiseptic  precautions  practicable. 
Conditions  are  usually  unfavorable  here  for  any  formal  surgical  work. 
The  niiiin  object  is  to  gel  the  wounded  back  to  hospital  as  soon  and  a& 
safely  as  possible.  Sim|)le  flesh  wounds  will  require  only  dry  protective 
material,  such  as  that  in  first-aid  packets,  which  proved  so  valuable  in  the 
war  in  Cuba  and  the  Philippines.  Those  more  lacerated  and  liable  l(» 
infection  may  be  cleansed  around  the  seat  of  injurj'.to  remove  dirt  from 
the  surface,  withcmt  probing  for  foreign  bodies  or  disturbing  clots  of 
blood  which  may  occlude  the  openings.  All  tmstcrilized  dressings 
should  be  boiled  and  wrung  out  before  being  applied,  after  which  they 
will  soon  dry  in  favorable  weather. 

Hemorrhage  is  to  be  arrested  (l)  by  compress  and  bandage,  (3)  by 
aseptic  tam[>on,  (3)  by  ligature  to  the  ends  of  bleeding  vessels  in  the  wound, 
or,  po.ssibly,  by  tying  the  ves.set  in  continuity.  When  such  constric- 
tion of  a  limb  is  required  it  should  be  elevated,  and  the  bandage — gauze 
or  rubber — applied  from  the  toes  or  fingers  upward  to  prevent  swelling. 
Weeding  wounds  of  the  lung  require  drainage  rather  than  any  attempt 
at  occlusion.  The  point  of  entrance  may  have  to  be  enlarged  to  reach 
a  splintered  rib  or  an  intercostal  artery.  Movements  of  the  chest  arc 
to  be  limited  by  adhesive  strips  or  bandage,  and  the  patient  kept  quiet 
under  simple  protective  dressings.  In  wounds  of  the  skull,  splinters 
of  bone  or  depressed  fracture  may  require  the  immediate  u.«c  of  a  tre- 
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phine;  and  tracheotomy  on  the  field  has  been  found  necessary  Ui  a  few 
instances.  Wounds  of  the  abdominal  \Hscera  and  pelvic  oryans  arc  to 
be  sent,  when  practicable,  to  hospital  as  quickly  and  quietly  as  posisi- 
blc.  or,  when  impracticable,  kept  still  where  they  arc. 

When  large  numbers  of  men  are  shot  down  within  a  brief  period,  as 
often  happens  in  great  battles,  lack  of  time  as  well  as  of  material  and 
assistance  is  the  insurmountable  obstacle  which  prevents  any  very 
careful  detailed  attention  to  their  injuries  at  the  first -collecting  places, 
(letting  them  together  and  hastening  their  removal  to  the  rear  then 
become  the  chief  occupation  of  the  surgeons  and  attendants. 

Division  ambalance  stations  will  gL-ncrall}'  be  established  at 
some  safe  pt;ict;  faniiL-r  back,  in  the  vicinity  of  buildings  or  in  ravines,, 
along  the  banks  of  streams  or  behind  elevated  ridges,  and  convenient 
to  lines  of  communication.  Such  suitable  imints  may  be  many  or  few. 
near  the  front  or  far  off,  according  to  circiimstances.  the  advantages  of 
the  ground,  and  the  availability  of  roads,  bridges,  etc.  These  stations 
constitute  the  second  line  of  medical  aid.  intermediate  between  the  first 
collecting -places  and  the  hospitals,  where  the  wounded  can  receive 
morc  careful  attention  and  remain,  if  nucessarj",  until  the  latter  are  pre- 
pared to  receive  them,  They  arc  provided  with  tents,  additional  splints 
and  dressings,  opcratiiig-iahles,  light  cnokiny-ajiparatus.  h^nd-Iitters, 
ambulance  compajiie-s  nf  the  ho.spit;d  corp.s.  and  ambulance  surgeons. 
I'icarcr  detachments  under  medical  ofliccrs  advance  to  the  first  collect- 
ing-places or  beyond  and  bring  in  the  wounded,  assisted,  as  far  as  pos- 
sible, by  the  ambulances. 

English  regulations  prescribe  that  the  ambulance  train  shall  be 
divided  into  two  sections,  one  to  ply  between  the  dressing-places  and 
the  ambulance  stations,  and  the  other  between  the  latter  and  the  field 
hospitals.  Ambulances  may  not  reach  the  first  drcssing-]3laces  during 
an  engagement,  and  when  they  do  t]>e  wounded  should  ntft  be  unloaded 
and  reloaded,  but,  if  possible,  taken  direct  to  hospital.  The  sooner 
they  get  to  some  permanent  place  of  rest  after  their  injuries  are 
received,  and  the  less  they  are  handled  on  the  way,  the  bcUer. 

The  location  for  field  hospitals  should  be  selecled  and  made  kjiown 
as  early  as  possible,  so  that  the  wounded  can  be  sent  to  t/uii  pt>iitl 
ivithout  waiting  for  Ihc  wagons.  In  fiirlhcninre  <>f  this  important 
object,  it  is  well  to  have  an  advanced  detachment  of  the  hospital 
in  two  or  three  light  ambulances,  pro\idcd  with  material  for  the  sur- 
geons an<l  assistants,  who  can  take  station  there  and  make  a  beginning 
in  case  of  the  usual  delay  in  getting  up  the  heavy  trains. 

When  the  wounded  have  to  be  held  overnight  or  for  some  time  at 
the  ambulance  stations,  it  becomes  nccessarj',  cs|x-cJallv  in  hot  weather, 
to  make  a  thorough  examination  of  severe  injuries,  to  renew  provis- 
ional dressings,  remove  constricting  bandages,  ligate  vessels,  apply 
orainagc,  and  do  such  other  ojierations  as  may  be  urgently  needed  to 
maintain  asepsis  and  secure  safety  during  further  transportation.  Coii- 
Si-ri'ative  suri^ery  on  this  part  of  the  field  should  be  a  cardinal  rule,  and 
particularly  witji  rcjjard  to  anipiitations.  Severe  gunshot  injuries  of 
the  long  bones  in  soldiers  treated  under  tents  and  open  outbuildings 
often  do  well  without  any  mutilating  operation.     Haga'  reports  that 
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on  the  field  in  the  war  with  China  he  selected  Tor  amputaticiii  some 
gunshot  fractures  of  the  femur,  but,  bcinpj  obiifjcd  to  abandon  the  oper- 
ation for  lack  of  time,  he  was  greatly  surprised  afterward  to  find  that 
ttiey  liad  healed  with  good  rciiults.  Amputations  after  the  battles  of 
Santiago  and  Manila  were  very  rare. 

Small,  entirely  detached  pieces  of  broken  l>i>ne  may  be  removed, 
when  necessary,  by  enlarging  the  wound  of  exit,  after  which  all  possi- 
ble effort  should  be  directed  ( i )  to  maintain  asepsis,  and  (2)  to  prevent 
shaking  up  and  displacement  of  the  fragments  during  transportation. 
The  chances  of  necrosis  in  other  pieces  of  bone  may  be  salely  left  for 
later  consideration.  Such  cases  require  some  pliice  of  rest  within  a 
reasonable  lime  after  injury,  and  some  carefully  adjusted  immobilizing 
splint.  If  they  are  jolted  about  from  one  point  to  another  for  ten 
days  or  two  weeks  immediately  after  a  battle,  infection  and  secondary 
amputation  ni.iy  be  the  result. 

I^aparotomy  at  the  ambulance  stations  will  hardly  be  practicable, 
or  even  ju.sLifi.iblc.  The  time,  experience,  skill,  proi>er  malcriut,  coni- 
(x-tent  assistance,  and  other  special  conditions  which  this  o[>cratton 
demands  will  rarely  be  available,  and  without  these  nothing  but  fail- 
ure can  be  expected.  Moreover,  such  cases  require  eompUtt  rest  after 
operation,  which  fhrx'  tnmwt  have  vn  (he  fitld. 

At  the  field  hospitals  all  the  conveniences  for  modem  surgery, 
except  perhaps  time,  are  provided,  and  any  operation,  including  lapa- 
rotomy for  gunshot  wounds,  may  there  be  done.  A  considerable  num- 
ber of  pi;netrating  abdoniinat  wntimis  ;ire  received  in  battle,  but,  unfor- 
tunately, many  of  these  patients  jxrrish  from  shock  or  hemorrhage 
before  they  get  to  the  hospital,  while  others  arrive  too  late  for  suc- 
cessful operative  treatment.  Cases  of  slight  injury  and  men  able  to 
walk  are  usually  among  the  first  to  come  in.  Nourishing  food  and 
refre.'^iinients  are  provided  for  the  wounded  as  soon  as  they  reach  the 
hospital.  The  activity  of  the  surgical  staff  is  directed  to  a  careful 
examination  of  all  injuries,  taking  the  most  urgent  cases  first.  Opera- 
ting-boards are  organized,  and  r^pcrations  conducted  with  every  j>ossi- 
ble  aseptic  precaution.  No  bulky  or  complicateil  sterilizing  apjuratus 
is  necessary;  boiling  can  be  done  in  simple  tin  or  copjier  vessels, 
which,  to  save  room,  fit  into  each  other  in  nests  of  six  or  a  dozen,  and 
serve  for  the  hands,  instruments,  and  all  other  purposes.  Towels. 
gauze  pads,  silkworm-gut,  silk,  horsehair,  and  everything  used  in  an 
o]»eration  that  will  stand  boiling,  including  the  tin  vessels  in  which  pads, 
instruments,  and  ligature  are  ])iaced,  should  be  boiled.  Sterile  ciitgut 
and  tendon  ligature  of  n-lialjle  quality  arc  now  furnished  dry  am! 
sealed  in  small  paper  envelopt-s,  convenient  for  field  use.  Boiled  horse- 
hair is  an  excellent  materia!  for  skin  suture.  For  tlie  hands  there  are 
hot  water,  green  soap,  alcohol,  btchlorid  and  mustard,  or  potassium 
permanganate  and  oxalic  add.  and  also  rubber  gloves. 

The  region  of  wounds  is  to  be  th"roughly  sterili7.ed.  The  open- 
ings in  some  are  enlarged  to  remove  foreign  botlies  or  for  drainage. 
while  others  may  be  closed,  and  all  i)ermanently  dressed.  When  the 
wounded  have  not  remained  too  long  on  the  field,  all  except  the  more 
lacerated  injuries  and  those  that  have  been  handled  may  be  regarded 
as  aseptic.   Fractures  are  readjusted  and  plaster  or  other  proper  splints 
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applied;  hut  an^putation.s  arc  restricted  to  those  cases  in  which,  from 
injury  to  important  blood-vessels  or  nerves,  it  is  c\*idciit  that  the  limb 
cannot  be  saved. 

Wounds  (jf  the  joints  will  often  do  rcnmrlcably  well  under  aseptic 
treatment  willmiit  any  .seriows  operation.  Clots  of  blood  and  spictila: 
of  bone  may  be  removed,  the  wound  (lushed  with  salt  or  boric  solu- 
tion, and  treated  with  light  drainage,  fixation,  and  absorbent  gauze> 
cotton  dressing.  Typical  resections  wiJl  vcrj'  rarely  be  needed.  In  soft 
bone  at  ordinary  ranges  the  new  bullet  makes  nearly  clean  perforations. 

The  surgery  at  well-appointed  field  hospitals  is  based  on  the  same 
principles  as  ]>ur>*ued  by  modern  surgeons  elsewhere,  and  need  not  be 
discussed  at  length.  The  woinided  must  be  preparetl  as  speetiily  as 
po.ssiblc  for  transportation  or  transfer  to  other  haniLs,  in  order  that 
the  .surgeons  and  their  assi.stant-s  may  be  relieved  and  the  tents  and 
materia]  repacked  in  readiness  to  move  on  with  the  troops.  The  time 
for  this  is  sometimes  very  short,  while  at  others  there  is  no  immediate 
hurrj*.  A  guard  is  needed  to  keep  order  and  pick  up  stragglers  and 
those  able  to  return  to  their  eommands.  Here  the  army  is  usually 
iTirt  by  physiciauN,  surgeons,  and  trained  female  nurses  from  civil  life, 
and  here  near  the  field  all  the  severely  Wi>un(.letl  and  sick  wlio  would 
be  injured  by  further  movements  should,  if  practicable,  be  kept,  with 
ample  provision  for  their  treatment,  until  they  arc  in  a  condition  to 
bear  tran>portation  by  ambulance,  railroad  train,  or  steam  vessel  to 
the  general  hospital?  at  the  base  of  operations.  The  slightly  in- 
jured and  those  only  temporarily  ill  ought  to  be  sent  to  hospit;ds 
not  too  far  away,  where  they  can  be  restored  to  their  commands  as 
soon  as  they  recover.  As  wound-infection  most  frequently  arises  from 
contact  with  septic  hands,  the  most  stringent  regulations  should  be 
enforced  to  guard  against  this,  even  though  the  wound.s  be  left  without 
dressing  until  they  reach  the  hospital.  The  contact  of  clothing  is  less 
dangerous  than  that  of  septic  fingers. 

On  the  night  after  a  battle  and  during  the  following  day,  when  the 
forces  have  not  been  driven  back,  the  labors  of  the  medical  department 
are  often  severe  and  incessant.  After  many  of  the  great  battles  in 
modern  wars  some  of  the  severely  wounded  have  Iain  twenty-four 
hours  or  even  longer  on  the  field  before  they  could  be  brought  in. 
Large  gasolin  illuminators  and  electric  lights  have  been  devised  and 
proposed  to  aid  in  the  search  for  wounded  at  night ;  but  the  use  of 
such  apparatus  would  be  possible  only  after  the  enemy  had  been 
driven  well  back  out  of  sight.  With  the  usual  animus  which  prevails 
between  combatants  in  war.  even  a  lantern  on  the  field,  or  a  light  at  the 
window  of  a  hospital,  when  visible,  is  sure  to  attract  the  enemy's  fire. 

Men  killed  on  the  field  arc  often  found  by  those  who,  from  lack 
of  personal  acquaintance  or  from  changes  that  have  taken  place  after 
death,  are  unable  to  recognize  the  bodies.  Long  lines  of  white  head- 
stones marked  "  unknown  "  arc  seen  in  our  national  cemeteries.  Such 
di.stressing  cases  may  he  easily  avoided  by  a  regulation  which  requires 
evciy  officer  and  soldier  in  the  fii;ld  to  wear  about  the  neck,  beneath 
the  clothing,  a  small  metallic  tag,  on  which  his  name  ami  the  date 
and  place  of  birth  arc  engraved.  This  humane  provision  should 
never  be  overlooked  by  mlJitar>'  authorities  in  going  to  war. 


CHAPTER    XXXI.' 
NAVAL  SURGERY. 

Few  of  the  occupations  of  mankind  are  so  fraught  with  peril  lo 
life,  and  well-being  in  all  its  buiirings,  as  that  of  nmriners ;  anil,  gener- 
ally speaking,  their  careers  arc  spent  in  an  environment  at  variance 
with  hygiene.  Tlieir  lives  are  isolated,  as  a  rule,  from  our  common 
humanity,  and  their  surroundings  usually  aggravate  any  existing  mor- 
bid tendency  or  effect;  while  absence  and  the  constant  restraint  and 
monotony  for  long  periods,  broken  only  in  the  vast  majority  by  peri- 
odical excess,  also  tend  to  shorten  their  days. 

In  their  sleeping-quarters  the  brcathing-sp;ice  is  about  iiiic-fifth  the 
amount  said  to  be  requisite  for  human  beings  aslinrc ;  and  this  air  is  often 
hot.  humid,  and  vitiated  by  the  conditions  and  emanalinns  of  aggregate 
living.  In  active  service  the  dietary*  Is  limited  to  a  small  number  of 
substances  artificially  conserved,  the  daily  fresh-water  supply  is  often 
curtailed,  the  work  is  hard;  and  there  is  exposure  U*  frequent  variations 
and  changes  of  climates,  seasons,  and  weather,  in  addition  lo  constant 
ex])eriencc  in  foreign  comttries  of  unusual  morbific  influences.  All 
these  set  the  seaman  ajjart  as  one  claiming  distinct  consideration  and 
treatment  at  the  hands  of  our  art. 

Before  the  advent  of  the  present  era  of  steam,  electricity,  and  other 
motive  forces  in  navies,  the  character  of  the  duties  of  the  naval  sur- 
geon was  entirely  different  from  what  it  is  at  present.  We  do  not  now 
very  often  meet  with  such  afTections.  injuries,  and  accidents  as  were 
common  in  former  times.  Masts  and  sails  have  gone  forever ;  anchors, 
chains,  and  all  heavy  weights  are  moved  by  the  power  of  steam  or 
other  machincr>' ;  the  great  guns  and  implements  of  offensive  power 
train  and  move  to  the  touch  of  the  small  wheel  or  lever.  Nor  do  our 
patients  present  tlie  chronic  illnesses  of  the  former  days,  when,  with 
sail-powered  ships  and  long  voyages,  there  also  rctgned  the  old  methiuls 
of  surgery — the  pre-aseptic  days.  Chronic  ulcerations  and  deformities 
from  genito-urinary  and  syphilitic  diseases,  unhealed  fractures  of  bones, 
parasitism,  and  the  hoi>eless  cases  of  obscure  internal  di.sease  arc  now 
rarely  encountered.  The  progress  of  knowledge  has  banished  these 
specters  from  the  sailor's  life. 

Yet.  with  all  that  can  be  said,  our  art  is  still  applied  with  difficulty 
on  shipboard;  the  circumstances  oppose  success  in  many  instances, 
and  these  are  in  great  degree  unavoidable  and  inseparable  from  the 
contlitions  of  the  compressed  human  and  material  activities  of  the 
modern  fighting-ship.  The  fact  that  the  life  of  the  sailor  is  materially 
improved  in  diet,  contentment,  and  comparative  freedom  from  long 
deprivations  is  the  chief  gain.  and.  as  a  rule,  presents  us  with  belter 
material  in  our  patients  than  was  formerly  the  case. 

With  the  extraordinary  changes  in   ships  there  has  also  occurred  a 

'  The  «liior«  il>-epljf  rcRrct  lu  be  obliged  lo  announce  fhe  de*il"  i^l"  ihe  Mitbor  of  lh» 
chapter  al  ibe  oioiuenl  uf  guing  lo  preM. 
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great  change  in  the  character  of  the  injuries  and  in  their  relative  fre- 
quency. Formerly,  the  greater  number  of  traumatisms  were  due  to 
the  manipulations  of  the  sails  and  ropes  ("man-power"),  the  guns 
were  small  and  easily  handled,  deck-space  was  ample  and  free  from 
obstructions,  and  the  crew  in  great  part  spent  the  time  occupied  in  the 
open  air.  At  present,  during  peace,  the  accidents  are  due  mainly  to 
the  tending  and  handling  of  the  very  numerous  engines  and  machinery 
(a  battle-ship  containing  nearly  a  hundred  distinct  steam  cylinders),  to 
the  complicated  decks,  steep  metal  ladders,  narrow  hatches  and  pas- 
sage-ways; to  burnings,  slight  explosions,  contusions,  lacerations;  and 
with  a  few  cases  of  submersion,  heat-stroke,  and  asphyxia. 

The  relative  frequency  of  surgical  diseases  and  injuries  in  the  largest 
navy  extant,  that  of  Great  Britain,  is  as  follows : 

English  Nmy. — Surgical  diseases,  average  number  per   lOOO  of  streaglh  for  six  yean 
(1887-1892)  : 


Septic  diseases         

Syphilis,  primary 

"       sccoodaTy     .    ,    .    . 

(ionorrhea 

Genilo-urinary  diseases  .    .    . 
Kye  and  ear  diseases  .    .    .    . 

Poisoning 

General  wounds  and  injuries 
Local  wounds 


No.  of  Cwei- 


0.88 

57  »6 

23-97 

76.21 

9.80 

5. 18 

0.85 

387 

197-51 


Daily   Sick. 

0.06 
5.01 
2.48 

509 
0.56 
0.50 
0.02 
0.06 
6.57 


Invalided. 


1.02 

1-97 
0.69 
0.82 

1.44 
0.02 
0.16 
1.92 


Death*. 


0.05 

o.os 

0.02 
0.19 

0.04 

I. si 

o.z8 


English  Naiiy,  1893. — 

Average  number  daily  sick-rate  per  looo  of  strength 41-33 

Invalided 27.04 

Deaths' 11.29 

Death-rate  from  disease 4-07 

"  "     accident  and  injury 7.22 

Avenge  dealh-rate  per  iocx>  for  twenty  years,  from  violence  ...  33.85 

Germnit  Navy,  1893-1895. — 

Average  strength  at  sea,  10,886  ;  on  shore,  9172.  Total,  20,058.  Constanlly  sick,  36,1 
per  1000.  Average  duration  of  sickness,  13.6  days.  Of  the  total  deaths,  48  per  cent, 
were  due  to  accident ;  6  per  cent,  to  suicide. 

10  deaths  due  to  powder  explosion  ("  Baden  " ) , 
94      "  "      boiler  "         ("Brandenberg,"  25  killed). 

40       "  "       drowning. 

6       "  "       falls  from  rising, 

U.  S,  Navy,  1896, — Average  strength,  13,768. 

Admissions  for  disease.  8652  ;  ratio  per  1000,  628.42. 
"  "    injury,    2056 ;       "    "      "      149-33- 

Deaths  from  disease,  64  ;  per  lOOO,  4.51- 
"        "     injury,   14;     "       "     0.98. 
Ratio  of  deaths  from  all  causes  per  1000,  5-49- 

" '       "        "         •'       "       for  189S,  6.82. 

Table  of  Surt:i<-al  Disrnses  itnii  Injuries,  U.  S.  Nary,  1896. — 

Diseases  of  bones  and  contiguous  struct- 


ures      3^ 

.Synovitis,  thecitis 62 

Abscesses 287 

Carbuncle       21 

Cellulitis 31 

Skin  diseases 778 

Parasitic  diseases 30 

Visual  apparatus 15' 

'  This  high  rate  is  due  to  ihe  sinking  of  the  "  Victoria,"  with  loss  by  drowning  of  358. 


Motor  apparatus 439 

Venereal  and  genito-urinary  diseases  .  1244 

New  growths  and  cysts 22 

Wounds  and  injuries 1807 

Extraneou.s  bodies 9 

Poisoning 24^ 

Invalided  and  unfit  for  service   ....       5^ 
Deaths 42 
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Sptain* 4tO 

(idulUMnI  Wdunil* 194 

Inciwfl          *'          125 

■.Aceralecl       " 300 

IHinctuTcd     •*          54 

Uun»}L'j|         " * 

CHlicr  Bui^^inil  injnrica 3j 

Wholly  (liMiWwl 2S 

Ucalhh 11 


t/.  S.  Navy.  1896.     CkarmtUf  0/  Imjurm. — 

Abnuions .  44  ' 

Burn» 95  I 

A»physij ......  j 

Submcn-iun JO 

L'on(u»ians 449 

(.'<rnai!t)>iuns 5 1 

Dcrurinilics .|.....  3 

l'r»t:tu(ci IJ7 

I.uxtui(in:i  . 24 

H«fiiia 48 

Riilio  of  whr>Uy  diulrlnt  |icr  lOOO  of  caSM,  0. 185, 
Kntiu  uf  deuthii  per  lOOO,  0.072. 

In  1X89  (KngUsh  NsTy),  of  an  elective  »ircti]>lh  af  50,790  uf(icrr«  iiiir]  men,  Ihcre  were 
10.607  K^ncTiI  UiumBtisins  (210.61  per  lOOO).  Of  thi»  numbor,  147  were  heat-strokes, 
with  7  dralS.*;  53  case-i  oJ"  submersion,  with  JJ  ijualhs;  and  19  with  multiple  injuries,  lo 
of  which  tcrmiiialc^l  fatally.  l.ocal  injuria  camprifced  7 jo  burns  and  ikin-WiariA,  while 
fratliir<*»  and  [uxaliiiiiK  wm  Lhf  aiUM!  of  ai  deaths. 

Ill  1890.  yf  ail  cffctiivc  slrcnglh  of  53,350  men,  there  were  10,805  mm*  of  Irenmaiiwi 
(202.53  jier  1000).  Civnrnil  ncudenti  ci)iii|jriM»]  25  1ieal-Alroki-?i,  6  general  hums  wilh  4 
jralhs,  23s  cases  of  »ut>[ucrjiun,  a«d  17  cases  i>f  (jcncrwl  at-ndciils  wilh  14  deaths.  Seven 
hiindrrd  and  twelve  were  local  bittnK,  and  fractures  attd  di^luuiliun^  caused  ai  dealh». 

These  lignres  indicate  that  Mirsical  case*  are  much  le*5  formidable  than  mcdicnl  ca»es, 
and  aiiproximale  the  proportions  observed  foe  the  army. 

Taking  ilie  attainable  frgurc*  for  the  thrw-  yeais,  1894-1S96,  we  ha«  a  pmporti^tii  of 
6.5a  per  1000  fiX  effective  Mrengtb.  of  whith  Uaumatisnu  alone  give  not  over  J.86  per  1000. 

Diseases  and  injuries  amonR  seamen  arc  closely  connected  with 
their  duties.  Thus,  men  imicli  cniploycci  below  decks  arc  anemic  and 
debilitated.  Lookout-men  .suffer  froiii  weak  siglit  and  loss  of  visual 
accommodation.  Helmsmen  are  liable  to  accidents  at  the  wheel 
and  sufTLT  from  exposure.  Men  much  aloft  -sufifer  from  traumatic 
Ifsions  (»f  the  hands  and  fc-ot,  ainng  with  a  tendency  to  cardiac  hyjier- 
trophy  and  hernia,  luigine-  and  (ire-room  men,  \vt>rking  nn<ler  condi- 
tions of  high  temperature  and  vitiated  air,  arc  subject  to  heat  di.sorder, 
vertigo,  and  convuUtonii;  while  bums  and  lacerated  injuries  are  very 
frequent. 

THE  COMMONER  SURGICAL  INJURIES. 

Simple  Wotinds  by  Ctittlng- instruments. — As  one  of  their 
most  cherished  l^^>SM■^^il»rI•i  allowed  by  rcj^ulations,  seamen  carry  a 
lar^c  clasp-knife.  Al  the:  iircsent  day  the  end  of  the  blade  is  blunt,  but 
the  blade  itself  is  large  and  heavy.  The  men  use  the  knife  for  many 
and  all  pnrjxiHes.  from  paint-  and  spar-scraping  to  table-use  and  tobacco- 
ciiHint:.  an<i  it  tint  infrequently  comes  Into  use  during  their  many  quar- 
rels. Usu.Tlly  the  wounds  made  by  this  knife  arc  of  the  fingers  and 
hanils.  or  of  tht-  large  muscles  of  the  thighs,  deeply  divitling  tissues  and 
involving  dangerous  bleedings.  Struggling  to  seize  another's  knife  has 
frequently  resulted  in  transverse  cuts  nf  palm  or  fingers.  Slicing?  of 
the  fingers  from  the  c<tok's  knives  or  from  the  long,  slender  bread-knife 
are  also  much  in  evidence.  These  incised  wounds,  as  a  rule,  do  well 
wilh  simple  management,  taking  care  that  the  wound  is  well  cleansed 
before  applying  the  dressings.  Deep  suppurations  do,  however,  follow, 
and  their  Treatment  is  ihr  same  as  of  similar  wounds  in  civil  life. 

Puucttired  Wounds. — ^The  va-^t  majority  of  these  arc  also  of 
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minor  importance.  Marlin-spikc  wounds  are  less  and  less  seen  with 
the  disappearance  of  sails  from  ships.  The  custom  of  going  barefooted 
upon  all  itossiblc  occasions  causes  sailors  many  punctured  wounds  of 
the  feet;  but,  excepting  when  produced  by  poisonous  substances,  or 
the  spines  of  fishes  and  sea  organisms  on  tide-washed  shores,  sphntcrs, 
and  so  on,  they  require  only  protective  dressings.  Sea  water  irritates 
and  aggravates  all  wounds,  and  it  not  unfrequently  li;ip]x,*ns  that  simple 
wounds  are  eaniplieated  with  more  or  less  dermatitis  of  the  rcgit)n 
involved.  Stab  \s'outuls  may  be  cxix^ctcd  at  any  time,  and  chiefly  in 
cnuiitrics  where  the  populations  arc  prone  to  use  the  knife.  In  such 
scu|x>rts  the  men  in  their  shore-goings  are  at  times  set  upon  in  their 
quarreihngs  by  the  natives,  sometimes  with  painful  results. 

Wounds  cjf  the  hands  and  feet  are  the  most  common  among  sea- 
men, antl  probably  as  many  as  3  per  cent,  of  the  men  on  an  actively 
employed  modem  war-ship  will  require  trcainu-ni  enustantiy  for  these 
annoying  cases.  Splinlers  of  wood  and  metal,  pieces  of  coal,  or  some 
one  of  the  innumerable  details  of  the  machinery  in  motion  are  resi»on- 
sible  for  most  of  ilicin. 

Injuries  and  wounds  of  the  head  and  trunk  are  thought  to 
be  less  freciiieiit  than  for:ner!y,  due  to  the  piissing  of  masts  and  sails. 
Fearful  accitleiits  aiul  severe  injuries  of  the  head,  cimcussions.  fract- 
ures, and  laccratifnis.  in  fdrnier  times  n.'Sii]|f<i  from  the  not  rare  falls 
from  aloft,  and  interesting  accounts  are  given  by  the  older  writers  of 
tiieir  frec]uency  and  seriousness.  In  falls  from  aloft  the  hands  and 
arms  may  be  lacerated  with  friction-burns,  made  in  the  efforts  to  grasp 
parts  of  the  rigging.  'Jhese  wounds  require  the  most  painstaking  care 
for  any  adequate  success,  the  tissues  being  in  "strings"  and  much 
devitalized.  Hands  and  feet  caught  in  blocks  and  sheaves  may  be 
pressed  out  of  all  shape;  but,  as  a  rule,  dn  fairly  well  under  treat- 
ment. The  sudden  tightening  of  slack  cable  or  line,  followed  by 
bruising  injuries  of  the  feet  or  ankles,  is  to  be  expected. 

In  the  order  of  frequency,  fractures  cnmc  next  after  contusions 
and  bruised  wounds.  These  result  from  the  insecure  footing,  due  to 
movement  of  the  ship,  and  the  weight  and  complexity  of  the  materials, 
machinery,  and  great  ordnance  in  the  present  vessels.  These  being  not 
unlike  fractures  generally,  need  no  further  remark  here.  The  surgeon's 
outfit  includes  varieties  of  splints  and  materials  sufficient  for  the  usual 
management  of  lhe.sc  cases ;  and,  as  a  rule,  the  earliest  possible  immo- 
bility and  ambulant  treatment  is  advisable.  A  large  spacious  swinging- 
cot  is  employed  for  these  cases,  and  the  suj^con's  ingenuity  is  tested 
severely  in  managing  them  successfully  at  sea. 

Those  men,  skilled  seamen  as  a  rule,  whose  duties  pertain  to  the 
heavy  anchors  and  chains,  with  the  nttcndant  steam  niachiner}-,  arc  in 
constant  peril  of  injury  during  the  time  of  their  actual  work  of  anchor- 
ing the  ship,  or  when  securing  the  anchor,  and  some  of  the  most  serious 
injuries  occur  among  them.  I'-normous  weights  are  then  suspended 
in  mid-air,  the  men  tending  and  guiding  numerous  lines  and  heax-y 
sheaves,  with  possibly  a  moving  base.  In  ■"  letting  go,"  the  anchor 
gear  is  liable  to  sudden  check.s  and  breaks,  while  the  great  cables 
seem  animated  with  a  vicious  force  in  rushing  overboard.  In  "heav- 
ing in,"  the  chain  strains  and  stretches  around  the  drum,  and  the  task 
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of  naTely  handlint;  and  securing  the  unwieldy,  heavy  mass  is  not  with- 
out  it.s  dan^'ers  at  all  times.  Serious  accidents,  crushing  injuries,  and 
compountl  fractures  arc  not  uncummon.  wliilc  the  outcome  is  more 
often  unsatisfactory  than  otherwise,  notwithstanding  the  greatest  care. 

The  Engineer's  Force. — Owing  to  the  necessarily  contracted 
spaces  in  wliicli  llic  machinery,  boilers,  and  fire-rooms  of  naval  vessels 
are  placed,  accidents  and  severe  injuries  may  be  loftked  for  more  fre- 
ejuently  among  these  men  below  than  from  any  other  class  on  ship- 
hoard.  The  vital  macliincrj*  and  accessories  on  war-ships  arc  all 
below  the  water-line  and  covered  by  an  armored  deck,  unhkc  the 
steamer  in  the  merchant  service,  where  the  vertical  space  employed 
allows  at  once  of  more  desirable  room,  with  increiised  light  and  more 
economical  disposal  of  p<nver.  There  is  limited  room  in  attending  the 
enormous  amount  of  detailed  mechanism  literally  oi»  all  sides,  greasy 
metal  foot-plates,  uncertiiin  to  the  hurried  fool,  and  the  ship's  motion 
requiring  constant  hold  and  support  in  moving  about;  all  these  add 
an  element  of  uns;ifcty  to  these  men's  hvcs.  Long  and  frequent  hours 
of  work  or  "  watches,"  under  great  heats  and  a  vitiated  atmosphere, 
the  common  experience,  exhaust  their  energies ;  and  from  all  the  con- 
ditions it  is  readily  seen  how  great  is  the  liability  to  injurj'.  L'nfor- 
tunatcl)',  these  accidents  arc  often  so  severe  that  amputation  and 
"  trimming  "  operations  arc  required.  More  serious  strokes  and  fatal 
crushings  of  the  trunk  happen  only  at  long  inter\*als.  Hands  and 
arms  suffer  most,  and  the  writer  has  seen  the  forearm  cut  off  at  the 
wrist  by  one  downward  movement  of  the  yoke  in  the  eccentric. 
Shock  is  severe  in  these  engine-room  injuries,  some  hours  usually 
being  required  before  repair  operations  may  be  attempted.  Not- 
withstanding the  greasy,  blackened  appearance,  these  wounds  and 
lacerations  heal  kindly  enough.  When  combined  with  bums  or 
scalds,  repair  and  restoration  arc  long  delayed,  llecause  a  finger  or 
part  of  a  hand  has  been  compressed  to  a  bluish-white,  wa.xy  mass,  it 
should  not  be  taken  as  proof  of  its  complete  loss ;  and  it  is  astonishing 
what  success  may  be  attained  with  most  of  these  cases.  Hence  tliere 
should  never  be  any  haste  in  operating  and  removing  apparently 
destroyed  terminal  portions  of  members,  for  the  recognized  principles 
of  restorative  care  and  conservative  surgery  may  be  rewarded  with 
gratifying  success. 

Service  in  the  torpedo-boats  may  be  said  to  be  an  exaggeration  of  the 
engine-  and  fire-room  ser\-ice  of  the  larger  naval  vessels,  because  of  the 
still  greater  complexity,  compactness,  and  delicacy  of  all  parts  in  these 
rapid  craft.  Ailded  to  this  is  the  fact  of  nearly  certain  destruction 
once  an  enemy's  rapid-fire  zone  is  entered  with  discovery.  Accidents 
from  the  compressed-air  mechanism  and  cylinders  (torpedoes  being 
automobile  from  thi.*  source)  arc  also  to  be  noted,  these  being  of  die 
nature  of  cxplosion.s.'  The  battle  casualties  of  torpedo-boats  arc 
beyond  all  the  usual  proportions,  the  killed  and  wounded  coming 
within  a  ship's  fire  znne  ranging  from  50  per  cent.,  in  a  few  minutes  of 
a  pnrtLiI  action  (United  States  Torpedo-boat  "VVinslow,"  Cienfuegos, 
Cuba,  May,  189S),  to  complete  destruction  and  sinking  (Jajwnese 
boats,  Port  Arthur.  China,  in  1894:  and  Spanish  boat  attacking  United 

*  Serenil  nich  are  ic[M>rtcd  in  tbc  Artk,  dt  MtJ.  lutcnir,  tonu:  lii.,  1889. 
fl 
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States  riag-ship  "  Olympia, "  battle  of  Manila  Bay,  May  I,  1S98). 
These  craft,  upon  their  appearance  and  discover^',  their  usual  fate  thus 
far.  become  Ihc  chief  target  from  the  oi>posing  ship  or  ships,  and, 
being  unprotected  by  armor,  speedily  succumb  under  the  withering 
fire  of  the  machine-  aiid  rapid-fire  guns,  long  before  they  reach  their 
effective  range  (600  yards).  There  is  also  little  protection  from  the 
ordin.iiy  perturbations  of  sea  anrl  weather. 

I^xplosions  of  Ordnance. — Since  the  nuizzlc-loading  {^un  has 
disappeared  from  the  batteries  of  the  modern  naval  vessel,  and  this 
tj-jjc  of  ordnance  has  become  quite  obsolete  in  the  strict  technical 
sense,  accidents  from  premature  explosions  are  rarely  met  with,  and 
we  are  spared  the  j>eriodicaI  occurrence  of  the  painful  scenes  depicted 
by  former  writers.  It  is  not  so  long  ago,  however,  that  one  licard  of 
the  arms  o{  the  rammers  and  spongers  being  torn  away  and  flung  in 
the  sea,  and.  at  every  occasion  for  saluting,  grim  custom  has  required 
the  presence  on  board  of  the  surgeon.  Nor  are  explosions  of  naval 
ordnance,  due  to  defccU  of  manufacture  or  to  excessive  chaises,  so 
common  as  formerly. 

Such  gmtl  ex}>|u»iiiiih  a.s,  for  iii'itaiKC,  ■'>ci:utTe>l  in  ilic  Kii.^iiitiii  iii.iticl.i<IS  turret  in  May, 
1^97  ( "  Si.-<siii<VcliLy,"  tin*  I)  retell -block  of  s  iz-inclj  gun  blew  imiI,  the  f>K:apiii|{  )[a«  Tillnt 
the  tuiTcl,  causing  il  al-«<>  io  rxplode),  arr  <lu«  (n  itiipctfn:)  closing  and  locking  of  brevcb- 
binck  mcchnnUms ;  ami  one  hrart  of  narrow  escapes  not  infrequc^nlly  from  this  eaii^e  in  all 
*emcet.  In  the  inxLtnce  of  ihr  RuWnn  »hip  ritcnl,  the  wrecking  ami  tlentruelion  were 
incuricvivably  wide-reactiiiii;  ;  but  few,  if  any,  invn  c-Kuped  (30  tu  30  were  killed  and 
woundc<l ) .  and  the  ship's  section  occupied  by  llit  turret  was  in  f^rcal  part  destroyed. 

Gun  construction  is  now  aln>ost  an  exact  science,  requiring  careful, 
painstaking  steps,  from  the  selection  of  the  ores  and  metals  to  the  final 
conclii.sinn  of  the  firing-rounds  on  the  testing-  and  proving-grounds. 
No  gun  is  mounted  on  shipboard  without  its  safe  transit  through  all 
the  manifold  consecutive  trial  stages. 

Snmr  of  thr  gieM  losses  from  ex]ili)M»ii!i  of  gun^  nf  lurj^e  ratilier  are  b»  follows: 
French  sliip  "Suffem."  a(  Toiiilon  (185$),  39  mcu  killed  and  wounded  :  Endisli  tjiip 
"Thunrlerer"  (1^701,  42  mfn  killed  utid  wounded  ;  Kngli*ti  s)ii]i  "  OilliiigwiptHl,"  where 
a  eburge  uf  714  jKtunds  of  powder  exploded  a  large  gun,  killing  and  wounding  over  20< 

That  we  may  expect  more  great  gun  explosions  in  the  future  is 
likely  enough,  considering  that  the  question  of  the  "life"  of  these 
large  pieces  of  ordnance  is  still  an  undetermined  quantit>'.  After  a 
hundred  rounds  have  been  fired  from  many  of  the  guns  now  mountcrd 
on  most  naval  vessels  in  existence,  of  a  caliber  at  and  above  10  inches, 
they  arc  not  safe.  The  later  and  better  guns,  however,  arc  with- 
standing 200  rounds  and  over  safely.  The  noted  100-ton  guns  of 
the  Italian  and  KngKsh  navies  were  discarded  after  their  seventieth 
round,  and  are  now  obsolete.  The  pre\ailing  large  guns  of  first-class 
battle-ships  .ue  of  13-inch  bore,  weigh  not  over  62  tons,  and  their 
safety-limit  has  not  yet  been  reached  at  150  rounds.  Small-bore  guns 
in  the  better  makes  do  not  seem  to  have  any  limits  to  their  firing- 
safety  and  designed  strength;  though  here.  too.  explosions  have  occurred. 
Fixed  ammunition  and  charges  of  explosives  have  also  added  an  de- 
ment of  greater  safety. 

Magazine  explosions  are  of  rare  occurrence,  becau.se  of  the  extra- 
ordinary precautions  and  safeguards  generally  practised.     Some  of  the  - 
most  destructive  on  record  remain  unexplained  in  their  causes.     But          m 
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the  unexpected  combustions  and  explosions  of  the  deteriorating  and 
changing  chemical  elements  of  the  several  explosive  compounds. 
stored  in  various  parts  of  the  vessel,  are  in  some  degree  traceable, 
though  the  subject  cannot  be  entered  upon  here. 

Boiler  and  Steam  Bxplo8ioti&.— ^Hoilcr  explosions  are  becom- 
ing rarer  witli  tlie  universal  use  of  the  tubular  lypc  of  construction. 
Though  steam  pressures  are  extraordinarily  iiigli,  there  are  many  safe- 
guards, and  the  skilled  men  in  control  note  tlie  danger-indications  in 
season.  Rscaping  steam  is,  however,  a  never-ceasing  peril  in  tlie 
modern  high-powered  ships,  and  burning  and  scalding  accidents  arc 
unhappily  common. 

lUiilcr  rxplti»ni)!t  and  caln^lrnphips,  sucli  an — Kngtiili  shij>  "Thiiiiilner,'*  July,  1876. 
15  svKiilcn  deallis,  antl  31)  scalilcil.  <>f  wlioiii  30  sAin  died;  E'rrnch  sliip  "  kcvanchr,"  1^77, 
with  uvci  lOO  cas(Uil(ic>;  Hnd  ihc  -iJujitiy  Ue  Luoic."  Krcu;;h,  1879,  a  Krure  of  men 
.scalded  in  an  atnwsphcrt  under  hijih  pressure,  forced  draui^ht — M*m  lo  hnvc  ccawd.  In 
lhr>p  in/slADCM  the  Ijoily,  homldy  dish|^rrd,  wa.t  gi-ncxiilly  whoJly  CDVclvpcd  in  olirc  uil 
hefore  iranhpwrt  in  the  liuspiul.  Ziiif  oxjd  and  lime  waicr  wtrc  mixed  wilh  Ihe  oil  in 
some  caie».     Opialck  were  rir<)uirc<l  lo  slill  ihc  crivs  of  the  »uffcn;n. 

Escaping  steam  from  a  fractured  pipe  is  an  ever-present  possibility, 
with,  as  a  rule,  only  jwirtial  scaldings,  where  a  large  volume  has  sud- 
denly overcome  a  section  of  men  in  a  compartment  before  being 
checked.  Heroic  courage  is  required  to  act  inldligenlly  and  ])romptly 
to  check  these  leaks,  with  resulting  burned  hands  and  arms.  These 
scald-burns  are  long  in  healing,  and  great  difficulty  is  exiiericnccd  in 
obviating  the  cicatricial  deformities  resulting,  skin-grafting  having  to 
be  practised.  Steam  inhalations  and  lesions  of  the  mouth  and  air- 
passages  are  concomitant  features  of  more  serious  import.  First 
appearances  of  men  scalded  under  these  conditions  arc  often  deceptive, 
and  the  prognosis  must  be  guarded.  I'oliowing  the  first  forty-eight 
hours,  the  usual  jKriod  of  greatest  immediate  danger  to  life,  there  are 
likely  to  supervene  .serious  organic  lesions  previously  unsuspected. 
Enfeebled  organs  promptly  fail  under  the  sudden  strain  of  shock  and 
the  absorbed  toxins.  Alcoholics— and  unfortunately  these  arc  numer- 
ous in  the  naval  service — do  badly  under  any  method  of  treatnicnt 
when  burned  or  scalded.  The  great  difficulty  in  cases  of  burns  on  slii|>- 
board  is  in  handling  them,  owing  to  the  lack  of  rooni  and  facilities,  and 
tliey  must  be  transferred  as  soon  as  possible  to  shore  hospitals  before 
tile  first  dressing  is  renewed.  The  warm  bath,  the  wheeled  tub  being 
brought  to  the  bedside,  and  the  patient  gently  laid  on  the  frame  and 
gradually  lowered  into  the  water,  offers  the  best  method  to  remove 
dressings  and  soak  away  discharges.  At  each  renewal  of  dressings 
the  same  method  is  to  be  em]>loyt:d,  anti  careful  absolute  cleanliness 
must  be  sought.  Sterile  gauzes,  abundant  cotton,  and  careful  bandag- 
ing are  essential.  Other  dressings  are:  bismuth,  zinc  oxid,  europhen, 
orthoform,  zcroform;  and  the  newer  similar  antiseptic  soothing  com- 
pounds have  their  uses,  either  alone  or  combined  with  lanolin  and 
white  vaselin.     (Sec  Vol.  I..  Chapter  V.,  for  treatment  of  these  injuries.) 

The  old  mixturt  of  linseed  i»r  olive  oil  with  lime  water  continues 
in  general  use,  either  alone  or  thickened  to  a  paste  with  zinc  oxid, 
magnesia,  bismuth,  acelanilid,  or  similar  sub-stances.  The  prevention 
of  sepsis  is  the  great  tiifficulty ;  while  the  care  and  patient  labor 
involved  in  dressing  these  cases  arc  extremely  trying.    The  use  of 
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artificial  scrum  subcutancously  or  by  the  veins  offers  a  promising 
field  in  cases  of  toxic  absorptions.  lowered  vitality,  and  shock ;  and 
hot  saline  rectal  injectiuns  ( 1 10'"'- 1 20°  K)  have  proved  useful.  Grad- 
ual f;iH  of  temperature,  suppression  of  urine,  and  irnininenee  of  death 
follow  these  cases  of  severe  burns,  and  may  be  met  by  the  use  of  strych- 
nin, warmth,  and  the  usual  supporting  measures.  Alcoholic  stimulants 
must  be  used  with  caution.  A  large  proportion  of  these  enfjine-  and 
fire-room  bums  arc  of  such  severe  character  and  extent  that  the  relief 
of  pain  is  the  cliii:!  iiuitcalion,  whatever  the  end  may  be. 

Poisoned  Wounds. — These  continue  to  be  met  with  on  the  coasts 
of  tropical  Africa,  India,  and  in  the  south  seas,  ami  result  from  poisoned 
war  implements,  still  in  use  aniony  many  aboriginal  iKM)plcs.'  Aside 
from  the  character  of  the  wound-s  inflicted,  the  measures  must  almost 
invariably  he  directed  to  antagonize  the  toNic  action  upon  the  heart. 
Snakc-vcnom,  plant-extracts  from  various  species  in  the  difi'erent 
countries,  and  the  rotting  carcass  of  an  animal  or  its  blood  alone,  arc 
the  usual  substances  in  which  the  weapons  arc  dipped  or  smeared. 
Much  of  tliis  subject  remains  so  obscure  that  a  list  of  plants  is  not 
here  given,  nor  the  methods  said  tn  be  in  ust-.  But  in  Oceanica  and  the 
East  Indies  the  plants  are  cnrdiac  dcpress;nits ;  in  the  New  Hebrides 
and  <;ome  of  the  South  Sea  Islands  the  poison  is  like  strychnin  in  ils 
effects  ;  in  Africa,  west  coast,  various  poisons  are  used,  including  those 
of  anthrax:  in  the  tropical  waterways  of  the  Amazon  and  (irinoco, 
curare  and  similar  plant-extracts.  Lc  Dantcc,'  in  New  Caledonia,  cul- 
tivated from  poisoned  weapons  the  tetanus-bacillus  and  a  "  vibrion  sep- 
tique."  These  poisoned  wounds  inspire  such  terror  in  the  hapless 
victims  that  a  great  part  of  the  ner\'e -phenomena  is  probably  due  to 
this  feature. 

The  treatment  consists  in  primarily  allaying  the  patient's  fears, 
opening  up  the  wound  freely,  clcan.sing  and  clearing  the  tissues  of  all 
possible  foreign  substances.  Free  bleeding,  suction  by  mouth  or 
cupping-gla.ss.  the  application  of  ligatures  to  delay  absoqjtion,  and  the 
internal  use  of  alcoholic  stimulation  and  cardiac  remedies  are  to  be 
tried.  Injections  of  potassium  permanganate  solution  deeply  in  the 
tissues  surrounding  the  .seat  of  the  wound,  combined  with  the  use  of 
ligatures  constricting  the  parts,  are  of  prime  importance.  After  a 
period  of  ten  to  fifteen  minutes,  it  is  useless  to  try  to  destroy  by  caus- 
tics venom-toxins  or  bacteria  deeply  placed  in  the  tissues.  Nitric  acid 
is  superior  to  all  others,  however,  if  such  are  to  be  used.  Sloughing 
and  devitalization  of  tissues  retard  healing  of  these  wounds,  and  pos- 
sibly some  of  the  later  eflects  are  consequent  upon  the  extreme  vigor 
and  de-itriictive  effects  of  tlie  local  treatment  usually  pursued. 

Hernia. — In  the  past  five  years  in  the  U.  S.  Na\y  there  has  been 
an  average  of  only  5  cases  per  looo  of  strength,  owing  to  thorough- 
ness of  the  physical  examinations  of  recruits. 

From  various  causes,  nature  of  work,  and  minimum  amount  of 
marching,  hernias  in  naval  services  are  less  frequent  than  in  land 
forces. 

In  the  U.  S.  Army,  of  79  operations  for  radical  cure,  only  2  failures 

'Tliuae  inlfctrted  in  tlie  sul>JL'ct  may  conwULagncau's book.  Pari*,  1897;  Bottsrrl.  La 
PfiUwH   Venimtux  ;  ami  C-aienn,  tSSS.  *  Arch,  dt  Miit.  mnn/f,  Jati.,  I893. 
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are  reported  (for  two  years).  By  a  recently  established  system  many 
useful  careers  arc  continued  in  semce,  and  the  government  is  saved 
considerable  cx|>ense  in  pensions.  The  subject  of  obligatory  operation 
is  being  ver>*  generally  agitated,  justified  by  the  recent  dc\'fIopmcnls 
anJ  progress  in  the  successful  methods  practised.  Rut  few  operations 
for  radical  curt-  have  been  performed  in  the  U.  S.  Nav>' ;  and,  as  a  rule, 
the  subjects  reject  them,  preferring  to  leave  the  service  with  pension, 
under  existing  laws. 

Appendicitis. — Fur  1^95  Ihc  numtxa  of  mks  in  Uie  17.  S.  Navy  wu  10 ;  iit  1896 

ao.  williuul  any  dcnlliii  tct  f.ir  »«  known.  IMaiU  %tv  larlcJiig  frum  wJiicli  nny  innlmriivc 
aiiatyMK  may  be  made.  Tliere  were  6  ijiier.ilii>ns  in  the  ao  casti  (  1S96).  petiumicd  loine- 
whai  Inie  in  iht  disease,  fallowed  liy  srtiinilary  <niemiion>  f'w  Mippiimiive  LoiKliliun^.  Th« 
coiidilions  »n  Kt)i])biMird — ovcn-mwditig  and  lack  uf  proper  facililic* — iialtiDilly  Titvar  ullta- 
cnti4crTative  inelhodK  of  trentmi'iit  wilh  niany  ^tirgcuiM  ;  ycl  llir  ( liaiigr  uf  Miiliment  iint>cl- 
linK  proinpt  stii^cal  int«rfcrciictr  in  lhe»e  ca«cs  is  rapidly  Incoming  apparenl,  anil  i»  in 
acciinlatirr  wilh  lh«  hcst  surgical  teaching;  and  expcricticc. 

The  History  of  Naval  Casualties. — Probable  Losses  ami 
CasHattUs  tti  BiiU/c. — MiHliiry  writers  estimate  the  nuniber  of  deaths  to 
the  wounded  on  the  battle-field  as  i  to  4.  and  the  total  losses  as  aver- 
aging 1 2  per  centum  of  the  effective  force  engaged.  The  proportionate 
losses  in  the  v;iriaus  arms  of  the  army  are  stated  to  be  ^Hcuyer) — 

Krom  the  fir^  of  tmnll  nmi'*,  infanlrvi  So  per  eenl. 

Kroiii  the  fire  of  arlillery,  iS  per  tent. 

Othpr  anns— '■wonts,  iMymrl*,  elr. — 2  jwr  criit. 

Thcw:  Mgurcs  rcvccseit  wuulil  make  die  loiisc^  fur  sc*  battles: 

From  (he  fire  wf  artillery  ami  its  ciTccIs  So-<)0  |>cr  cent 

From  the  lire  of  small  arm*.  10-30  i>er  ecnl, 

Krum  other  arms  nil. 

Sea  fights  in  modem  times  are  entirely  dependent  on  the  fire  and 
destructive  effect  of  Iieavy  ordnance,  and  scnalt  arms  cut  no  decisive 
figure.  ICach  shell  exploding  is  immediately  transformed  into  a  multi- 
tude of  missiles  of  greater  or  less  size  and  weight,  and,  as  a  rule, 
forms  a  /.one  of  positive  dtstruclive  energy  ■uid  cfleets  that  only  armor 
of  some  inches  in  thicknes.s  can  withsUmd.  Special  arm  or- piercing 
shells  are  even  more  destructive. 

In  future  naval  conflicts,  ships  being  evenly  matched,  for  instance, 
the  personnel  will  not  be  considered  as  having  suflered  excessively  if 
one-third  are  killed  and  wounded,  though  the  severer  sea  duels  of 
which  we  have  good  tiata  show  much   greater  losses. 

The  present  naval  vessel,  with  its  curved  protective  deck  of  steel, 
averaging  3  inches  in  thickness,  extending  frnm  side  to  .Mde  the  whule 
length  of  the  structure  just  below  the  water-line,  divides  ihe  ship's 
company  into  those  operating  the  offensive  mechanism — guns,  torpe- 
does, etc. — and  who  are  exposed  to  the  direct  enemy's  fire,  and  those 
below,  responsible  fnr  the  ammunition-supply,  and  the  steam  and  other 
niuinr  agencies  upon  which  the  very  life  of  the  ship  depends,  and  who 
arc  exposed  to  the  dangers  of  explosions,  steam,  torpedo  destruction, 
and  hclple<i.s  sinking  rc-sulting  from  any  acciilent  whatever.  So  that 
no  distinction  into  combatants  and  non-combatants  in  a  fighting  ship 
can  be  made,  whatever  their  position  or  place  may  be  in  battle. 

A  vessel  may  bear  the  brunt  of  heavy  gim  fire  for  a  few  momcnls 
and  receive  appalling  pimishmcnt,  others  in  the  same  fleet  may  suffer 
but  little  ;  hence,  casualties  vary  most  unexpectedly  in  the  same  general 
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engagement.  It  must  be  admitted  that  accurate  data  concerning  naval 
casualties,  past  and  present,  are  very  much  lacking,  and  hence  de6nite 
conclusions  can  hardly  be  formed. 

Since  the  time  of  the  appearance  of  the  ironclad  fighting  ship  there 
have  been  ixlatively  few  sea  engagenient.s  uf  importance. 

Thr  fcilUiwiug  Ibl  for  (he  ttxKVX  |>iui  will  thow  tlir  rnryiiig  r<irtunc».  At  Iteligoluid,  in 
1864,  a  Austrian  fiJeatcs,  Koguiie  and  S50  nicn,  ent;agcd  3  IMnisb  frigai(»,  102  guns  anil 
l7Xt(  men,  with  _^(i  killrd  and  loK  w<>iin<l<yl ;  ihc  Ilancx  laking  14  killed  ■rtd  54  wounded. 
One  of  the  Au!>Ui£>ji  tM\\>%  bait  31  killtril  and  Ki  woutntcd  123  ^ei  cettl.  <■{  hei  rfTctiivr 
itrvngth).  In  June,  IJ^,  thr  naval  dud  bclwrrn  ihr  U.  H.  S.  "Kraruirgc"  and  tbe 
Coofederule  SUlei  ^bip  "Alabama"  took  plLu:*;.  '\\\tj  w«re  evenly  nioicbed,  Uie  f<imwr 
wilh  7  gOHK  and  l<io  men  ;  (he  laller,  130  men  and  a  very  cxcelleni  ballciy.  The  "  Ala- 
bama" MilTcicd  a  l(i«>i  i>f  ^  killed  and  21  wiruiwled  (2J  pei  cciil.  of  tier  cITective  fnrcc)i 
when  she  sank.  The  wounded  uit  (he  "  KeanAT)>e"  ntiml>ered  leu  than  9.  Al  the  Rreai 
baulc  fi  Kiachu«to,  in  8i>u(h  Anicncn,  in  tS<>5,  u,  Bnuilian  fleet  of  9  vesscl»  and  lOOO  men 
succeiisl'ull)'  engaged  n  Haraguaynu  loree  of  I4  tcs^h  and  31x10  men,  assisted  bjr  shorif  bat- 
teries.  The  Bnuiliansi  UmI  90  killed  and  l  K>  woumled,  ihcit  total  los»e*  being  nne-^f(ii  of 
Ibctr  force,  one  ship  lotJng  lialf  her  cuuiptuijr  in  killed,  wountled,  and  drowned.  It  was 
VfttinuKeil  at  the  time  that  the  raniguBytins  loft  50  ]>eT  cent,  of  ihi-ii  force  nfWt.  Ai  I.itsa, 
ilt6&,  the  AusthaoA  had  7  ironclads,  20  wiKulen  sliipii,  and  8896  \\Me.\\  (i|>|xia«d  (o  12  iron- 
clads n»d  1076  men  of  the  Iialian»  ( 22  wooden  ships  not  taking  ;>art).  The  Au<itriBii5  lost 
II  per  cent,  in  wcntiideil;  I(a]iauk'  loi&.  12.7  per  cent.  During  tin;  naval  ImIUm  in  (he 
Peni-diilian  Wnr,  1S79-18S0,  (be  cAsuallies  werr  greater,  belter  and  larger  onlnance  bang 
then  in  u*e.  and  the  h.-illlc»  were  rtcrt-ely  t(in1r>tcd.  One  Chilian  ship,  the  '■  EsmeraJda" 
(Mink  with  colors  flying  1,  after  four  Ivours'  lighting  againM  the  Penivian  "  llnascar,"  I0M40 
per  cent,  killed  and  40  per  cent,  wounded— -So  pet  cent,  of  loucs.  In  the  un»c  war.  at  the 
combat  ai  ("uola  Angumoa,  lasting  one  and  a  half  hinirs,  betweeit  the  inrtndiids  "  Hu&sau" 
iPcTuvinn)  and  the  Chilian  ■*  HUnco  Kncalada"  and  " i^'ochrane,"  the  former  lort  of  her 
crew  of  XOO.  lOO  killed  and  50  wounded.  TIte  aurgeori  ut  work  wilh  a  culleciton  of 
wounded  wa*  killed,  a*  were  alvii  most  of  the  officers.  The  (Jiip  after  the  battle  was  a 
shatnbles,  hei  aiinor  nut  biritig  »ultitieiitly  thick  (o  pievciit  entrance  uf  the  enetny's  «.belU. 
Later  the  "  lluajcar."  now  become  (.'hilian,  had  12.5  per  cent,  nf  her  cffrctive  sttrnglh 
placed  hors  ilu  combat.  1  hes<c  battles  represent  fceldy  the  prolwhle  casualties  of  a  naval 
cnndici  between  modem  well.t^tiuipjied  ship*  or  flet^Ti  with  well-trained  gunners.  A  single 
well-placed  explosive  sliell  of  laige  caliber  is  capable  of  enormous  havoc  and  destnictiun. 
A«  far  bnck  a«  Scluttopol,  n  sh<>ll  exploding  on  the  deck  of  one  of  the  oltaeking  ships 
killi-d  nnd  woumled  iK  jieiMiiLs.  At  l.iAsa,  one  shot  killtd  and  wounded  ZO.  A  abell  from 
the  '*  Kearsjirge,"  failing  in  thr  miiKt  ii(  19  ntrn  on  t1ir  "  AliilimiM,"  killril  and  wounded 
15  of  ihem.  Ill  the  I'eruvian  war  with  Chile,  ibe  "  ICMineialda,"  by  one  vhell,  lu»t  4  (.iflken 
Mtd  a  group  of  wounded,  including  the  Kurgeon  ;  Ihc  "  Htin^car"  had  h<-r  turret  cleared  by 
one  shell  entering  (he  gun-port,  and  by  another  lost  14  men.  A  Frcm  li  *hclt  of  only  10 
cm.  caliber,  at  Meiian,  .^iain,  killed  and  wounded  3Z  ini  a  Siamese  vessel.  ShrlU  of  J4  cm, 
calibcf  are  common  in  nil  navies,  charged  with  melinite,  cordite,  nnd  modem  explosive  of 
extrarirdinarv  pt^wer  far  in  excess  of  gunpowder,  and  produce  a  terrible  ttesliucttve  area  of 
several  hundred  yardf<. 

At  thr  battle  of  the  Yiitu,  in  1895,  one  Ifi^e  Khi^ll  killed  and  wounded  103  men  in  the 
Jttpaucbc  ship  •'  Mnl-iushinvn."  The  Chinev  ship  "Qnong  Vlh,"  off  Corcw,  n  few  days 
previously,  tu»t  66  per  cent,  of  Iicr  vuin)Ntiiy  killed  nnd  wounded  ;  and  another  smaller  &liip 
went  down  in  the  midst  of  ihe  slaughter.  The  Chine*c  l>oitle  .Oiip  "  t'hen  Yuen  "  was 
stftlrd  to  have  lost  76  per  cent,  of  her  perwnncl.  Thew  data  were  furnished  the  writer  by 
t'limmander  MctJifleo,  an  American,  second  in  command  of  the  "Cbeii  Vuen. "  The  roni- 
maiiding  officer,  surgeon,  and  a  large  grou}>  of  wountlcd  were  destroyed  by  a  shell  00  the 
Japanese  crui*er  "  llngei." 

Al  [he  battle  of  Manila.  May,  1898,  oti  the  Spanish  fleet  destroyed  by  the  Atnericans, 
the*  i-asunllict  were  fnim  40  per  cent,  to  70  per  cent,  of  the  rren  s  nf  the  Spanish  ships. 

The  caiuallJes  depend  Upon  several  factor*,  skilful  gunm-rv  lieing  the  deciding  eleinent. 
1'hc  seven  Amcricnn^  who  ran  in  nnd  .<ank  a  mal  ship  in  Ihi;  harbor  entrance  of  Santiago, 
Cuba,  in  June.  l6g8.  all  CBC!i]>ed  wilh  their  lives,  pawing  through  a  fearful  cannonading. 

'ITie  French  maneuver!^  of  1S97  dcinonnlnited  thai  fuwr  battleships  were  over  an  hour 
sinking  an  old  inearoer,  al  ranges  within  1700  yards.  For  one  aucce»hil  hit,  hundreds  fly 
wide 

fllancing  back  to  the  grrjit  Xelson's  lime,  the  French  *hip  "  Kei1oul>laUe,"  at  Traral- 
gar,  init  of  640  mcu,  had  300  icilled  and  322  wotiiidcd.  All  the  cnidiihiiMnen  were  killed 
and  nil  the  officers  wonndcd— 81  per  cent,  of  her  eomijany.  Three  other  Frtnch  ships 
suffered  a  loss  of  50  pci  cent. 
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On  th«  whol«.  itingle  naval  cumbals  difFcF  titlle  rrom  fleet  cnsatretnirnlK,  and  «  plobiU* 
cosu^ly  of  from  jo  yet  cent,  to  50  pc  ■■'Ciil.  of  the  {>cti(Jtiael  iau»C  be  looked  KK.  Th^ 
*'  Htwscar'x  "  batilcft  give  lu  llie  raou  instructire  dau  regatding  th«»  protubititirs. 

There  occur  in  all  naval  conflicts  pauses,  due  to  the  maneuvering 
for  position  aiid  strategical  advantafjc.  in  winch  periods  of  time  the 
surgeons  may  hope  to  remove  aiid  relieve  to  some  extent  the  wounded, 
performing  the  necessary  operations  that  cannot  be  deferred, and  clear- 
ing the  gun  positions  of  disabled  men,  and,  if  possible,  carrj'ing  them 
to  a  position  o{  safety. 

It  is  estimated  that  so  much  time  will  be  consumed  by  the  bearers 
in  transporting  a  single  man  to  the  surgeon's  station,  that  such  trans- 
fer will  bcconie  impossible  when  the  casualties  go  beyond  5  per  cent, 
of  tlie  elTcctive  force,  inasmuch  as  from  five  to  ten  minutes  will  be  con- 
sumed on  the  average  for  each  transfer.  As  naval  battles  are  not 
expected  to  be  prolonged  over  an  hour,  the  wounded  must  in  all  prob- 
ability remain  near  the  place  they  fall,  and  be  attended  there  by  first- 
aid  methods.  Grouping  of  the  wounded  must  not  be  practised,  even 
if  space  oflfers,  unless  protected  by  heavy  armnr.  Mattresses  and  ham- 
mocks plentifully  strewn  about  in  convenient  localities  may  receive 
the  \Vounded  as  they  fall,  and  are  of  use  in  care  and  trimsport.  Fol- 
lowing engagements,  transfer  to  hospital  ships  becomes  imperative; 
or,  foiling  these,  the  fighting  ship  must  perforce  give  up  much  of  her 
space  and  her  offensive  power  for  hospital  purposes,  depending  on  the 
number  of  casualties.  Portable  surgical  tables  and  all  the  paraplicr- 
nalla  necessary,  dressing,  and  supplies  must  be  taken  to  llie  localities 
and  temporary  resting-place  of  the  wounded  for  such  operations  as  arc 
required,  and  the  ship  must  finally  strive  to  reach  the  nearest  hospitat 
facilities  on  shore. 

In  the  lists  of  injuries  reported  in  modem  battles,  those  among  the 
actual  gunners  are  of  importance,  and  are  due  to  the  concussions  and 
shocks  of  the  gun  discharges  and  violent  changes  in  the  density  of 
the  air  within  the  confined  spaces.  The  very  large  guns  within  turrets 
ver>'  rarely  cause  annoyance,  the  muzzle  being  wcU  without  the  struct- 
ure. Other  guns  not  so  placed,  with  the  men  not  so  protected  from 
the  muzzle  discharge,  are  the  source  of  much  ear-di.sorder.  some 
curinu.-;  transient  mental  disturbances,  and  a  great  amount  of  pain. 
The  presence  of  irrespirable  gases  is  also  an  evil. 

A(  the  battle  of  tbe  V'olu,  in  the  dHaiLt  nf  the  Japnnrv;  rtL-niallir«,  in  niimh^rr  about  JOO, 
wcKtdoT:  148  rracturet,  6;  flciith*  :  76  burns,  2  deaths ;  ^f)  conUi^i'JUN  :  67  |>-i!etTatiiie 
and  perforating  wounds  23  deaih*  ;  nnd  19  rupiorwl  iym]ianic:  mcmbronc*.  'I  nr  ca>cs  o? 
lesii-r  injuricfl.  of  which  there  were  mail}-,  aud  the  |jcculi^  mental  phciiomi-na  of  tiKUiiicnt 
chuTactvr,  were  uril  irjMiTird.  Ilcnring  in  the  laucr  cn^s  was  rin].iairDd,  the  men  seemed 
li)r<i(rrir.il  and  ran  aliout  aimlp*s!y  for  tome  titne.  «jb«r  senw  relnming  irraduftlly.  Further 
tttidy  uf  lh»e  mental  >talcs  fi>llawin{!  pTol»n[;cd  concu»ian  rflccis  wuuld  be  inlercstuig, 
Siiiitlnr  annoying  effects  ar?  known  to  have  occantA  during  the  intense  firing  of  tbe  Frendi 
irnncl  ads  in  (he  maneuvers  uf  1897. 

The  nature  of  many  of  the  wounds  observed  in  recent  naval  bat- 
tles indicates  that,  along  with  much  mutilation  and  laceration  of  tis- 
sues, there  are  burning  and  charring  of  wide  extent.  The  dead  and 
wounded  found  by  the  American  surgeons  after  the  Manila  and  Santi- 
ago battles  were  frightfully  mutilated;  parts  of  the  bodies  were  torn 
away,  bones  protruded  through  burned  tissues,  and  [lortions  of  mus- 
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cular  masses  were  chipped  out  clean  by  shcll-friignicnts.  One  man.  in 
a  gnjup  t)f  dead  al  Civite,  battle  nf  Manila,  bad  tlie  whoie  abdominal 
wall  torn  away,  leaving  the  exposed  organs  nearly  intact. 

It  is  evident  that  naval  warfare  wounds  arc  to  be.  a.^  a  rule,  quite 
difiercnt  from  those  incurred  in  battles  ashore ;  and  tliat  they  are 
largely  the  result  of  the  fire  of  lieavx-  ordnance  (rarely  small  arms), 
and  frnin  explosive  shells  of  from  4-  lit  1  2-iMcl)  caliber:  mainly,  how- 
ever, from  tlic  lighter  calibers.  4-  lo  6-inc])  guns,  of  the  rapid-fire  t>*pe. 
These  ginis  have  great  penetiating  p«i\\er  and  accuracy,  with  shells 
charge<I  with  modern  high-power  explosives ;  and  even  a  small  pro- 
jMirtion  reaching  confined  spaces  and  compartments,  each,  upon  ex- 
ploding, fonns  a  destructive  area  of  v.iriable  extent  of  white  fusing 
flame,  with  a  multitude  of  irregular  metal  fragments.  So  tliat  the  sur- 
geon will  have  ajjparently  quite  as  much  of  burned  tissues  with  which 
to  ileal  iis  with  [>cnetraling.  jierforating,  ur  lacerated  wounds.  On  land 
the  small  rifle  bullet  peiforates  without  much  killing,  the  wound  heal- 
ing rapidly;  in  naval  battles,  on  the  contrar\-,  the  wounds  are  more 
serious  and  from  a  variety  of  missiles,  shell-fragments,  and  metal 
splinters,  combined  with  burning  effects  from  conflagration  of  struct- 
ural materials,  exploding  gases,  and  escaping  steam.  The  suflerings 
from  the  burnings  mid  gross  mutilations  recently  observed  in  the 
destruction  of  the  S|ianish  ships  at  Manila  and  ofl"  Santiago,  Cuba, 
have  been  frightful  beyond  deseription  ;  and  though  official  statistics 
are  not  yet  attainable,  it  is  known  that  there  have  been  several  instances 
where  from  30  to  70  men  have  been  destroyed  by  the  general  effects  of 
one  exploding  shell  tearing  along  between  decks,  the  injuries,  wounds, 
and  mutilations  partaking  of  the  nature  indicate<t  above. 

Methods  of  Transport  of  the  Wounded. — The  question  of 
transport  of  the  wounded  in  action  is  not  easily  answered,  and  has  by 
no  means  been  .-iolved  by  any  naval  power.  Up  to  this  time  no  one  of 
the  theoreticaJIj-  perfect  plans  of  ambulance  drill,  including  the  use  of 
stretchers  of  many  patterns,  slings,  jackets,  chairs,  inclined  planes,  sliding 
bar,  attached  to  rope  and  tackle  at  hatches,  has  Idcch  found  practically 
useful  amidst  the  turmoil  and  confusion  of  actual  battle.  All  these 
contrivances  have  been,  as  a  rule,  designed  in  connection  with  types  of 
ships  now  obsolete,  and,  front  the  writer's  point  of  view,  without  taking 
into  account  the  real  conditions  at  that  time  of  stress.  They  nearly 
all  require  too  much  time  and  too  manj-  hands  to  manipulate,  take 
little  account  of  the  present  lack  of  roomy  hatches  and  ladders,  and 
their  authors  seem  oblivious  of  the  terribly  destructive  fire  of  small- 
caliber  machine  guns.  During  time  of  peace  the  transport  of  an 
injured  man  about  a  ship  offers  but  little  difllculty.  and  these  appliances 
answer  very  well.  With  plenty  of  lime  and  willing  hands  no  naval 
surgeon  experiences  any  difficulty;  but  in  the  preparations  for  battle  in 
modern  ships  there  remain  no  sheltered  clear  .spaces,  no  unobstructed 
hatches:  while  the  cross  bulkheads  with  narrow,  water-tight  steel  doors 
and  high  sills  all  prevent  the  application  of  these  theoretically  attrac- 
tive ambulance  methods.  Kver>'  hatch  is,  as  a  rule,  in  urgent  use  as 
an  ammunition  supply  from  the  magazine  below,  and  this  in  accord- 
ance with  the  naval  ma.xim  that  the  greatest  ]30ssible  weight  and 
rapidity  of  olTensive  fire  in   the  minimum  of  time  M-in  battles.     Before 
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th<:  time  when  this  modern  enormous  capacity  of  machine  rapid-fire  and 
great  gun  fire  was  fully  develo|jed.  elevators  and  similar  mclhods  were 
regularly  installed  in  some  large  shijjs  abroad;  but  upon  trial  these 
failed  to  remove  from  the  battery-decks  to  positions  below  but  a  tithe 
of  the  number  of  men  that,  judging  from  statistics,  would  fall  in  an 
ordinary  naval  conthct  in  the  time  allotted. 

During  the  International  Medical  Congress,  Military  and  Naval 
Section,  at  Rome,  in  1894,  a  number  of  appliances  for  transport  of 
wriurded  in  ships  were  shown,  and  the  conclusion  nf  (he  general  dis- 
cussion was  to  the  effect  that  none  was  satisfactory ;  and  that  the  time 


Fir.  4Sq.— SlWlnK  bnr  (Stilt),  U.  S,  Navy, 
fnr  ii«r  U.  hatches;  palicnt  la  nuUma  Bnil 
haroraock. 


KW.  460, — The  "  Rflultier*  de  Aonnet,"  foi 
II ir  In  hatches. 


of  battle,  tyiie  of  ship,  and  the  circumstances  in  each  ca.sc  would  have 
to  guide  the  surgeons  in  method  and  practice.  The  consensus  of 
opinion  is  lo-day  that  each  ship  must  demise  its  own  peculiar  ambulance 
drill,  including  the  most  appropriate  appliances,  stretchers,  and  system 
of  transport.  The  majority  fa%'or  hand-carriage  methods,  teaching 
and  drillinc:  the  bulk  of  a  ship's  c<Hn|»any  "first  aids."  and  how  to 
carry  a  wounded  comrade,  by  one,  two,  or  more  bearers,  to  a  contigu- 
ous place  of  refuge,  if  any  .such  exist,  away  fnmi  the  tumult  of  the 
guns.  Grouping  of  wounded  in  spaces  unprotected  by  heavy  armor 
would  expose  iliem  to  ver)'  probable  destruction,  as  has  frequently 
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happened.  The  closed  protective  (armored)  decks  of  modem  ships 
preclude  ^oing  below  the  water-line  in  action ;  and,  tlic  magazine 
and  enjjineer's  divisions  being  hclow  it,  these  men  with  those  in  the 
turrets  arc  obviously  out  of  reach  of  the  surgeons, 

Tlic  U.  S.  Navy  U  >u|iplic^  wilVr  |>'liiin  tmnvitik  >Lrt.-lclicr>,  <:iiiiva!>  oiti,  ami  a  NlidinK-bar 
coDlrivancc  iur  scnditi);  men  down  haichcit.  Tlic  plmn  Mrvtchcr  ( \Vcll§  I  i»  (>f  stuul  canvas, 
2  fc«!  by  6  feel.  iranir««ely  sJnncd  wilh  narrow,  flat  nak-nood  .strips,  lh<  suit  bars  pauinj; 
Ihtougli  «  doubk-d  edije.  ll  is  a  cajnlal  <>UcIcbcr,  and  wiihiiut  the  side  liars  can  he  made 
Inio  a  very  gocyj  aptpaniluf  fur  pAiMi'nj;  men  up  and  down  hairtieo,  by  nimply  mtmJng  five 
lines  from  eadi  Hide  lu  a  cviitrx]  lini;  uvcr  ihi-  [i«lii;nl,  upon  which  the  rope  and  Uckle 
(oxlfn.  Any  dmircrt  poMlion,  a«  in  n  reiliniiig  rhair,  cxr<-]>ling  the  Mraight  one,  can  be 
Secured  by  lengthcuitii;  t>r  ahortcEuug  Thebe  ude  lines.     Tlie  cot  (30  iDclies  by  7^  Jncbes), 
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Fia.  461. 


-LowmooT  jacket  un  mnttreu  and  lum- 
mock. 


Yxr..  463.— (^lirnt  in  l^wmoor  jickei, 
muiKiiVk.  HnrI  hainmuck.  fur  MTilinj;  down 
Iad<krs  or  hatches. 


Cfirgns.  Vrpi  ri^d  by  «  pine  frame  M  the  base,  ha*  ample  si/c ,  and  1*  sinpendpd  by  the  elon- 
gated ends  li>  lite  bcntus  uvcrhead  in  oidinnry  umi.  Ibe  fuui  parU  lutv  up  al  lli«  cutncrv. 
■jitl,  Iwinu  lonjt.  easily  cover  in  a  iKilicul  seiurdy  fur  lrniis[wrt.  The  sliding-bar  (Stilt) 
suspended  over  a  ItAUl)  kccp«  the  [jatienl  extended  in  traiittl.  The  patient  is  suppo%ed  ta 
be  wrapped  in  m&tiress  and  hammock,  the  lings  at  the  ends  of  the  hammork  snnpjiinfc  into 
catch-hooks  at  each  end  of  the  bar.  Ihc  latter  allowing  any  drgrcc  of  irnliniitiHin  accc>rditi|' 
In  Ihe  fiituation  of  the  incklc  on  Ihe  bar.  As  before  uneniioncd,  the  fatal  objections  Id  ibcse 
hnCch  cuntiivauccs  arc  that  there  fire  no  available  hatchL-»,  no  free  dcck<»  tu  drag  ft  man 
abiii^,  luen  and  guns  me  usually  in  lurrcls,  and  Ihe  ueixs&ary  rocji  cannot  be  sjtaied  m 
operate  (hctn,  even  if  feaNible. 

Provided  the  battery  is  al)  on  one  clear  deck,  the  plan  of  sliding  a 
cot  stretcher  along  the  deck  tu  a  hatch,  and  down  It  upon  an  inchned 
plane  to  the  surgeons  on  the    deck    below,  is  recommended,  as  it 


involves  no  delay,  and  but  few  hands.  The  cot  stretcher,  with  its 
ample  side  folds,  is  simply  laced  across  the  patient,  while  a  thin  pine 
bottom  forms  the  base, 

]f  there  is  a  haCcli  that  can  be  placed  at  the  disposal  of  tlie  surgeon, 
there  must  be  rigK*^U  a  rope  and  tackle  over  it,  for  possible  use  ;  and  for 
this  purpose  the  slidltiK-bar  witli  hammock  and  mattress  (Fig.  459),  the 
i^ovvnioor  jacket  stretcher  (I'igs.  461.  462),  the  various  plain  slatted 
stretchers  rigged  to  a  ring  with  side  lines,  inclined  chairs,  or  some  simi- 
lar contrivance,  according  to  the  fancy  of  the  surgeon  in  charge,  may 
be  included  in  the  ambulance  methods  and  regular  drill  of  the  medical 
department  of  the  ship. 

The  *'  goulliere  Je  Unnnet "  { Kig.  460),  insdr  "f  woven  wire  or  hambon,  with  whiwls, 
p'>lg!'.  and  hoistiiii;  Uckic  ;  ci>I>  devificJ  by  Glbon  and  (nir|;<»,  U.  S.  Navy  ;  I'uhl's  strclclici. 
Iiilcis  in  ilip  middle;  V.  W.  MowH'k  inclined  cliair,  hqI  unlike  stciincr  rrhair,  which,  with 
handler,  bccmnti  a  Mrctehcr.  or.  by  .ttraps  ninnins  to  ■  ctiilenng  ring,  scttcs  as  a  ikiI  in 
pa^inK  ihroUf;h  liaichrs;  Mclhrniild's  (K.  N.)  nithcr  cotnplicalrd  •iirrlihrr,  i»i,  or  chair, 
of  oak  WQO'l,  cnjipcr,  and  l(!iithi>r  ktnip*,  are  alio  among  ih«  better  known  nppliarKCi. 
VarialionH  of  the  LowiDuor  jiickct  applied  (o  hammocks,  and  plain  slrelcben-.  are  niniiiiun 
for  ihit  purpos?,  and  it  wrures  ihc  patient  iinnly  in  transit. 

All  naval  services  have  evolved  stretchers  for  this  purpose,  and 
they  have  a  certain  general  applicabilit)' ;  but  they  are  of  limited  use 


Fit;.  463. — Furlffy'a  jtrt:ii:lnT,  rTa<ly  for  tiw  and  fnltli'iJ. 

in  the  most  modern  types  of  war-ships,  for  the  reason  that  cellular  con- 
struction, small  hatches  (with  none  at  the  disposal  of  the  surgeons  in 
•action),  frequency  of  turrets,  and  other  conditions  present  render  their 
use  impossible  in  the  hour  of  need  and  haiile.  In  the  modem  battle- 
ship at  battle-quarters,  the  personnel  vacates  all  unprotected  compart- 
ments above  the  water-line,  and  there  is  only  the  most  limited  space 
for  the  surgeons  and  their  ]>antphemalia.  The  surgeon's  station  or 
stations  are  located  contiguous  to  the  greater  number  of  the  men,  with 
his  assistants,  operating- table,  and  chests  of  supplies  strewn  around 
him.  In  some  ships  he  canmrt  n.*ach  more  than  a  third  of  the  fighting 
men,  by  reason  of  lack  of  haiches.  and  the  iisii.il  passageway  being  at 
this  time  closed  by  armored  plates  or  water-tiglvt  dtuirs. 

In  consequence,  the  only  available  mcllmd  left  is  the  Iranspt»r1  of 
wounded  by  hand-carriage,  aided  mainly  by  the  men  who  are  within 
reach  of  the  sufferers  at  the  moment  of  the  injury.  To  provide  for 
this  we  are  compelled  to  tCiicMi  a  large  proportion  of  the  ship's  comjwny 
"first-aids"  .md  h;m«i-transport  methods.  In  the  battle  of  the  Valu 
this  was  found  to  be  the  only  practicable  method.  This  training,  system- 
atically carried  out  and  consiantly  drilled  in  the  men,  will  answer  the 
purpose  of  removal  and  transport  of  the  injured,  wherever  placed, 
even  from  amid  the  machinery  and  fire-rooms,  following  any  of  the 
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numerous  accidents  in  those  localities.  The  steep  ladders  in  parts 
below  are  not  mori:  difficult  th.iii  the  various  upper  decks,  turrets,  and 
gun  positions  elsewhere  in  the  ship,  and  two  carriers  can  be  taught  so 
to  transport  a  man.  At  the  surgeons'  stations,  selected  with  good 
light-possibilities  (including  electric  liglit  and  a  water-supply),  must  be 
placed  the  main  supplies  of  dressings,  drugs,  operating-table,  restora- 
tives, solutions,  stretchers,  and  first-aid  materials;  antj,  as  far  as  the 
space  allnws,  the  wounded  may  he  collected,  presuming  the  locality  be 
within  armored  proleclion 

It  will  be  seen  that  in  the  construction  and  unavoidable  disposition 
of  space  in  the  most  modem  type  of  war-ship  it  is  impracticable  to  do 


Ifi 


Fl<;.  afi\. — tiu»pti.il  'jf  U.  S.  Bjtllr-ship  "  Mas&ac)iU4Plli>."     P*rniiiiM;iil  lirrlhit,  poMaltle  tipef- 
atinti-  and  msttumrni-ulilvt.     [Jesignvd  liy  Mrdiciil  Inspector  C.  A.  Sicshicd.  U.  S,  N»«f. 

much  more  than  to  assist  the  wounded  where  they  fall,  with  such 
limited  removal  from  their  guns  to  unused  corners  and  passages  as  is 
possible.  Consequently,  only  the  most  urgent  surgery  can  be  done 
during  battle,  and  everything  must  wait,  excepting  the  swift  and  skilful 
practice  of  "  first  aids  "  in  arresting  hemorrhage  and  applying  first 
dressings  of  an  antiseptic  character.  Owing  to  the  deadly  secondary 
battery  fire.  comp<»sed  of  machine  guns,  any  unnecessary  exposure  of 
the  body  is  suicidal.  It  has  been  the  writer's  custom  fnr  the  past  four 
years  to  teach  extensively  the  crews  of  ships  the  methods  and  prac- 
tice of  "  first  aids  "  as  follow.s :  The  men,  to  the  number  *:ii  fifteen  at  a 
lime,  are  drilled  in  the  handling  of  touniiquuts  and  improvised  means 
of  arresting  bleeding,  the  physiology  of  the  breathing  and  circulation. 
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the  lifting  and  handling  of  an  injured  man,  the  use  of  the  ERmarch 
triangle  atui  bandages,  the  reason  for  antiseptic  first  dressings,  and 
the  methods  of  artificial  respiration.  The  guns'  crews  and  divisions 
throughout  the  ship  are  supplied  with  canvas  bags  containing  "  first- 
aid"  packets  of  antiseptic  dressings,  tourniquets,  and  bandages. 
Tourniquets  are  regularly  made  with  screw,  buckle, and  the  large  U.S. 
Navy  vulcanite  oval  with  linen  strap  to  tie;  and  others  simpler,  of 
rubber  tubing  (|-inch.  in  20-inch  lengths),  and  of  bandage  with  stick 
wiiiilLss  pattern.  Wherever  vacant  spaces  e.\ist  a  few  hammocks 
with  mattresses  arc  strewn ;  and  finally  the  surgeons  and  assistants  are 
'equi[)petl  with  bags  strung  over  the  shoulder  filled  with  dressings,  and 
including  a  case  of  hemostatic  forceps,  etc. 

Most  of  the  men  are  keenly  alive  to  thu  value  of  "  first-aid  "  instruc- 
tion, and  when  not  imperatively  needed  at  their  guns  constitute  a  large 
bo<ly  of  willing  aids  and  bearers.  The  number  of  bearers  regularly 
appointed  and  specially  drilled  to  assist  the  wounded  varies,  but  in  the 
U.  S.  Navy  it  i.s  commonly  about  \l  per  cent,  of  the  personnel. 

Following  an  engagement,  the  more  .serious  and  prolonged  work  for 
the  surgeons  will  begin.  The  question  of  adequate  room  will  now  no 
longer  obstruct  care  and  management,  aiid  a  part  of  the  ship  with  good 
light  and  air  may  be  selected  for  operative  procedures.  As  much  space 
as  is  needed  must  then  be  given  up  for  the  improvised  beds  of  the 
wounded  until  they  can  be  transferred  to  the  hospital  ship  or  hospital 
on  shore.  It  is  im|>erative  that  the  ship  must  be  rid  of  her  disabled  men 
as  promptly  as  possible.  The  type  of  ship  controls  the  system  to  be 
employed  by  the  surgeon  and  his  opportunities  for  usefulness,  and  with- 
out armor  or  other  protection  from  an  enemy's  fire  the  modem  naval 
conflict  will  l>e  a  sli.unblcs.  combined  witli  a  burning  and  sinking. 
Within  the  radius  of  the  L-xplosivc  effects  of  the  modem  shell  metal, 
fuses  and  other  materials  take  fire,  while  its  innumerable  fragments 
form  ^io  many  rieadly  missiles  in  all  directions  from  the  explosive  center. 

Hospital  Ships. — The  United  States  Government  has  tlie  distinc- 
tion of  being  among  the  first  nations  to  equip  and  attach  to  an  active 
squadron  at  sea  llic  typical  hospital  ship.  There  have  been  ho.spita] 
ships  in  the  great  fleets  of  past  wars,  transports  for  the  sick  and 
wounded  without  numjjer  in  military  and  naval  operations  in  distant 
seas,  and  statii»nary  hospital  ships  arc  moored  in  many  colonial  har- 
bors ;  but,  In  the  strict  sense,  "  hospital  "  or  "  ambulance  ship,"  as  now 
applied,  means  a  vessel  sailing  under  the  protection  of  the  laws  of  the 
Geneva  (Red  Cross)  Convention;  such  a  vessel  was  equipped,  and 
engaged  in  her  beneficent  work  in  Cuban  waters.  This  vessel,  named 
the  "Solace,"  was  without  any  oflTensivc  or  defensive  power  whatever. 
and  was  very  fully  and  thoroughly  fitted  for  all  possible  medical  and 
.surgical  work.  She  is  nc)w  (1899)  on  duty  with  the  U.  S.  fleet  in  the 
Philippines. 

In  Ihc  (pr*t  French  fltct  of  Ar)mir«1  Tourville.  1693.  in  the  reign  of  I^aU  XIV.,  (be 
ambiciuu.i  Kictieticu  had  gsUieicil  ("gcihcr  [90  ships  t/ bU  dasses  and  types,  inclndmi;  3 
hospiinl  ship*.  This  was  ihe  ncme  of  French  nnva!  power,  and  there  were  7654  guns  uid 
4df,7"  'X'^"  ii^  ')■■=  "c<^'-  ^l**^  immbrr  lA  cxMiallie^  and  caiiPB  of  diwaisc  io  sucb  a  la'C 
amjreK'linn  nf  ui]-[)>^iirer  shi|>»  was  ettremely  lar^e — far  beyond  the  pretent  rate.  Naval 
Operations,  even  up  (u  1S40,  were  aUcntled  with  disaster  mainly  from  neglect  of  (he  ordinary 
medical  and  «ui^ca1  pTe|wntliiin!i  and  foresii^ht ;  anH  il  is  nnl  unmmTnnn  Io  find  the  eoyapa 
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of  ships  and  Itcets,  in  war  or  in  cruises  of  explamiion,  lo  be  Inng  narrations  or  rrifrhlfal  auF- 
ferings  of  their  crt-ws  from  unliralcrl  waiiniU,  ili-rartiiitie»  rium  btolicQ  bones,  acurv}-, 
dyscnlcrT,  and  pmileiitc. 

Accninpanying  ihf  Japane«*  fleet,  ai  the  l^attte  i>f  the  Yalu,  in  l^S.  there  was  a  well- 
equipped  sliip  u^eil  for  tio&pUul  jiur(Hi»e!>,  slated  tu  have  been  ptirviiiusly  a  splendid  [Mssen 
g«rr  ship  of  itif  Jnpane^  mcrrJiam  mnrif»c.  At  (he  close  of  (be  bailie  the  wounded  were 
(nansfecTcd  tu  [1u»  vei»e1,  Clius  leuvin^  the  lleel  free  lu  engage  llic  Chinese  sliipk  in  ihc  miini- 
ing  w-tlhout  bciii)j  emlwitT.%5»cd  liy  the  prt'sencc  of  siclt  and  dying  ineti.  During  the  balile 
one  Japanese  ttuiwr,  pasaiij};  Itctween  two  Ch(iie»e  iTuadadN  (bun  tulfering  great  loss, 
Itaii'.reired  her  wiiiinrlecl  tu  ihe  lii.i'.pital  ^bip  aud  resumed  her  position  in  the  main  Mquadmn, 
using  her  guns  until  the  end  »(  the  tight. 

The  U.  S.  naval  delegate  to  the  Moscow  International  Medicat  Con- 
gress in  1897  presented  a  piiper  with  detailed  plans  of  a  hospital  ship. 
Before  such  a  ship  could  be  provided,  war  between  the  United  States 
and  Spain  was  declared,  and  the  fomier  government  at  once  purchased 
a  fine,  nearly  new  merchant  steamer,  and  speedily  adapted  her  for  ser- 
vice with  the  North  Atlantic  fleet  in  the  West  Indies.  With  the  Span- 
ish fleet  that  came  from  Spain  after  the  war  was  declared,  there  was 
also  repnrted  to  be  a  hospital  ship,  tlic  "Alicante."  The  writer  cannot 
obtain  any  definite  information  o{  her,  her  equipment,  or  whether  she 
was  properly  under  the  Red  Cross  or  Geneva  Convention  laws. 

The  ship  selected  by  the  U.  S.  Navy  Department,  altered,  fitted,  and 
equipped  accordinjj  to  the  instructions  of  Surgeon-General  Van  Reyden 
(who  had  been  the  naval  delegate  to  the  Moscow  Congress  the  year 
before),  may  be  described  as  follows:  Single-screw  steamer  of  3800 
tons  displacement,  originally  intended  for  the  coastwise  merchant  trade 
of  North  America.  Sufficient  of  Iter  fittings,  bulkheads,  and  passenj>er 
and  freight  accommodations  were  removed  from  the  available  three 
decks  to  provide  spaces  for  cots  and  berths  for  patients,  many  in  dou- 
ble tiers,  with  free  (wssage-ways  on  all  sides,  including  an  isolation 
ward  for  infectious  discjLses.  Total  accommodation.  250,  with  a  possi- 
ble maxitnum  of  350  patients,  with  1 3  cabins  for  officers.  A  large  light 
operating-room,  on  an  upper  deck,  is  appropriately  equipped  with  ster- 
ilizing apparatus,  two  U.  S.  Naw  portable  operating-tables,  and  the 
u.<iual  modem  surgical  appliances  and  furniture.  There  are  also  a  steam 
disinfector,  diet-kitchens,  mess-halls,  two  dispensaries,  offices,  laundry, 
ice-machine  (Allen  patent  compressed  air),  cold-storage  rooms,  water- 
distiller,  and  filter.  An  elevator  in  connection  with  trolleys  and  ^vlvcclcd 
stretchers,  two  steam  and  six  towing  barges  to  act  as  field  ambulances, 
are  also  provided, 

The  medical  personnel  consists  of  four  medical  officers,  three  apothe- 
caries, eight  trained  nurses  (male),  and  the  requisite  number  of  cooks 
and  attendants.  The  berths  are  26  inches  by  75  inches,  wooden 
frames,  wovcn-wire  springs,  and  hair  mattresses.  Convalescents  have 
the  use  of  the  upper  deck,  light,  ain.'  compartments,  and  spaces  for 
lounging.  The  ship's  jjersonnel.  including  the  men  on  deck  and  in  the 
engine-room,  exclusive  of  medical  personnel,  is  less  than  seventy  men. 

Probably  a  better  hospital  ship  would  result  from  an  original  con- 
struction designed  wholly  and  in  detail  for  the  purpose.  Lightness 
and  improved  ajipliances  (n  berths,  cots,  and  hospital  furniture.  subdiW- 
sion  of  space,  the  use  of  steel  and  iron  materials  for  framing  of  berths, 
more  height  between  decks,  and  a  model  of  ship  giving  broader  beam 
to  length  than  is  common  in  the  merchant  marine,  for  greater  stability 
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and  buoyancy  in  rough  weather.  The  question  of  speed  is  debatable. 
Moderate  speed  only  is  necessary,  and  a  high  speed  entails  the  use  of 
much  valuable  space,  and  is  responsible  for  an  overheated  structure 
from  the  disproportionate  amount  of  machinery  and  steam  appliances 
required,  while  all  noises  are  accentuated. 

The  "Solace"  has  an  average  speed  of  14  knots  per  hour,  with  a 
maximum  of  17  knots.  Steaming  radius,  5000  miles,  and  a  coal 
capacity  of  900  tons. 

The  attC  per  berth,  or  per  pxticnl,  of  a  hospital  ship  will  range  from  Jtiaoo  to  f  22ja 
By  (he  espcricnc*  (jsinH  in  iW  Span inh- American  War  in  tilting  out  vvrral  ho»|tilal 
(hips  liy  uvit  ai*)  Mx:ieiic»  and  by  Uie  Uuiied  Siate»  Ouveniiiicnt,  it  is  fuund  llial,  fuUuwing 
the  original  roa  of  nn  appropriaic  mrrchnnt  Mcnincf  of  liriwecn  vooo  amt  4000  ions  di»- 
placcnicut  (Sj0O,00O  lu  2500,0001.  Ihe  c<»I  of  t-iiuiptucnt  fuj  Luapital  pur|>(Mca  must  be  put 
U  from  $5u,UDOtj  jbu.uoo;  ami  ihe  running  cx|)cnses  per  montlj  antler  urdiniiry  dltum- 
■tancci  will  be  n<il  Icm  than  Slu,ocx>.  The  lutaJ  cxpet»c>  can  l>e  matle  to  range  wtddf, 
according  lu  qualiiy  of  fiiiing.i  aixl  desires  of  those  in  control  ;  but  it  ia»nitc  possible  to 
c<]uip  and  put  in  service  a  liospilal  ship,  wilh  *uAi>:icn(ly  ample  and  comfortable  detail  io 
every  depart  men  I,  ciKnmi-it.iuratc  with  lUiidern  scicntilii;  lequiremenls,  in  caring  fiif  and 
treating  sick  and  wounded  men.  for  the  sum  of  from  ^tjoo  In  $1500  per  fixed  berth.  Tlii» 
muRl  include  :  mrlal  rmmc  berlhs,  26  iorhe*  by  72  indies  with  ftpriiig  and  hair  mattress  in 
a  wrdl-venlilalrd  c)iii[iartiti(rnt.  a  iMoper  ho^ital  cuisine,  baths,  iRVAlories,  disinfectur, 
Kterilicvr,  operating-rootn.  oflicef>  venllLfiting-ptanl,  ambulance  apjihancct,  boats  and 
barges  and  Jcemaliing  plant  with  cold-slorage  rooms,  laundry,  mess-rooms,  and  all  ibc 
delaileil  necessities  in  connection  with  n  modem  hospital.  Air-  and  lliwr-^pacc  is  tnucli 
dependent  nn  height,  ventilation  methods  an<l  capacity ;  but,  as  a  rule,  the  amount  of 
cubic  space  can  he  ^iven  as  from  i;o  to  350  cubic  fei^t  per  berth.  As  an  illustration,  the 
Ma«%nchMxelH  Volnnteer  Aid  AxvKiation,  in  this  war,  e()iiip|>ed  at  itiown  evpert-ie  a  \\ai- 
pilal  «liip  ^f  900  tun»,  wjlti  92  fixed  berths  with  a  inaximuiu  accuinniodaliou  for  140 
pialirnis  on  emergency.  This  ship  conlainf))  all  of  the  facilities  ineniioneii  above,  and  the 
total  coat  wa>  not  over  ^1 15,000^1.  c,  in  ruund  ligurc:i  $1200  per  lUcd  berth. 

The  station  of  the  naval  hospital  or  ambulance  .-ihip  should  be  with 
the  fled,  or  its  greater  part,  in  battle  a  safe  distance  from  the  com- 
batants would  be  essential,  while  the  opportunities  for  rescuing  men 
from  .sinking  ships  and  removing  the  wounded  from  fighting  ships,  in 
the  lulls  of  firing  or  fiillowing  (he  battle,  would  be  entirely  according 
to  the  incidents  and  circumstances  a.s  they  occurred  during  the  engage- 
ment. .Succor  would  not  be  withheld  from  the  enemy  in  his  extremity.' 

Venereal  Disease. — Half  of  the  naval  surgeon's  work  in  some 
parts  of  the  world  is  due  to  venereal  disea.sc.  The  statistics  from 
1893  to  1895,  German  Nav>*,  average  strength  20,000  men,  gave  504 
per  milie  of  the  sick  admissions  from  this  cause  on  the  China  station ; 
ami  1 13.5  per  mille  on  the  home  station.  The  annual  returns,  United 
States  Navy,  give  a  total  loss  of  time  equivalent  to  the  crew  of  a  small 
gunboat  for  nearly  a  year.  In  the  large  navies  of  the  world,  such  as 
that  of  Great  Hritaln,  with  an  average  strength  of  60.000  men,  the 
approximate  loss  would  man  two  or  three  war-ships  for  about  a  year. 
In  soine  parts  of  the  world  venereal  disea.se  among  crews  causes  much 
anxiety,  notably  so  in  the  liast  Indies,  China,  japan,  and  in  some 
West  Indian  ports.  Peculiar  and  effective  measures  arc  sometimes 
adopted  to  restrict,  or  even  to  control,  venery  among  the  men.  Ships 
have  used  islands  and  villages,  women  being  provided  frtun  the  natives 
voluntarily,  the  authorities  sanctioning  the  whnle  prnixcding.  In 
many  vessels,  from  the  undue  prevalence  of  tlisease  in  the  crew  and 

'  Sec  "  adiUlinnnl  artirlrs  conreming  the  marine,"  October,  186S,  Articles  VT.  to  XV'., 
Red  Cross  Geneva  Cuiiveulioin. 
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the  consequent  eHects,  <lisat)ililies,  and  sequela:,  restrictive  measures 
and  systematic  surveillance  of  the  imlivifliial  Ixxome  necessary.  This 
is  particularly  so  in  notoriously  lax  comniunilies,  in  llie  tropical 
regions  of  Uic  Orient,  and  in  the  West  Indies.  A  very  common  and 
eflfective  plan  is  to  prevent  all  general  shore-going  in  notorious  sea- 
ports, and  in  ports  with  good  government  and  some  restriction  of  pros- 
titution freely  ciicounige  it.  Finally,  a  certain  percentage  of  men  must 
be  inspected  before  being  alKiwed  tu  go,  which  soon  corrects  the  very 
common  habit  of  concealtncnl,  and  is  ]icrliaps  the  measure  of  most 
value  in  educating  men  regarding  the  ilangersand  accidents  inseparable 
from  excessive  vcnery. 

With  present-day  methods,  it  is  rare  to  meet  with  intractable  cases 
of  local  lesions,  general  systemic  infection,  and  tertiary  phenomena. 
Nor  can  it  be  said  that  cerebral  nerve  lesions  arc  prominent.  Gener- 
ally speaking,  however,  syphilis  is  one  of  the  great  causes  of  tlie  sailor's 
early  senility,  arterial  changes,  and  chronic  disorders  of  the  mucous 
tracts  and  passages,  notably  the  genito-urinary  apparatus.  Combined 
wEtli  the  constant  liability  to  venereal  infection  is  the  tendency  to 
excess  in  alcohol,  characteristic  of  many  seamen.  These  two  unhappily 
constant  causes  obstruct  their  even  and  normal  lives,  and  must  be 
reckoned  with  by  the  medical  officers  of  all  naval  ser%'ices.  The 
economic  iniixirtancc  of  this  subject,  together  with  the  ultimate  costly 
invalidings  and  pensionings  of  men  broken  down  early,  cannot  be 
overestimated. 

Restrictions  of  crews  in  presence  of  threatened  infectious  disease  of 
other  classes,  such  as  cholera  and  yellow  fever,  and  of  malarial  dis- 
ease, are  easily  enforced  and  arc  the  rule;  yet  there  is  an  unwillingness 
tn  restrict  crews  against  this  really  more  general  and  insidious  enemy. 

Heat-exliattStion,  or  "  heat-stroke,"  must  be  looked  for  upon 
occasions  of  arduous  coiitiTuious  labor  in  (he  engine-  and  fire-rooms 
in  warm  weather,  and  a  ship  may  be  .seriously  crippled  from  this  cause. 
This  does  not  at  once  appear,  but  does  after  a  day  or  two  following  the 
strain  of  unusual  work  and  heat  conditions.  Temperatures  of  from 
1 12*  to  140*'  F.  are  common  in  fire-  and  engine-rooms,  varj'ing  at  the 
different  localities  and  elevations;  and  in  a  small  ]jroportion  of  the 
high-powered  shijjs  the  writer  has  reported  upon  fire-  and  hytlraidic 
rooms  with  teniperatures  of  from  135°  to  196°  F.  In  these  latter 
superheated  spaces  the  men  remained  only  a  limited  time  at  work,  and 
sought  the  cooler  contiguous  passages  in  the  inter\*als.  Howe\*er,  a 
number  of  collapsed  men.  some  unconscious,  were  removed  from  these 
spaces.  Oatmeal,  thinly  dissoh'ed  or  mixed  with  water,  is  the  usual 
thirst-assuaging  drink  nf  firemen,  sometimes  slightly  iced.  If  the 
interval  or  rest-period  between  watches  is  made  longer,  with  complete 
relaxation  in  the  open  air,  the  working  period  shortened,  and  a  small 
amount  of  stimulant  occasionally  given,  heat-exhaustions  may  be  much 
limited,  and  even  avoided.  The  better  plan  is  to  shorten  the  working 
period  (the  labor  is  "extreme  muscular  exertion  "),  reducing  tlie  watcli 
from  four  to  two  hours,  with  as  long  a  period  ofiT  as  is  possible  tn  give. 

The  condition  of  a  man  prostrated  from  heat  exhaustion  is  typical 
of  nearly  complete  collapse  of  circulation  and  respiration,  with  partial 
or  complete  unconsciousness.     He  is  pallid;  the  skin  cUmmy;  tem- 
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perature  may  be  subnormal,  or  not  over  102°  to  103°  F.;  pupils  slow 
to  react;  there  may  be  convulsive  muscular  movements;  and  if  he  is 
conscious,  he  complains  of  headache  and  cramps  in  the  muscles  of  the 
legs.  In  rare  cases  the  temperature  goes  higher,  the  skin  is  hot  and 
dry  or  moist ;  there  are  unconsciousness,  muscular  spasm,  irregular 
heart-action,  and  sighing  or  jerky  respiration. 

The  treatment  depends  mainly  upon  the  body- temperature  (taken 
in  the  rectum)  and  condition  of  the  circulation.  Cold  affusions,  ice  and 
frictions,  and  cardiac  sedatives  hypodermically  if  the  temperature  is 
excessive  ;  warm  applications  and  dry  frictions,  with  cardiac  stimulants, 
with  depressed  or  normal  temperature  and  failing  powers.  Cases  must 
be  individualized  and  treated  symptomatically.  Bleeding  is  rarely  called 
for,  cases  being  seen  early.  Cooling  affusions  with  frictions  and  cardiac 
stimulants,  such  as  strychnin  hypodermically,  restore  most  cases.  The 
worst  ones  require  energetic  treatment  to  reduce  temperature,  relieve 
cerebral  congestion  and  stasis,  and  to  keep  up  the  functions  of  the 
heart  and  breathing.  Long  periods  of  rest  must  follow  the  attacks, 
with  tonic  nerve  treatment.  Attacks  are  liable  to  recur  in  the  same 
subject.  The  prognosis  is  good,  as  a  rule.  Recovery  may  be  delayed 
some  weeks ;  in  bad  cases,  months.  Inexperienced  men  soon  fail  in 
the  fire-rooms  of  the  modem  war-ship  in  the  warm  season ;  and  under 
usual  conditions  the  lives  of  firemen  in  high-powered  ships,  the  active 
working  lives,  are  reduced  to  a  period  variously  estimated  at  from 
eight  to  eleven  years.  In  threatened  heat-exhaustion,  or  "  heat-stroke," 
it  is  customary  in  many  ships  to  issue  alcoholic  stimulants  to  the  men 
when  at  work,  and  the  practice  may  be  justified  for  a  limited  time  only. 


CIIAI'TER    XXXII. 
THE  TRAUMATIC  NEUROSES. 

Definition. — The  term  "  traumatic  nturosis  "  is  justilinble  only  as  a 
collective  designation  of  the  various  functional  disorders  of  the  nervous 
system  whicli  follow  injury.  It  does  not  denote  any  special  forms  of 
disea.se. 

The  word  "traumatic  "  formerly  conveyed  the  idea  of  bodily  injury 
alone;  but  it  is  now  peneratly  understood  to  include  many  cases  in 
which  "nervous  shock" — that  is,  the  derangement  of  the  nerve-func- 
tions due  to  a  sudden  and  severe  emotional  strain — is  usually  the 
essential  factor. 

it  is  also  worthy  of  notice  that  the  expression  "  traumatic,"  as  here 
used,  does  not  always  have  the  same  clinical  sif^nificance.  Chorea  and 
paralysis  agitans,  for  example,  present  essentially  the  same  features, 
whether  they  be  of  traumatic  origin  or  not;  while,  on  the  other  hand, 
many  cases  of  tlic  hysteroid  psychoneu roses  that  follow  accidents  pre- 
sent more  or  less  distinctive  features,  just  as  the  mental  states  of  a 
number  of  persons  who  have  been  exposed  to  similar  social  influences, 
or  who  have  received  similar  post-hypnotic  suggestions,  are  likely  to 
resemble  each  other  within  certain  limits. 

Many  afifections  besides  the  psychoses  and  neuroses  are.  of  course, 
met  with  after  accidents ;  but  tJiese  aficclions  will  be  here  referred  lo 
only  to  the  extent  of  imlicatlng  how  fiir  they  are  of  nervous  orij^in. 
One  must,  however,  recopiize  that  while  practical  considerations  oblifje 
us  to  confine  ourselves  mainly  to  the  neurotic  conditions  that  arc 
especially  cummon  after  injuries,  yet  we  are  in  realit>'  dealing  with  an 
agency  wliich  has  an  immense  range  of  possible  action  for  harm,  the 
principles  of  which  wc  are  botmd   to  make  an  elTort  to  understand. 

It  must  also  be  recognized  that  althcmgh  the  study  of  the  localized 
lesions  of  the  nervous  system  and  their  effects  belong,  strictly  s|>cak- 
ing,  elsewhere  than  here,  yet.  in  fact,  we  are  not  always  able  lo  tell 
whether  such  lesions  arc  present  or  not,  nor  what  part  the>'  play  as 
etiological  factors. 

ETIOUXJY. 

It  is  important  to  consider  here  not  only  what  kinds  of  trauma  arc 
the  commonest  antecedents  of  the  neuroses  to  which  we  have  referred, 
but  also  what  are  the  special  af»encies  by  whicli  tlie  results  arc  brought 
about,  and  the  mode  of  their  action. 

One  of  tlie  commonest  causes  of  accidents  is  railroati  coUisiotts. 
These  furnish  the  cases  in  which  jars  and  concussions,  often  of  great 
violence,  occur ;  and  they  arc  also  of  importance  because  they  have 
come  to  be  associated  in  the  public  mmd  with  a  special  sense  of  terror. 
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Another  important  class  embraces  local  injuries  to  the  head  and  back. 
These  are  more  important  tIiH.11  injuries  to  the  limbs,  both  because  they 
arc  inure  often  the  cause  of  lesions  of  the  central  nervous  system,  and 
because  their  emotional  effect  is  so  much  more  profound.  In  the  case 
of  the  head-injury,  this  latter  effect  seems  to  be  due,  in  part,  to  the  fact 
that  patients  arc  pecuharly  unmanned  by  the  sense  tliat  the  brain  may 
have  been  damaged.  In  the  case  of  injury  of  tlie  back,  strains  of  the 
muscles  and  ligaments  are  likely  to  occur  which  are  iKilnful  in  them- 
selves, and  thus  inhibit  motion,  and  also  excite  a  fear  of  deei>er  spinal 
injury. 

A  third  class  includes  the  ca.'ses  in  which  some  intense  emotional 
slate,  as//-//,'/!/  or  anxiety,  ts  induced,  without  being  attended  by  bfidily 
injury.  Strictly  speaking,  these  are  not  traumatic  cases  in  the  usual 
sense  of  the  word;  but  it  is  essential  that  they  should  be  considered  in 
tJiis  connection,  jwrtly  f*)r  the  sake  of  connwrison  and  parlly  iK'causc 
emntionjil  exciteninit  cx<frts  such  an  impori;int  influence  even  in  cases 
in  which  the  bodily  injury  seems  at  first  siyht  predominant. 

fJecirical  injuries  have  become  of  late  years  of  greatly  increasing 
importance.  They  are  of  especial  interest  because  they  afford  the 
opportunity  of  .studying  a  class  of  cases  in  which  consciousness  is 
almost  instantly  lost  or  profoundly  altered,  and  in  which  the  character 
of  the  losiuns,  when  such  occur,  is  different  from  that  seen  in  other 
cases. 

What  are  the  .special  agencies  by  which  these  different  kinds  of  acci- 
dents effect  their  results?  The  tendency  has  been  growing  during  the 
last  few  years  to  attribute  more  importance  to  emotional  excitements, 
and  less  to  actual  lesions  of  the  nervous  system.  It  may  be  said  in  a 
more  general  way,  however,  that  two  sets  of  forces  are  brought  into  play 
in  ever}'  accident.  The  first  set  embraces  all  those  which  make  it  diffi- 
cult for  the  nervous  system  to  work  ^n  its  accustomed  lines ;  the  sec- 
ond set  cmbniccs  those  which  tend  to  establish  a  sort  of  new  equi- 
librium, though  often  a  very  imperfect  one.  From  this  point  of  view  I 
purpose  following  the  arrangement  of  etiological  agencies  in  the  order 
of  their  importance. 

A.  Predisposing  causes : 

I.  Of  neuropiithic  character,  2.  Of  "social"  character.  3.  Of 
toxic  and  nutritional  character. 

B.  Influences  operative  at  the  time  of  the  accident: 

I.  Fear,  panic,  emotional  excitement,  and  mental  strain.  2.  Pain- 
ful or  disabhng  injuries,  such  as  sprains  of  the  back  or  blows  upon  the 
head,  not  severe  enough  to  cause  deep  loss  of  con.<iciousness,  yet  suf- 
ficiently so  to  impair  the  voluntary  control.  3.  Injuries  sufficient  to 
cause  deep  !nss  of  consciousness,  such  as  powerful  electrical  shocks  or 
severe  blows  on  the  head,  or  such  as  presumably  interfere,  by  severe 
concussion,  with  the  nutrition  of  the  nervous  system.  4.  Injuries  of 
a  kind  to  cause  actual  lesions  within  the  central  nervous  system.  5. 
Slighter  bodily  injuries,  even  down  to  phy.iical  contact,  if  they  are  only 
of  a  kind  to  e.tcite  or  increase  apprehension  of  danger. 

C.  Influences  operative  after  the  accident : 

t.  Secondary  inHammatory,  degenerative,  and  nutritive  disorders. 
3.  Excitements  and  anxieties  of  diverse  sorts.     3.  The  effects  of  emo- 
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tjonal  excitements  due  to  rcproiluctioti  in  memory  of  a  past  danger. 
4.  Tile  continuance  of  pain,  and  tlie  depressing  effect  of  internal  dis- 
orders, such  as  sprains,  uterine  displacements,  etc.  It  is  to  be  noted 
that  from  tlie  fact  that  such  aflections  as  these  have  arisen  in  a  given 
cinse  as  tht-  result  of  an  accident,  that  they  often  beconK-  clothed  with 
a  special  power  to  cause  and  perpetuate  nervous  derangements.  Some 
of  these  influfiux-.s  nticd  to  be  described  at  j^reatcr  length. 

Predisposing  Catises. —  1.  Neuropathic  Tendencies There   is 

no  doubt  that  intluences  of  this  sort  are  of  some  importance;  and 
many  of  the  patients  who  become  chronic  hysteric;  and  neurasthenics 
after  accidents  arc  obviously  only  working  out  their  "  manifest  destiny." 
It  is.  however,  certainly  true  that  in  the  great  majority  of  cases,  includ- 
ing many  in  which  apparently  trivial  accidents  lia\'e  been  followed  by 
verj'  severe  results,  no  neuropathic  tendency,  in  the  usual  sense  of  the 
term,  can  be  dctcclrd 

2.  Social  Characteristics. — Every  physician  who  has  had  occasion 
to  examine  any  considerable  number  of  cases  of  post-traumatic  hysteria 
and  tlie  typieul  neuroses,  especially  those  which  find  their  way  into 
courts  of  law,  [uusL  liave  noticed  that  the  great  majority  of  the  patients 
are  persiiii.s  tif  stiiall  incomes  and  such  as  have  led,  socially  speaking, 
narrow,  restricted  lives,  witliout  having  had  much  ojjportunit}-' for  general 
cultivation  and  experience  wiih  llie  w<irld,  and  without  many  resources 
in  the  way  of  pleasure  or  empU»yinent  outside  of  their  special  occu- 
pations. On  the  other  hand,  there  are  several  classes  of  pwrsons  that 
are  relatively  exempt  from  the  severer  forms  of  the  po.st-traumatic 
neuroses.  Such  are  (l)  those  who  meet  with  accidents  in  the  way 
of  sport,  or  of  occupations  in  wliicli  such  accidents  form  a  legitimate 
outcome,  or  of  war;  (2)  ]>crsons  with  highly  trained  self-control  and 
cultivated  intelligences.  Persons  of  this  stamp  are  more  likely  to  be 
found  among  the  professional,  the  leisured,  and  the  higher  business 
classes  than  among  wage-earners  and  people  who  live  on  small  salaries. 

It  is  certainly  true  that  the  severe  accidents  of  the  foot-ball  field 
are  rarely  followed  by  nervous  symptoms,  as  Morton  Prince's  recent 
inquiries  indicate;'  and  it  is  also  striking  that  severe  and  t>'pical  cases 
of  post-traumatic  hysteria  arc  rarely  met  with  among  private  patients 
of  cuEtivation  and  social  training. 

The  relative  exemption  of  persons  receiving  even  severe  injuries  in 
the  way  of  sport  or  in  occupations  In  which  accidents  are  not  unlocked 
for,  shows  that  such  results  cannot  be  due,  as  a  rule,  or  in  any  consid- 
erable degree,  to  actual  lesions  of  the  central  nervous  system.  On  the 
other  hand,  the  greater  liability  of  the  poorer  and  less  cultivated  classes, 
even  though  they  are  not  of  neuropathic  temperament,  and  though 
they  have  led  temperate  lives,  shows  that  the  training  in  self-control 
exerted  by  society  on  its  members  is  able,  when  coupled  with  knowl- 
edge and  familiarity  with  the  world,  lo  confer  a  high  degree  of  im- 
munity. This  fact  makes  it  clear  that  the  injurious  influence  exerted 
by  accidents  is  one  that  makes  itself  felt  largely  through  mental 
channels. 

The  greater  liability  of  the  poorer  classes  is  also  due  to  the  fact 
that  an  accident   often   seems  an   irreparable  disaster  to  a  man   of 
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slender  income,  spentiing  up  to  the  verRe  of  his  earnings.  Of  course, 
it  is  also  true  that  a  ha  If- recognized  feeling  that  legal  compUcations 
are  likely  to  arise,  and  that  a  good  case  must  be  made  out  on  that 
account,  must  necessarily  play  a  more  or  less  important  part,  even 
from  the  very  outset,  since  this  idea,  like  the  idea  of  danger  and 
injury,  is  contained  for  many  jxrrsons  in  the  very  conception  of  the 
word  or  thought  "accident." 

When  the  people  of  wider  training  do  fall  victims,  it  is  toward 
neurasthenic  states  rather  than  toward  hysteria  that  their  symptoms 
tend.  Indeed,  results  of  this  sort  are  probably  not  unconmion;  though 
we  do  not  hear  much  about  them,  because  the  cflects  of  a  jiartic- 
ular  accident  are  [jerhaps  mixed  up  with  the  effects  of  a  neurasthenic 
temperament,  or  with  unfavorable  influences  of  divers  sorts.  (See  case 
cited  belnw.) 

When  it  is  considered,  in  the  light  of  these  facts,  that  the  persons 
who  arc  thus  predisposed  by  their  social  surroundings  to  sulTer  most 
profoundly  from  the  emotional  shock  of  accidents  are  likewise  forced 
by  their  lack  of  fixed  income  to  go  to  law  for  damages,  it  is.  I  think, 
clear  why  we  find  a  greater  number  rif  hysterias  in  law  courts  than 
out.'iide.  It  might  be  urged  that  we  ought  also  to  find  these  same 
results  among  hospital  patients,  hut  in  non-legal  cases.  To  a  great 
extent  I  think  that  this  occurs ;  and  I  believe  it  would  occur  more  fre- 
quently were  it  not  that  in  the  cases  in  which  no  d;miagcs  are  obtain- 
able the  stern  teaching  of  necessity  is  likely  to  force  a  recover)',  pro- 
vided the  disease  has  not  run  on  too  long. 

In  pursuance  of  this  view,  I  shall  point  out  under  Treatment  that 
the  prognosi-;  in  accident  psychoses  varies  immensely  with  the  treat- 
ment to  which  the  patients  arc  subjcclcd. 

3.  The  influence  of  previous  alcoholism  and  other  debilitating 
conditions  is  of  marked  importance,  and  the  more  so  from  the  fact 
that  chronic  alcoholism  may  itself  give  rise  to  hystcroid  symptoms 
(SangerV 

Operative  Inflnenoes  at  the  Time  of  the  Accident. — i. 
Emotional  excitement  is  the  most  important  of  these,  even  where  all 
outward  mnnifcstation  of  enmtion  has  been  suppressed.  Sonietinies, 
indeed,  the  suppression  of  the  emotion  increases  the  ultimate  effect, 
while  perhaps  obscuring  its  origin.    A  case  of  this  kind  is  the  following : 

A  laily,  IwcnLy  tmi  yciirs  of  «g<-,  spiritH  nrwl  (yiurmjcauf.  thotiKh  jwrhip^  ^lijl.lly 
iMrvniis  in  if^mpcmment.  was  mii  away  witli  mIiiIc  hniNcbuckiiditii;.  and  cveittually  thrown 
off,  M»  that  fur  a  few  miniilrs  she  wns  sliinniMl.  Slic  sUycd  in  bed  for  two  at  ihrw.-  WM^ks, 
but  ihcn  insisted  on  ({clliiijj  ii|>.  niid  wcnl  alxiut  a^  tiMjal.  thou^li  vunTrrint;  uontinually  from 
backuclie.  El  wa*  finiitd  later  that  fixe  hnil  %  rcin)Vcr&ion  of  thr  uterus,  pna&ibly  clatiii([ 
from  tlie  time  of  ibc  accidcni.  I.it«r,  >hc  had  *nniheT  sewn-  oervou*  *h.jck  frr>m  wiuicis- 
iii^  the  imrrow  csr.ipc  <jf  ■  ymiitg  |^rl  frmn  ilrowning.  and  )^ailua1ly,  frnm  .1II  iticsr  causes 
comhined,  she  fell  inifi  n  eondiiion  of  nert-nus  weakne**,  fnmi  uhirli  llie  be*!  of  tn*n!tnent 
has  not  be«n  able  lo  frn  bei.  tbougb  she  has  obtained  cunsiderable  benetit  from  a  species 
of  mental  hy^tnie. 

2.  Injuries  of  the  head  and  deep-seated  strains  of  the  back,  even 

if  not  in  themselves  of  serious  import,  are  often  peculiarlv  prostrating, 
partly  because  they  excite  apprehension  lest  the  organs  of  the  central 
nervous  system  have  suflcrcd  irreparable  damage,  as  in  the  following 
case,  which  was  not  complicated  by  a  suit : 


A  hoipiial  patient,  an  intelligent  Hebrew,  bad  been  atnick  on  the  heiwl  by  n  heary  ham- 
met  ihirtjr-thrrr  ycnn  befuie  1  »aw  him.  He  va»  not  t<tuniie(l,  but  lay  in  a  hoxpilal  fur  tunie 
weeks  in  a  **  Ter>-  lr>w  "  >4iiie,  yet  wlih  no  special  sympioms  except  pain  This  pain  had 
cimtitmrd  bikI  iiivrL-av.-<U  iu>  that  lie  »cvght  relief  hy  opctalion.  lie  was  taid  lo  have  lost 
flesh  and  rvol  lo  have  slef>C  well  on  acciiant  uf  the  pain,  but  his  appearance  sum;eued  per- 
Iccl  faeAlib,  ami  rcprjlcd  i-ntcful  c  so  m  in  at  in  nit  *>(  ibr  »ilc  uf  injun-  icvcalcd  noltung  abovr- 
mat,  althnuKb  even  the  li[;hlest  touch  on  ilio  scalp  made  him  scream. 

It  is  well  known,  of  course,  that  even  moderate  injuries  of  tlic  head 
and  back  may  cause  actual  lesions,  to  be  followed  by  degenerative 
changes,  and  these  will  be  discussed  farther  on ;  but  1  desire  to  call 
attention  here  only  to  the  psychoses  and  neuroses  that  are  likely  to 
result.  The  following  case  illustrates  an  especially  interesting  fomi  of 
hysteria  arising  on  the  ba.sis  of  a  strain  of  the  back,  and  strongly  sug- 
gesting Pott's  disease  with  pressure-myelitis : 

A  mechanic  was  Mnirk  mi  iHe  neck  and  shoulders  hy  a  hMvy  pTanIc  falling  from  a 
faelghl  of  abtrut  13  ftxl.  He  uit»  duublcd  over  and  leDipuiariiy  slunticd.  but  received  Do 
vevrre  itijtirk-s.  Pain  in  llir  biuU  cnnie  i>ii  in  tlir  euiii^ie  iif  a  few  li[nir<>,  asMirialetl  with 
ricidiiy.  weakness  of  the  ]v^s,  hiKlilycxaK{:eraierl  knee-jerk,  and  ankle-clomis.  The  patient 
wj«  slill  ill  lbi>  cnnditiiin  wbrn  I  niw  hini  a  year  talcr.  Carcriil  inre<lignliini  nf  all  llie  cir- 
cuntkiaiiccH  made  i(  ele^ir  [h^it  the  case  was  really  u»e  of  hy>1eria,  an  opinion  which  recent 
dcvcloptnciils  hnTc  conlinned. 

The  greater  number  of  the  cases  of  j^ainful  and  rigid  back  which 
follow  moderate  jars  and  concussions  have  this  element  of  hysteria 
behind  thcni. 

3.  Concussion  o1  the  Brain. — It  is  still  uncertain,  in  spite  of  the 
ex  peri  men  Is  of  Durct,  1  lorslcy,  and  others,  to  what  agency  the  loss  of 
consciousness  and  paralysis  of  f\inction  of  the  brain-cortex  and  deeper- 
lying  parts  is  due  in  cases  o(  severe  blows  and  concussions.  Prob- 
ably, indeed,  various  causes  may  produce  these  results.  Anemia  due 
to  tl»c  displacement  of  blood  front  indentation  of  the  skull  is  one  of 
thcin ;  while  inhibition,  vasomotor  tlisorders  leading  to  loss  of  vas- 
cular tore  (Tnedmann.  rischcr),  and  peihaps  the  physical  and  chem- 
ical changes  in  the  nt:rvc-cell.  excited  b>'  jHJWerful  mechanical  vibration, 
are  others. 

Electrical  Injuries.— The  subject  nf  elet-uiinl  injurici  bar.  Iwen  carefully  stmlied 
within  a  few  years  by  Diraud.'  and  his  cduclusions.  mjihc  >>(  vrbicli  I  partly  cite,  are  still 
valid.  *'  The  tnectinnisni  by  ubich  death  i\  linpnght  about  by  electric  nirrenta  of  hiKti  lvn> 
fioD  is  Dot  yet  fully  clear.  It  iit  protuibly  clue  tu  asphyxia  fullowin^  ibe  arrest  of  funclioti 
of  ihe  medullary  centers  fur  the  Iteart  and  respiration.  .  ,  .  The  clinical  study  of  aca- 
dcnt«  or  tliii  kind  show*  that  hysteria  of  the  utual  type  i«  an  oecation^t  result."  It  is 
noticeable,  however,  that  il  is  not  so  much  the  eery  severe  injuries  uf  these  sorts  attended 
by  eomplele  lout  of  con«ciou«neM,  that  eieiie  hyMrria,  at  it  i*  the  slighter  accidents  in 
Mbi<.-h  ciinsciuusness  i^  patlially  preserved. 

4.  The  question  whether  actual  lesions  of  the  central  nervous 
system  play  an  important  part  in  producing  the  tr.minatic  psjchoses 
and  neuroses  has  been  a  matter  of  much  discussion,  There  can  be 
no  doubt  that  injuries,  even  of  moderate  severit)-,  such  as  falls  unat- 
tended by  fracture,  are  capable  of  causing  actual  lesions  of  the  nature 
of  minute  hemorrhages,  necrosis  of  nerve-elements,  and.  perhaps,  as 
has  been  recently  asserted,  of  imj>ortanl  and  widespread  vasomotor 
disorders  and  vascular  degenerations.*    The  usual  outcome  of  these 

*  l.a  M'trt  et  len  .Occidents  cuu»(>  par  left  Courant*  £lectri<{ucs  de  hnutc  Tension. 

'  See  Kappen  ( .Vairot.  Certt'<ilf>t.,  No.  SO,  1897  |,  and  esprcially  the  recent  and  impor- 
tant tniprr  by  ]'i»cher  {PrafnAf  mtJ.  Wi^hrnnhrift,  p.  s6<>.  189S),  on  n'mm^ii*  .ffhritruA 
its  relaticin  lo  small  hcniorrhaf'es.  in  which  it  is  pointed  nut  that  the  low  of  vaMnilnr  lone 
due  lo  the  nervoua  iJtock  of  injury  may  lead  to  trreparalile  and  prof^ssive  vascular  degm- 
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lesions  is,  however,  cither  in  recovery  or  else  in  recognizable  forms  of 
inflaiiimator)'  or  degenerative  procc-vscs.  rather  than  in  the  neuroses 
anti  psyeiioses  pro]jcrIy  sitcaking.  thouyh  it  occasionally  hap[K-ns  lliat 
tj-pical  psychoses  and  neuroses  constitute  the  only  manifestations  of 
such  Ic-aons,  just  as  they  arc  sometimes  the  only  sifjns  of  cerebral 
tumors.  On  the  other  hand,  the  occurrence  in  hysteria  and  kindred 
psychoses  of  symptom-groups  which  would  formerly  have  been 
thought  to  occur  only  on  the  basis  of  gross  organic  disease  is  being 
more  widely  rcct^nizcd.  We  have  the  hysterical  "intenlion-lrumor." 
the  hysterical  paralysis  agitans.  the  hysterical  neurasthenia,  llie  hys- 
terical spastic  paraplegia,  and  other  hysterical  dLsorders  of  like  char- 
acter. 

5.  But  if  it  is  true  that  actual  nerve-lesions  rarely  count  as  direct 
causes  of  traumatic  hysteria,  it  is  equally  true  that  physical  violence, 
even  of  the  must  tridinjc  character,  may  have  an  indirect  influence  uf 
great  importance  m  intensifying  the  symptoms,  provided  it  is  capa- 
ble of  disconcerting  tlie  jiatienl  so  tJiat  he  is  less  able  to  exert  the 
protective  force  of  the  will,  or  of  inipairing  his  sense  of  confidence,  or 
increasing  his  apprehension  of  more  harm  to  come.  This  is  of  especial 
importance  in  judicial  districts  where,  as  in  Massachusetts,  it  is  usually 
impossible  to  recover  damages  for  pure  fright,  but  possible  to  recover 
where  the  symptoms  are  partly  due  to  physical  causes,  no  matter  how 
slight  the  injury  may  be.  Even  physical  contact  may  justly  bt?  rated  as 
a  cause  in  this  sense.  It  is  a  trifling  thing,  for  example,  to  Xtc  shaken  by 
the  collar ;  but  if  this  should  be  done  unexpectedly  when  one  was  cross- 
ing a  crowded  street  and  bent  on  keeping  a  sharp  lookout  for  swiftly 
moving  teams,  the  effect  might  be  very  serious.  Likewise,  although 
we  brush  daily,  without  emotion,  against  hundreds  of  persons  in  the 
street,  it  is  easy  to  imagine  circumstances — the  knowledge,  for  example, 
that  one  of  these  persons  was  irresponsibly  drunk  and  carried  a  loaded 
pistol — when  one  of  these  contacts  might  excite  terror,  and  materially 
increase  the  effect  of  mere  propinquity. 

Influences  Operative  After  an  Accident. — It  is  obvious  that 
the  excitements  and  anxieties  which  come  with  memories  and  reflec- 
tions after  an  accident  must  act  as  contributive  agencies  in  causing 
nervous  sj^mptoms.  Among  these  unfavorable  influences  are  those 
associated  with  attempts  to  obtain  damages  by  suits  at  law,  such 
as  indignation  against  the  causers  of  the  mishap,  a  desire  for  gain, 
the  mischievous  influence  of  friends  or  lawyers,  or  the  fatigues  attend- 
ant on  the  law's  delays  and  the  scenes  of  the  court-room.  It  is  only 
by  conscientious  study,  based  on  expert  knowledge,  that  each  of  these 
and  similar  influences  can  be  assigned  its  due  share  of  the  result,  and 
it  often  happens  that  a  satisfactory  analysis  is  impossible.  The  repro- 
duction in  memory  of  a  past  danger  may  bring  on  a  series  of  symp- 
toms that  did  not  follotv  the  accident  itself.  A  striking  case  of  this 
sort  is  recorded  under  Symptomatology. 


eralinn.  Similar  obtcrrationx  with  rcgird  to  the  ToscuUr  system  wrre  made  mkdc  timr  ago 
l>y  Friedm«nn  {Ar,-k.  f&r  Pty^h.  tt.  Xfiirenit.,  vol,  miii. ),  Sperling  and  Kmnihal  |  AVi/rW. 
Centtali-L,  1S84.  Ubtr  hUentt  Arltri^'Ultrote'),  .Sec  also  obscrratians  and  refcrvncrs  given 
ttndrr  SympiMnatolofry.  It  is  by  no  moinA  Improbable  thai  the  impairment  of  vaK^lar  tone 
wbicb  foIloM-R  fttroni;  emotion:*]  shock  it  occasionally  foUowd  by  Hinilar  rcMilts. 
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A  few  words  may  be  added  about  the  depressing  effects  of  cuntinucd 
pain  and  tlie  irritiition  of  internal  disorders  caused  by  the  acci- 
dent. It  is  a  fact  of  comirion  experience  that  the  injurious  effects  of 
local  pains  and  irritations  are  trifling  or  serious  according  to  tlie  general 
susceptibility  of  the  patient.  Many  women,  for  example,  retain  good 
health  in  spite  of  having  a  retrovtrtcd  uterus,  though  to  others  such 
a  dispJLicenicnt  would  be  a  cause  of  great  distre-ss.  This  same  obser- 
vation is  noticeable  in  post -traumatic  cases.  Sometimes  after  a  patient 
has  improved,  but  where  the  recovery  is  still  delayed  on  account  of 
tlie  habit  of  disease,  a  new  cause  for  cPTort  and  encouragement  may 
be  found  in  judicious  uterine  treatment,  if  tliis  is  called  for,  the  patient 
feeling  that  at  last  the  real  cause  of  illness  has  been  found. 


SYMPTOMATOLOGY. 

In  accordance  with  the  plan  sketched  out  under  Etiology.  I  shall 
classify  the  symptoms  and  syniptom-grnups  as  represculing,  first,  the 
disorganization  of  nerve-functions  due  to  the  .shock  of  the  accident; 
and  second,  the  action  of  new  forces  tn  which  this  disorgani7..itinn 
gives  rein,  and  which  may  be  said  to  tend  toward  the  establishment 
of  a  new  equilibrium  within  the  nervous  system,  taking  the  form  of 
disease.  In  other  words,  it  is  plain  that  two  kinds  of  forces  arc  at 
work  in  these  cases,  one  tending  tn  cause  symptoms  of  deffct,  the 
other  to  cause  sywpfflitis  of  re nrf ion,  \v\i\ch  the  defect  renders  neccssar)* 
or  possible.  The.<;e  latter  symptoms  might  be  called  sympumts  of  suh- 
stitiiiion.  Thus,  the  general  course  of  a  ca.se  is  usually  .somewhat  as 
follows: 

The  firs!  static  is  characterized  by  the  depressive  effects  of  the 
shock,  preceded  cither  by  emotional  excitement  or  by  a  latent  interval 
of  calm.  In  this  stage  the  symptoms  of  defect  predominate,  as  indi- 
cating the  inadequacy  of  the  ncrvnus  arrangements  to  meet  the  severe 
strain  so  suddenly  thrown  upon  them.  The  shock  may  be  profound, 
involving  deeply  the  processes  of  organic  life,  as  in  "  surgical  shock ;  " 
or  it  may  only  thiow  the  higher  cerebral  functions  out  of  gear,  and 
thus  render  the  patient  susceptible  to  unfavorable  emotional  influences 
associated  with  the  events  of  the  accident.  Such  a  patient  becomes 
like  a  hypnotized  person  to  whom  it  is  said.  "  You  are  to  be  sick,  or 
lame,  or  paralyzed  as  a  consequence  of  tliis  accident."  Jt  is  in  accord- 
ance with  this  view  thai  hysterical  symptoms  sometimes  show  them- 
selves immediately  after  the  accident. 

This  stage  of  the  shock  is  followed  by  a  second  period,  when  con- 
scious reflection  and  ob.servation  begin  to  play  an  active  part.  The 
patient  notices  that  his  nerve-functions  are  working  out  of  harmony 
and  inadequately,  and  a  sense  of  exhaustion,  incompetence,  and  help- 
lessness ensues,  to  which  active  phenomena  arc  superadded,  due  to 
uncontrolled  display  of  ner\'Ous  energy.  The  prominence  of  distress- 
ing dreams,  the  excitability  which  interferes  with  sleep,  the  irritability 
of  the  heart,  arc  a  few  of  many  examples.  If  hysterical  tendencies 
suggested  by  the  events  of  the  accident  have  taken  root  they  will 
continue  to  develop  during  this  period;  while,  conversely,  substantial 
progress  may  be  made  in  it  toward  recover^'  by  the  re -establishment 
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of  the  old  equilibrium.  Occasionally,  when  the  shock  has  afTected 
the  "  visceral  "  nervous  centers — which  may  happen  even  from  slij;ht 
accidents — tile  patient's  nutrilional  processes  and  \'ital  innervation  may 
be  so  conipnnnised  that  he  becomes  a  prey  to  illnesses  of  various 
sorts.  Tlic  coiitriljutive  influence  of  alcoholism  or  other  debilitating 
agencies  may  greatly  increase  this  tlariger. 

In  a  ihird  period,  which  is  separated  by  no  sharp  line  fnim  those 
which  precctic  or  follow,  the  character  of  the  case  defines  iiself  more 
definitely,  tlic  symptoms  either  subsiding  and  giviiij^  place  to  health 
or  assuming  more  nearly  the  features  of  some  special  type  of  disease. 

Finally,  provided  recovery  does  not  ensue,  the  illness  may  enter  on 
a  chronic  stage,  wiiich  may  be  called  tiie  fourth  pcrivd.  In  this  stage 
the  events  of  the  accident  arc  still  regarded  as  the  cause  of  the  illness; 
but.  nevertheless,  the  skilled  observer  finils  that  tlieir  direct  tlomination 
has  ceased.  The  patient  is  a  hysteric,  a  neurasthenic,  or  a  habit-vale- 
tudinarian, etc,  like  any  other  who  may  have  been  born  to  the  disease. 
At  this  period,  also,  ciironic  nutrilional  disorders,  which  may  have  begun 
even  before  the  accident,  are  likely  to  make  more  rapid  progress. 

In  this  brief  sketch  I  have  had  in  mind  mainly  the  commonest  types 
of  cases,  and  have  not  atlemplftl  to  iiidicaie  the  variations  which  the 
influence  of  actual  nerve-lesions  mi^lit  make  in  accentuating  llie  nerve- 
shock,  acting  as  a  center  for  new  symptom -groups,  or  exdting  their 
own  proper  results.  This  and  other  obvious  gaps  will  be  filled  up  in 
the  more  detailed  discussion  of  symptoms  which  now  follows. 

Symptoms  Characteristic  of  the  Period  Immediately  Following 
the  Accident,  or  5hock-symptoms. — Loss  or  impairment  of  conscious- 
ness; amnesia;  impairment  of  the  functions  tef  organic  life. 

Impatrmetit  of  C o  h  scions  tic  ss. — N'nthing  is  more  common  than  to 
hear  the  victims  of  accidents  say  that  they  were  made  unconscious  by 
the  shock  which  they  received,  even  when  this  was  trifling.  In  cases 
of  severe  head-injurj,-  or  powerful  electrical  shock,  or  where  the  action 
of  (he  heart  is  inhibited,  so  that  synco|x*  results,  it  is  easy  to  believe 
this  statement.  Frequently,  however,  the  patient  is  dazed  rather  than 
unconscious;  and  even  where  ctmsciousness  in  llic  strict  sense  is  in 
abeyance,  the  capacity  for  mental  activity  of  another  grade  may  be  pre- 
served, and  the  patient  may  even  possess  a  heightened  susceptibility  to 
unfavorable  impressions  connected  with  the  accident. 

The  patient's  own  testimony  as  to  the  degree  to  which  his  conscious* 
ncss  was  impaired  is  not  conclusive,  and  in  reality  he  is  probably  often 
in  a  state  of  altered  conscitnisness  analogous  to  that  induced  by  hyp- 
notism. We  do  not  know  enough  abtJuC  these  states,  as  developed 
through  accidents,  to  feel  justified  in  considering  them  identical  with 
the  hypnotic  states,  but  they  certainly  deserve  the  name  of  "  hypnoid," 
and  their  occurrence  is  favorable  to  the  formation  of  subconscious 
chains  of  association  which  may  modify  the  subsequent  conscious  life 
to  a  remarkable  extent. 

One  symptom  that  apparently,  but  falsely,  suggests  a  complete  loss 
of  consciousness  is  an  inabilit)'  to  recall  the  events  of  the  accident,  which 
is  often  seen,  and  is  designated  as  amnesia.  Sometimes  this  amnesia 
is  for  events  preceding  the  injur)-.  In  one  .such  case  in  my  experience, 
in  which  a  man  driving  in  a  buggy  was  knocked  over  by  a  locomotive 
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and  severely  injured,  it  was  a  long  time  after  his  recovery  from  the  pri- 
mary shock  before  he  could  give  a  clear  account  of  the  week  or  two 
before  the  accident,  except  for  a  few  images,  such  as  the  impression  of 
the  oncoming  of  the  train,  which  stood  out  either  as  especially  impor- 
tant or  as  anchored  by  some  special  association. 

An  interesting  ca^e,  a»  showing  how  itlight  a  vinlc-ncc  cnn  cxi^st  amnesia,  is  repprted  by 
Nicke,' who  wa>  hjoiiidf  Uic  uadenl.  l>uiuig  a  wuM-vi»it  be  was  sliuck  by  an  tiiftSnc 
patinit  ui  hraTy  a  blow  tipcin  hn  tnouih,  tlinuji^h  wiih  [h«r  open  hand,  that  he  toM  conscious- 
ncn  and  fell  to  the  tiuor.  withuul.  however,  Mriking  hi»  head.  He  was  picked  up  mid 
laid  on  a  Mifa,  but  wilhiii  3  iw  scrconds  afterward  was  able,  wiih  Mime  help,  to  arive  and 
waJk  across  the  nx^m.  He  «poke  of  the  accideot.  talked  with  other  patients,  (;»*'«  direc- 
tions U  to  the  treatment  of  his  own  case,  went  through  a  cf>mdor  and  dtiwn  twn  HighK  of 
Stairs,  and  then  walknl  to  hiw  houir,  which  ■tvixi  near  h).  Vel  (he  events  uf  llii»  eiilire 
pcrind,  covering  alr^ut  Bflecii  oiiiiules,  vanished  whiilly  from  hi:i  memiiTy  and  were  never 
regained,  only  a  Togue  rrcidlection  f.f  the  hlow  and  the  falling  remaining.  Thi»  »huwa  thai 
even  where  the  patient — by  lii»  nwn  Te.itinii»iy — loses  cnnsciuusne!*,  he  may  retain  hit 
capacity  for  receiving  cfTcttivc  meni.il    inipresHont  of  a  higih  CMder. 

Hut  if  the  patient  often  overrates  the  ilegrec  to  which  the  power  of 
mental  activity  is  impaired,  the  fact  of  hi.s  behavinf;  in  n  calm  and  uncon- 
cerned manner  at  the  time  of  an  accident  is  no  proof  that  liis  pnwt-r  of 
self-control  is  really  intact.  Further,  it  is  not  conclusive  that  he  i.s  not 
in  one  of  the  kinti.s  (if  hypiUHcl  slates  previously  alhidcd  to  as  favorable 
for  the  receptiiin  of  subconscious  impress  tons,  which  may  later  induce 
definite  hysterical  phemmiena  analogous  to  the  results  of  "suggestion 
in  the  waking  state." 

Launi  Interval. — It  is  very  common  for  the  victim  of  an  accident  to 
appear  unaffected  for  hours  or  even  da;*s.  and  to  think  himself  unin- 
jured, and  yet  finally  to  break  down  with  serious  symptoms — vomiting, 
hysterical  crying  or  convulsions,  nervous  chills  followed  by  a  sleepless 
night  or  a  sleep  broken  by  frightful  dreams,  hysterica!  paralysis,  or 
extreme  mental  excilement.  Someliiiies  it  is  not  the  shock  of  the  acdS- 
dcnt  itself,  but  the  memory  of  the  events  which  have  occurred,  that  acts 
as  the  exciting  cause.  As  a  rule,  however,  a  ferment  of  increasing 
emotional  tension  is  introduced  by  the  accident,  and  the  apparent  calm 
is  (hie  to  the  holding  on  of  the  normal  order  of  things  by  a  sort  of 
niimientuni,  A  certain  length  ()f  time  seems  to  be  required  before  the 
conscious  volition  discovers  chat  its  power  is  undermined,  and  that  it  is 
no  longer  supreme. 

A  ca»e  related  \a  me  by  a  colleague  is  here  in  point.  A  (nendeman — a  person  nf  inlelli- 
geacc  and  cultivation — was  walking  near  the  precipitmis  edge  of  a  mountain- top,  but  with- 
cut  lh<^ughi  of  danger,  when  n  ciimpaninn  urgrd  him  to  be  careful  and  crime  birther  hack. 
Tlii<(  he  did,  and  (or  the  lime  thought  no  more  of  the  matter.  In  the  aftermxin  ot  the  same 
day.  liowevrT,  after  lie  had  deM-endnl  fmin  llir  inonnliiin  and  bnil  dine<).  and  while  he  wu 
silting  ouietly  uii  the  piazza  of  the  hotel,  he  wa»  seized  with  a  »uddcn  terior.  based  on  the 
event  ol  the  morning.  He  then  found  thnt  be  couhl  neither  trust  himself  on  a  high  jilnce 
nor  even  paM  beneath  n  high  buihiin];  without  considernlile  diklrcs.t.  This  cntidilion  IxMed 
(tir  a  long  period,  and  was  only  dispelled  o  year  or  mvrc  later  by  the  counleHi)ITucncc  uf  a 
forced  climb  in  the  AIp«,  where  a  dangerous  plsce  was  parsed  without  hum  resulting. 

Another  series  of  sho€k-sympt<»HS  are  those  aflecting  the  ncrt't- 
processes  of  orf^anic  ami  vegetative  life — the  vasomotor,  the  cardiac,  tlie 
respiratory,  the  thermal,  the  secretory,  the  gastro-intestinal,  etc.  A 
state  of  prostration  is  occasionally  induced  by  accidcnt.s,  even  by  those 
which  do  not  cause  bodily  injur>',  which  is  analogous  to  that  of  "sur- 

'  ^'tMnt.  CeniralM.,  No.  24.  1897. 
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gical  shock."  It  is  characterized  by  nausea  and  vomiting;,  pallor, 
chills,  slow  pulse,  coldness  of  the  skin,  and  low  temperature,  associated 
with  great  weakness,  sleeplessness,  restlessness,  and  slight  delirium. 
These  signs  may  be  grouped  in  various  ways.  Sonictinics  a  brief 
period  of  high  temjicrature  precedes  the  low  temperature,  the  latter, 
however,  usually  jjfrsisting  the  longer — perhaps  for  days  or  weeks. 
The  nausea  and  vomiting  may  also  ptrsist,  often  becoming  at  last  a 
habit-symptom  or  a  symptom  of  hysteria.  Similarly,  the  acute  pros- 
tration may  pass  into  a  chronic  prostration  characterized  by  manifold 
hysterical  and  neurasthenic  weaknesses,  including  sexual  impotence. 
It  is  probably  not  always  easy  for  the  patient  or  those  around  him 
to  estimate  the  depth  of  these  disorders  of  innervation  of  organic  life. 
It  is  not  improb;ibIe  that  some  of  tliem  may  be  the  indirect  ciusc 
of  the  various  chronic  inflammatory  and  degenerative  di.sea.se.s  which 
occasionally  follow  accidents.  Such  a  case,  wliich,  however,  ended  in 
recovery,  is  the  following: 

A  womau  of  twenty -seven,  a  wurker  in  »  faclory,  was  ndiuK  id  on  dccliic  car  witb 
wliirh  ttnoihcr  car  cnllideil.  ihougd  with  onlj-  mrxlrmit'  forcr.  Thf  patient,  nitrtnax  willi 
fiittliC,  sprang  \o  her  f«et  and  sliuve  tu  reach  tiae  ufipoMle  seal.  I)ef</re  j^ctiing  iWrr.  how- 
errf,  hrr  Je^s  ffavc  way  anil  she  coliapMrd  to  the  flwir  The  early  syiniMomit  were  roi»iani 
roBiiliit^,  great  pro»tntiun,  delirium,  subnonnol  leinpcialurc,  »low  pulse,  tlow  and  feetile 
Kpeerh,  cxircme  pallor.  As  the  case  progtcssed,  and  even  frnm  the  lirst,  itiher  ^nptonu 
of  moeh  iniere^t  presented  iheniselve*,  tome  of  which  will  be  reEerred  to  later. 

It  is  an  important  question  how  this  sort  of  shock,  which  usually 
from  the  outset  wears  something  of  a  hysterical  aspect  and  may  pass 
directly  into  a  state  of  tj'pical  hysteria,  ts  related  to  the  true  "  surgical 
shock."  Probably  there  is  no  diflercnce  except  in  degree,  the  hysteri- 
cal shock  cau.'^ing  a  less  profound  involvement  of  the  various  centers 
than  true  surgical  shock,  and  indicating  a  less  dangerous  state  than  a 
surgeon  might  assume  upon  seeing  it  for  the  first  time.  In  the  hysteri- 
cal shock,  moreover,  sensory  and  motor  symptoms  exist  from  the  out- 
set or  arc  quickly  added,  these  symptoms  usually  establishing  the 
diagnosis  of  hysteria,  and  emphasizing  the  quasi-theatrical  element  in 
the  situation. 

Other  early  symptoms  of  importance  are  bleeding  from  the  mu£ous 
membranes,  disorders  of  menstruation,  and  incontinenee  of  urine. 

Strilnipell '  has  recorded  aa  instance  in  i^hjch  bliiod  was  ostcitHbly  TotDited,  bat  was 
found  nn  atrrful  inrrstigalion  to  conic  from  the  pharynx;  and  recently*  another  case,  in 
which  henialuiia  wak  claimed,  but  in  which  (be  patient  wns  discovered  to  be  practisitiff  a 
sy^lematic  deceit,  snclfinj;  blood  from  the  frums  and  spiiiin2  it  into  ihe  urine  reuel.  "nte 
oonsideratiun  cff  this  ca>c  properly  belongs  with  the  ^tudy  of  ibc  mental  symptoms  of 
hysteria,  but  it  is  inlniilnced  here  as  sug^-Uinf;  the  need  cif  rare  in  drawing  cnnclusioiu. 

It  Is  claimed  with  ju«ticc  that  the  tendency  to  deceive  lies  clo«e  ti>  the  surtece  with 
some  hysterics,  and  passes  over  hy  insenuble  §;radaiiaii!i  into  hypnchnndriaeal  rxaggrratinn. 

In  the  case  of  my  own  just  cited,  blood  n-as  apparently  vomited 
for  several  week*:,  sometimes  in  considerable  quantitj*.  and  this  process 
was  once  witnessed  by  the  attending  physician.  A  chemical  examina- 
tion of  one  specimen  of  this  blood  showed  an  absence  of  hydrochloric 
acid  and  peptones,  but  the  specimen  was  not  perfectly  fresh. 

I  "  Ueber  bystertsche  Hltmoplof,  inbesonder*  bei  ITnfallkiaaken,*'  JVWaACrA.  fih- 
VnfaUhfU^Hndr.  4,  No.  I.  S.  l,  iSq?. 

■  "Simulation  ron  Blutbrechen  und  HAmatBtie  bd  doem  Coiallkruiketi,"  Mttututk, 
fur  UmJaUktt:k»n.if,  5,  So.  4,  S.  97,  1898. 


The  menstrual  function  is  often  affected  temporarily  or  permanently 
by  the  shock  of  accidents.  Menstruation  in  progress  is  ysiially  checked; 
if  not  in  progress,  it  is  often  brought  on  prcmaturcl>'.  Likewise,  func- 
tional pelvic  disorders,  such  as  oi'tirian  neuralgia,  often  arise,  topether 
with  various  hysterical  symptoms,  and  subsequent  menstrua!  periods 
are  often  attended  with  pain. 

Incontinence,  or  rather  dribbling,  of  urine,  usually  of  slight  amount, 
is  occasionally  complained  of  during  the  early  stage,  but  rarely,  if  ever, 
persists.' 

As  the  immediate  effects  of  the  excitement  and  nervous  shock  and 
injury  of  an  accident  pass  away,  or  even  while  tliL-y  arc  in  full  force, 
new  features  may  show  themselves.  These  are  the  secomiary  or  indi- 
rect results  of  accidents — i.  e.,  substitution  symptoms.  They  may  be 
classified  as:  i.  Diseases  of  organs  other  than  the  nervous  system 
arising  in  consequence  of  impairrnent  of  innervation.  2.  Disea.se«  of 
the  nervous  system  arising  as  in  the  last  case,  but  due  to  some  other 
prominent  cause  besides  ilie  accident.  3.  Diseases  of  the  nenous 
system  of  which  the  accident  is  the  main  or  only  obvious  cause,  except 
general  predisposition,  though  other  influences  may  act  as  accentuating 
causes.  4.  Certain  diseases  of  .serinus  character,  but  of  obscure  causa- 
tion, to  be  specified  later. 

The  jSrsf  ^rou/f  comprises  diabetes,  the  dermatoses,  progressive  per- 
nicious anemia,  the  chronic  cardiac  and  arterial  diseases,  and  kindred 
disorders.  It  is  not  easy  in  a  given  case  to  be  sure  how  large  a  part 
was  really  played  by  the  antecedent  tniuma,  but  the  circumstantial 
evidence  tlml  this  may  exert  a  great  deal  of  influence  is  fairly  strong. 
As  regards  the  case  of  diabetes,  Kbstein.'  as  tlw  result  of  the  analysis 
of  50  cases  of  diabetes  occurring  at  varying  periods  subset^ucnlly  to 
accitlents,  concludes  that  trauma  mu.st  certainly  be  reckoned  as  one  of 
the  causes  nf  both  glycosuria  and  diabetes— both  diabetes  niellitus  and 
diabetes  insipidus. 

In  many  cases  in  which  this  result  occurs  there  exists  a  predisposi- 
tion to  diabetes  or  a  neuropathic  predisposition.  Acute  cases  of  post- 
traumatic diabetes  may  end  in  reeoverj*.  The  nature  of  the  relation- 
ship between  the  injiir>' and  the  disease  is  not  clear;  nor  is  diabetes 
habitually  a  result  of  the  hysteroid  neuroses  such  as  are  the  subject 
of  this  article.  On  the  contrary,  in  most  of  Kbstein's  ca.ses  diabetes 
occurred  independently  of  the  traumatic  neuroses,  and  where  the  two 
occurred  together  the  relation  seemed  to  be  one  of  concomitance 
rather  than  of  cause  and  effect 

On  the  other  hand,  in  the  recent  monograph  on  diabetes  by 
Naunyn,-^  cases  arc  adduced  which  indicate  thai  both  severe  bodily 
injuries,  and  also  such  injuries  as  produce  onl)'  nervous  symptoms  and 
are  In  themselves  trifling,  may  lead  to  diabetes. 

Klill  iniiTP  LtiminoDi  thiin  flialielM  aftet  injuTy  is  the  "olimralurr  gtyf osuria  " — i.  t.,  Ihe 
■pppamnce  of  »ut^r  in  thu?  urine  shortljr  •flcr  the  in(;o«lirtn  of  loo  gnun*  of  phir"**'.  Thw 
form  of  (liMircli-r.  uhidi  iiirUcales  nnt  ilinheir^,  lo  Iw  suir.  Iwt  a  "  tendency  "  in  ihfti  dircir- 
linn,  in  met  *il^i  ill  various  nrrvnus  affcclinnii.  iinii>ii){  iHmii  thr  "trnumalic  ncoKMei." 
Slrauw  ^dlfd  by  Naunyn  i  fuund  (hit.  result  in  14  out  of  39  ckmi. 

>  Scfi  Jottkowitz-Oppeln,  MmaUsth.  fUr  Vnfallkttlkntidt,  No.  lO,  t897. 
'  PftUuMfi  Arclt.  fbr  klin.  MrJ.,  Bd.  54,  H.  53,  1895. 
*  Nathoagcl's  Spttitlle  Vatholo^it  u,  Tht'apit.^.  64,  189S, 
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The  sl'in  and  its  appendages  are  parts  of  the  body  that  are  espe- 
cially prone  to  sufifer  from  such  defects  In  innen-ation. 

K.  II ,  Kccd '  rejwrts  a  awe  in  whicli  a  m/in  nf  sixry  three,  aflcr  ■  frighl  ml  a  nUlrusil 
ftccitlenl.  lu«(  tbe  nail»  on  liuth  liautlt  and  feet,  iug«tlicT  vrilb  ibe  imir  of  the  bead  and  beard. 
ihcir  places  1icin|[  tfraduftlly  taken  hy  a  iicu-  (■n>wlh. 

Knegc*  K'vcs  ctiini|>lci>  <>f  urlicana-likc  tciidt.'iicirH  itiduccl  by  ncxidcal.'i,  and  citet  (he 
experience  of  ( lp{}enhciin,  I'n^,  eiihI  others.  Attack)^  of  wklespicad  tnemn  luvr  a\ao  been 
repotted  sewerji  time*.  Tlie  fi>IUwing  c«ic  is  tllujilrativc.  ihe  accident  constituting,  how- 
ever, only  a  |>ait!at  cause ;  The  pstieni,  a  phVMciiui.  was  run  away  with  while  driving 
with  hi*  wife.  The  horte  ran  for  three  mite^,  then  turned  a  Mhaqt  cnnter  and  nver- 
lunied  the  bu|{f>y,  the  uccujiants.  iiuwever,  ntjl  beiujj  seriuutily  injured.  The  patient  was 
in  hnl  three  or  four  days,  and  a  few  days  after  getting  up  was  atinrbcJ  with  olmoM  univer- 
sal euteina — die  ^talp.  arm*,  iixiU;e,  chest,  and  legs  being  iuvulved— and  with  ccnjuncti- 
viii<i.  I(  i&  many  years  .since  the  ntrcidcnt  happened,  atid  there  has  been  nu  return  of  lh» 
tmuble,  etcepi  a  sliglil  attack  one  year  later,  in  the  same  part  of  the  saiue  uiuuth  in  which 
the  accident  happened. 

The  morbid  conditions  cited  are  by  no  means  the  only  ones  belong- 
inp  to  this  class ;  ^  and,  in  fact,  if  the  effects  of  acute  nen'oiis  shock 
and  prolonged  nervous  strain,  whether  associated  with  accident  or  not, 
were  taken  into  account  as  they  should  be,  large  numbers  of  striking 
cases  would  be  found,  representing  widely  different  diseases.  I  cite 
but  one  more  case  illustrating  a  possible  connection  between  perni- 
cious anemia  and  ner\*ous  shock  due  to  railroad  accident. 

The  patient  wa«  a  middle-aged  man  of  intelligence  ami  gi-m-ml  cullii-ation.  While 
Iravelliiij^  by  nijjht  a  colliMun  occurred  between  l1t^  train  and  aigothec.  The  Ix-nb  iu  utiith 
he  ha<l  hcen  sleepin);,  and  which  he  had  just  Icfl,  was  demolished.  Ht>  wife  and  daugh- 
ter, hIid  were  lying  in  the  berth  below  his  own,  escapc^l  wtlliout  nialeiiul  injury,  but  anotlier 
lady  of  ihctr  pany  was  in&lanily  killed.  The  remainder  of  the  night  was  »pcnt  by  the 
lurvivon  in  a  country  railroad  station,  waichmg  by  [he  body  of  ilieir  friend.  The  (Mttent 
paueil  through  the  severe  strain  without  marked  injury,  but  within  n  few  month*  hi^ 
■tren|[Ih  t>cgan  Iu  fail  and  a  typical  peruiciuus  anemia  gi^diially  developed  it«clf. 

The  Second  group  comprises  m;-clilis.  uiicepha lilts,  neuritis,  tabes, 
general  paresis,  syringomyelia,  prcm;iture  .senility,  ami  many  other 
.affections  of  the  nervous  system,  with  gross  structural  lesions,  for 
which  the  accident  is  only  a  partial  cause.  In  thi.s  class  also  belong 
Graves's  disease,  true  paralj-sis  agitans.  chorea,  and  epilepsy,  as  well 
as  various  other  nervous  affections  to  which  the  individual  patient  was 
prcdisposetl,  or  which  may  have  been  already  present  but  latent;  also 
the  ty])ic;il  psychoses,  as  confusional  hallucinatory  insanity,  melan- 
cholin.  mania. 

The  third  group  comprises  hysteria,  hysteronemrasthenia,  anil  dis- 
ordered mental  states  related  tliercto — in  short,  the  usual  forms  of 
post-traumatic  psychont-urosfs. 

It  is  open  to  question  whether  there  is  sufficient  reason  for  .sepa- 
rating groups  2  and  3,  since,  for  example,  hysteria,  which  is  the  most 
important  member  of  the  third  group,  is,  after  all,  a  typical  p.sycho- 
neurosis,  and  the  cases  due  to  accident,  when  once  they  become 
chronic,  arc  often  indistinguishable  from  cases  of  the  same  sort  of 
other  origin.  Nevertheless,  it  is  an  importaiit  fact  that  the  form  of 
post-trauniatic  hysteria  is  much  more  deeply  modified  and  stamped  by 

'  /tUfntatiimat  lite,l.  Magasiiu,  Tunc,  iSq^. 

*  "Uebrr  vaso-mnlurische  Stflruilgen  der  Haul  bei  der  tnumatijchen  Xeiirose,"  Arck. 
fltr  PtycMiairif,  vol,  sxii,.  341, 

'  &e,  in  conuei-tioii  with  this  group  uf  uuei.  Stem,  Trauma  als  Kraukkeitturitulu, 
Wiesbaden,  1S96. 
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the  character  and  special  circumstances  of  the  accident  than  that  of 
post-traumatic  exiipliJli.ilmit:  goiter  or  paralysis  agitan;s.  Therefore, 
the  third  group  is  liic  only  one  which  needs  close  examination  here, 
tJic  simple  fact  of  the  occasional  occurrence  after  accident  of  the 
mcmhers  of  the  second  group  alone  needing  recognition. 

Graves's  dhfosf,  cfiorat,  epiUpsy.  paralysis  a^^Uans,  and  kindred 
neuroses  may  oritjinate  in  acddents;  though  probably  in  most  cases 
a  native  jjredispiistlton  existK. 

In  spcakirig  of  post-traumatic  epl]e[i-sy  I  do  not.  of  course,  refer  to 
that  form  in  whicli  tlie  skull  is  fractured  or  injureti,  or  the  brain  dam- 
aged by  actual  lesions.  Apart  from  these  cases,  which  will  be  con- 
sitlered  elsewhere,  ii  appears  certain  that  epilepsy  may,  though  rarely, 
originate  even  in  sudden  fright.  A  case  of  tliis  kind  is  recorded  among 
the  annals  of  the  Franco- Prussian  War.'  in  which  a  soldier  was  seized 
with  an  epileptic  attack  when  sudilcniy  and  unexpectedly  confronted, 
while  ^valkiny  alone,  by  ;in  ;irmed  ojtjMuicnt, 

'I'herc  is  no  doubt  that  many  inflammatory  and  degenerative  diseases 
of  the  nervous  system  may  be  due  in  part  to  accidents,  even  those  of 
which  the  chief  factor  Is  psychical  shock,  though  perhaps  less  often 
than  where  this  is  conjoined  with  physical  violence,  or  where  the  latter 
occurs  alone.  The  nature  of  tins  relationship  has  been  sufficiently 
discussed  under  l-'liology.  and  I  give  here  merely  a  few  striking 
examples. 

Acfidfttf  Feltateed  hy  AtyfHtis  of  CrttJual  Onut.—'Wti^  patirnt.  a  hrollhy  man  of  fifty- 
wvcn,  HH*  Ihrowii  ">ul  of  hi*  IjiigRV  rn  iiii  cicftric  car  i-tilli*jim  iti  a  lity  sUcel,  fulling  wiih 
sotiii-  violence  on  llu;  litJvk  sitlrwnlk,  nnil  NtrikLn^  againM  an  a(tj'ii>nin)>  wnll,  Hi<-  kntrr^iW'cre 
badly  hniiMM],  and  for  ihe  first  few  day*  hi*  ItRs  ftlt  mnnb  an<l  hetple».  The  use  u(  liu  Icr» 
■[tiiikly  iin]mivril,  Inil  «  srfi%c  tif  *'  niiitilincvi"  rrmiiincd,  Ixrtiig  c^IJMialIy  sevcfc  a)on|[  ilie 
under  siilp  nf  lUc  lliij^hs.  Fur  two  [nonth*  after  llii»  lit  went  aUwt,  Imt  bad  diflicully  in 
geUiiig  up  sUirs.  Mill  »ulTniii|>  fnmi  a  MitrncM  along  llic  undrc  mtfarc  of  Uie  ibiKhs.  A 
w<-ck  before  I  saw  bim,  which  was  a)x>ul  (luee  nionchft  after  the  accident,  he  had  been 
Att.itrkrd  by  M-vcre  |>ain  in  the  tuck,  follownl  by  &  rapidly  pro|{ressiii(>  paralysis  of  bolb  li^s 
and  of  the  bla^lder,  becominu  ounplfic  nt  ihe  *nd  of  tlirr*  day*.  From  tbi>t  lime  the 
patient  continued  to  grow  worse,  ami  tlie  case  rapidly  devcloprd  iuio  one  of  CDiiiplrte 
dorsal  tnyelJlis.  After  an  iUnr.u  of  a  year  he  died,  and  the  auti^sy  fully  confirmed  the 
diagnosis. 

Webber  *  describes  a  similar  case,  in  which  acute  myelitis  came  on 
three  months  after  an   injury. 

A  number  of  ciscs  could  be  cited  to  illustrate  the  rapiditj'  with 
which  tabes  may  develop  after  even  slight  accident,  the  effective  cle- 
ment being  sometimes  the  general  nervous  shock,  sometimes  a  bodily 
jar  or  injury.^ 

In  like  manner  it  could  be  shown  through  cases  observed  by 
myself  and  by  others  that  accidents  may  bring  a  conlributive  influence 
of  great  importance  to  the  development  of  general  petresis,  mtdtiple 
neuritis,  localized  neuritis,  and  analogous  affections,  though  such 
instances  are  rare. 


'  Erkrankutgm  4n  Ntrotntysttms  in  dtn  Dtmlitkin  Jfttrm  ;  im  Krwgt  gtgen  /V-tfn*- 
tmM,  1K70-1871. 

■  fli'ilMt  Mr^t  ami  Sttrj-.  Jvmr .  Nov.  5,  1896. 

'  I  have  swen  a  slrikinf;  ca«v  »f  ihia  sort,  which  has  twvn  reported  by  Monon  Prince  ia 
an  cicrlleni  review  of  ••  traumatism  as  a  cause  of  tocwnoior  ntaxia"  ij^ur.  <•/  X^ntntt  nmt 
Afcnlal  IMteases,  ^cb..  1S95),  )o  which  the  reader  i>  referred.  The  retcni  work  on  Atii.ifmt 
and  In  jury,  by  Bfiiley,  likewi<«  contains  an  admirable  diwuuion  of  this  and  kindred  top«c>. 
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In  some  of  the  cases  of  neuritis  the  injury  is  local.  Thus,  in  a  case 
of  my  own  observation  (not  mcdico-lcgal)  a  prolonged  attack  of  intense 
neuralgia  of  the  shoulder-blade  region  was  brought  on  by  a  powerful 
blow  between  the  shoulders,  inflicted  without  warning,  with  the  fist  of 
an  assailant.  In  such  cases  it  is  customary  to  consider  that  the  nerve 
has  received  some  local  injury ;  but  this  view  is  not.  1  think,  well 
grounded.  An  affection  of  the  nerve-centers  must  surely  be  invoked 
in  e.splanatiou  for  some  instances,  and  it  would  not  be  eas>'  to  frame 
a  satisfactory  theory  for  its  production. 

In  other  cases  muttif*lf  neuritis  develops  under  conditions  which 
make  it  prfibable  that  the  impairment  of  innervation  due  to  the  shock 
of  the  accident  was  a  partial  cause. 

Many  observations  noted  both  by  American  and  foreign  neurologists 
show  tJiat  even  moderate  injuries,  such  as  at  other  times  lead  to  no 
serious  results,  may  cause  these  dilTuse  lesions  of  the  central  nervous 
system,  and  even  lead  to  inflammatory  aflTections,  such  as  myelitis ; 
white  after  severe  injuries  these  results  are  proportionately  more 
common.' 

Even  sacb  accidt^nts  as  a  TliII  from  it  wiiiron  may  cause  spinal  mjttr>«:».  In  >  casic  of  my 
own  the  patient  imnie^iutcly  felt  wcaknci--'"  »n<l  psrestbcoia  in  llii;  arms  and  to  a  lc*»  degree 
in  ihe  legs,  followed  by  BUuic,  sensory,  bimI  motflr  symptams  of  slight  drerce.*  In  a  series 
of  caaCA  rcccully  repotteJ,  poliomyeltlis  or  aa  adeciioa  of  the  loroe  distribudon  «iid  similar 
result  tultowed  injury.' 

Of  great  interest  arc  the  case.s  in  which  a  nervous  affection  pre- 
viously present  but  latent  becomes  manifest,  and  develops  in  such  a 
manner  as  to  suggest  that  the  accident  was  the  real  cause.  It  is  a  ques- 
tion whether  this  is  not  the  controlling  principle  in  the  development  of 
nearly  all  the  post-traumatic  neuroses,  and  ;iIso  the  (icgenerative  affec- 
tions, such  as  tabes.  For  even  in  the  case  of  iiysteria  and  ncura.sthenia 
the  accident  may  be  only  an  exciting  cause,  the  real  cause  being  a 
predisposition  which  c>f<xxy  person  has  to  a  greater  or  less  degree. 

The  following  case  illustrates  this  principle,  and  is  of  special  interest 
from  its  medico-legal  bearing : 

A  |K>[i{:ciiinn,  of  fair  health,  th^iugh  of  tieuraslhcnic  tcmprTncneni.  plunged  his  band, 
durinu  a  scuffie,  ihremgh  a  pane  of  f(lasa,  injuring  the  tenrlnTi*  and  nwie*  of  the  wrist,  to 
thai  for  a  long  time  he  ruflfcretl  frcHn  severe  pain  in  ihe  hamd.  While  debilitated  from  (his 
cause  his  cyesif^ht,  whioh  had  previously  t>een  gnnd.  rapidly  failr-d.  and  ihii  w.y%  mndr  the 
gf<iiin<l  ffir  a  claim  nf  increft»e  tif  |>en»ion.  The  elaiiii  was  at  fir»C  disallowed,  because  it 
wa^  maiiitaiiied  thai  the  injurv  could  niH  have  indiictd  the  impairment  nf  sighl.  An  ineev- 
tigatinn  by  a  skilled  oculi&l  showed.  fir»t.  thai  the  impaintient  of  viuon  was  nol  feigned; 
neat,  thai  it  uri.s  tluc  In  a  dt-ffcl  of  The  retina  which  musr  have  existed  nnce  hirth,  biit  had 
not  preriuuhly  inade  itwrlf  fell.     The  ciniiri  wu*  (inally  allowed. 

No  doubt,  every  person  carries  more  or  less  strong  tendencies  to 
disea.>;es  of  different  sorts,  which  an  accident  may  make  effective. 

'  See  Willard  and  Spiller,  N.  Y.  Mtd.  Jottr.,  March  6,  1897  ;  Webber,  B.--Uofi  MeJ. 
end  Sutg.  Jfur.,  Nov.  5,  JS96;  Obervteiner,  H'tftter  ilin.  W/tfhfmfAr.,  p.  694,  1896; 
Strllmplcr.  J/fiMiA  mi.f.  Airh.mJI.,  1st  Reihe,  1^6;  .Schniaos.  Virihi'tn't  Artk.,  iSoOi 
S&ncer,  M-"tiitn:Hr. /Br  IJnfailhfilkaHJt.  No.  10,  rSq?  ;  RilEeles,  Ohfrtuimt't  Ar^rittn^ 
Heft  5,  iSqS  ;  Michel,  Wi^-nrr  klin.  \Vochtttuhr_,  No.  \%,  1896 ;  Slolper,  Menonukr. 
fikr  VnhnheUkun^lf.  No.  2.  tSqS. 

*  See  alKi  Siepp.  "  Reititge  xur  Bcarlhefliing  dcr  nach  EinenlMlinuDmien  auftrelendm 
ErkrankuDgeii,"  MuHth.  mtd.  H'luAmsihr..  Niis,  41  and  42,  1897. 

'  Erb,  Dinkier.  Dmtukf  Zfit.fiir  Aertwnk^t/i.,  1895,  1897  ;  Frlnke,  MoHattttAr.  fUr 
Umfatlht,lkundt.  No.  3.  1898. 
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Typical  Mental  Affcctimts  of  tlu  Class  of  Psychoses. — Well-marked 
and  severe  affections  of  this  kind  occur  more  often  after  prolonged 
nervous  strains  involving  great  anxiety,  grief,  and  fatigue  than  alter 
accidents. 

The  following  2  cases  are  thL-  only  very  serious  ones  out  of  nearly 
20O  that  have  occurred  in  my  practice; 

A  yoiinj;  wriinan  became  highly  nervim^  ami  exdlahlc  afrrr  a  raiJrond  rnili^inn  rrf  tnrxlct- 
■tc  ncvcrity,  in  which  «hr  Millrivtl  no  inalrrnal  tuxJity  iniurj'.  In  liiiic  *tie  beuitiie  worse, 
■  11(1  was  can^taiilly  haunted  by  hallucinn lions  (if  raUrnail  ilivisirr.  Slitr  krjit  »t  licr  wntli, 
however,  as  factor}*  rtperaiivc,  otT  and  r>n  for  a  numhcr  of  tiionihs,  duciog  whicli  tiiut;  &hc 
luicl  a  »uit  [wiiiliiig  against  llic  milroaiL  Whilf  hIiII  tii  llir>  unlmlanccd  stair  another  arci- 
denl  occurrrd  at  ihe  rAiLroad  t-Ialion  of  the  toun  in  which  »bc  Irvcd,  and  »he  wcitl  willi 
utliers  to  vJMi  ihtf  M.-i;De.  A  rapiil  itii;rcn*c  in  h«  Nyt[ii|Jti>DiR  ensued,  and  soon,  in  spKc  of 
favomblc  surttmndings,  shr  wa*  plunj^cd  into  a  severe,  typical,  ajfiUicd,  Juidda]  ittetcn* 
chulia.  for  wbicli  >bc  Imd  lu  be  Uken  Co  *.a  a>y\\im.     In  the  end  ihc  recovered. 

The  other  case  is  thai  ai  a  man  nf  lifiy-fivc  yeais,  free  itcna  iieumiic  ntHc<T(leniii,  and  of 
skill  And  ability  tti  hii  profesuoD  (machinist  and  invcnioci,  ibougb  without  much  Micial 
iraininK-  His  illness  dated  from  a  railrna.d  rolli>ion  ;  but  U  wa»  never  quite  elear  what 
bappetir'l  to  him,  «>  hi*  own  ac<:uunl  was  confused,  and  he  did  iiut  like,  or  wiia  not  able,  lo 
disLUss  it,  ApiMiently  he  received  mi  limlily  injury,  ruept  {»erb«ps  a  blow  upon  the  head, 
jndic.iled  by  a  'light  linii-.c.  He  vurn  able  \i>  clianGe  lratii»  and  gel  lo  liin  lioiiM,  40  mile* 
disiaivl,  but  whi-n  fit  reimheil  Ibi-re  he  wa^  hyMencnl,  excilcd,  and  confused.  This  slate 
pAssed  into  nervoii*  and  physita!  colUpsc.  with  hyslerical  treitior,  une»tlic»iai,  and  parcics, 
and  wiili  a  lueuul  »ialc  ^uK^exiing  ocule  hallucinatonr  insanity,  with  n  hysterical  tinge. 
After  wnic  months  he  improved  and  b««tnc  physicalljr  ttronger,  but  bu  mental  power  aud 
balance  remained  feeble. 

Less  serious  mental  symptom-Hroups  of  the  class  indicated  by  the 
last  case — i.  c,  characterized  by  excitement,  severe  depression,  tem- 
pnrarjf  incolR-rcrcc.  recurrent  nightmares,  or  even  hallucinations,  asso- 
ciated with  hysterical  symptoms  and  signs  of  various  sorts — are  not 
uncommon  as  temporary  occurrences  during  the  first  stage  of  the 
post-traumatic  psychoses  of  the  usual  type.  For  many  such  cases  the 
designation  hysterical  psychoses  seems  appropriate,  and  even  with  some 
of  the  more  serious  cases  the  hysterical  element  is  obviously  present 

Third  Group. — Ry  far  the  greater  number  of  cases  of  the  post- 
traumatic nervous  alTections  of  this  group  belong  either  in  tlie  category 
of  neurasthenia  or  in  that  of  hysteria.  It  is  uncertain  which  of  these 
types  is  more  common,  bL*cause  the  differential  diagnosis  is  not  easy. 
Severe  typical  hysterias  are  not  common,  though  not  rare;  but  if  we 
include  under  the  head  of  hysteria  the  cases  exhibiting  certain  of  the 
so-called  hy.stcrical  stigmata,  such  as  anesthesia,  even  if  in  other  re- 
spects not  characteristic,  and  also  those  in  which  the  symptoms  wear 
the  garb  of  neurasthenic  or  mental  affections  complicated  by  hysteria, 
there  are  but  few  cases  left  that  can  be  wholly  excluded  from  this  class. 
The  hj'fiterical  symptoms,  whatever  their  form,  arc  the  "  suggested  *' 
and  the  removable  symptom.s.  and  it  is  therefore  important  for  the 
expert  to  acquire  the  ability  to  recognize  this  remarkable  psychosis 
anti  to  study  its  varied  phenomena.  It  must,  nevertheless,  be  admitted 
that  we  do  not  yet  know  just  how  far  it  is  justifiable  to  spread  the  hys- 
terical mantle.  It  is.  for  example,  difficult  to  classify  the  cases  of  the 
fourth  group,  even  if  characterized  in  pari  by  hysterical  signs.  Rut 
the  first  requisite  is  lo  note  their  existence.  Again,  it  is  doubtful 
whether  to  include  the  "habit-"  and  "assocJation-'psychoses  and 
-neuroses  with  hysteria.    They  might  belter  be  called  hysteroid. 

The  clinical  marks  of  hysteria  may  be  di\*ided  between  the  "  parox- 
u 
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ysmal "  and  the  "  interparoxysmal,"  the  former  being  represented  by 
the  periodical  outbreaks,  of  which  convulsions  arc  the  best  known 
exampic ;  ihc  latter  by  the  paralyses  of  sensation  or  motion,  contract- 
ures, arrests  of  specific  functions,  localized  spasms,  peculiar  mental 
changes,  and  symptom-groups  resembling  those  met  with  in  non- 
liystcrical  diseases,  such  as  hip  disease,  disseminated  sclerosis,  chorea. 
paralysis  agitans,  etc. 

Recent  researches  have  carried  the  analysis  of  hysteria  a  step  back- 
ward, and  have  shown  that  analogy'  exists  between  its  characteristics 
and  those  of  suggestion  in  the  hypnotic  sUitc.  In  other  words.  tJic 
paralytic  defects  in  hysteria  exist  only  for  the  patient's  momentary 
consciousness.  Also,  the  various  manifestations  of  misplaced  ner\'uus 
energy,  whether  temporary,  as  in  the  case  of  convulsions,  or  constant, 
as  ill  that  of  jjersistent  anesthesias  and  spasms,  are  due  to  the  activity 
of  mental  operations,  to  which  the  patient's  consciousness  is  tempora- 
rily blind.  It  is  as  if  the  patient  was  carrj'ing  out  the  impulses  of  a 
dream  side  by  side  with  those  of  his  normal  life. 

In  analyzing  the  phenomena  of  hj'steria,  it  will  be  best  to  begin 
with  the  mental  symptoms^  since  a  comjireliension  of  the  mental  state 
of  the  hysterica]  patient  is  essential  for  a  correct  estimate  of  his  case. 
It  is  even  probable  that  many  of  the  hysterical  ilisortlers  of  vegetative 
life,  as  the  g.istro-inlcstinal.  vesical,  and  nutritive  aiifections.  arc  the 
expression  of  disordered  mental  states. 

The  hysterical  mental  state,  as  measured  by  the  strictly  psychical 
symptoms,  is  usually  characterized  by  lack  of  stability,  breadth,  con- 
sistent force  and  initiative,  and  of  ethical  motives  of  higher  types,  alt 
of  which  features  are  likewise  characteristic  of  childhood  and  childlike 
races.  Tile  logical  power  may  be  clear  within  narrow  limits,  but  is 
gtjvcmet!  by  no  fixed  purpose,  nnd  takes  but  few  data  into  account 
in  arriving  at  judgments.  The  emotional  life  is  usually  under  poor 
control. 

In  the  po^t-trauniatic  cases  wc  generally  ha\-e  to  deal  with  persons 
not  of  strongly  neuropathic  temperament,  but  with  those  who  have  been 
previously  well  and  are  suddenly  taken  sick.  Hence  the  hysterical 
condition  in  their  cases  is  often  superficial,  and  dominated  by  the  events 
of  the  accident.  The  patient,  bronding  over  the  sudden  change  in  his 
slate,  becomes  self-centered  and  hypochondriacal  to  a  degree  rarely 
seen  in  constitutional  hysteria.  Again,  such  patients  arc  likely  to  feci 
the  exhaustion,  incompetence,  and  irritable  weakness  which  come  from 
living  under  a  strain,  with  nervous  machinery  whicli  has  been  thrown 
suddenly  out  of  gear,  and  in  this  sense  they  are  nem-asthenic  as  well 
as  hysterical. 

Another  mental  peculiarity  of  .some  hysterical  patients  is  a  sort  of 
indilTcrcncc  and  unreasoning  contcntedne.ss.  or  apathy,  which  is  by  no 
means  incompatible  with  a  tendency  to  make  hypochondriacal  com- 
plaints of  various  sorts  and  selfish  demands  for  help  and  sympathy. 
Such  a  case  is  the  following: 

,\  iri-nm«n.  p.ist  tnidttlc  lifr.  fell  from  ih*  slfpsof  n  cnr  mH  wn*  iMnivirarily  <)at«l.  She 
wa>  aUl«  widt  j*M»Uiu.e  uj  walk  tu  lici  Immc,  a  »lKirt  (liiliiiite  away,  Iwi  l)>«n  hxd  a  violent 
hyMlcrirat  rYvrtvulsion,  wiih  opisthotonos,  and  inicnse  pain  in  ihr  nri.-k  anit  luick.  The>e 
attacks  rccurrpii.  amt  wrrr  MJtfwed   by  coiiij;lcttr   by»tcrical   paiaplrgia.      From   bring  oa 
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«nec|[etic  nnH  hnrd-worWing  womaa  she  felt  iiito  *n  apithetic  Mlf-«entcred  condilion,  «nd 
acmpimi  without  appareot  concern  lh«  devoted  MKiifice*  or  Iier  iiiecc,  vrho  gave  up  her 
occuiMlion  to  aKcml  hvx.  1  csiimiDc<l  her  for  the  last  lime  about  a  year  after  Ihe  settlcDient 
«r  her  clkims,  aud  two  yeojs  after  liic  accidontt  ind  fauDd  hei  cunUitiuo  suijslanuiilly 
unchanged. 

All  forms  of  hysterical  symptoms  are  liable  to  occtir  in  post-trau- 
matic cases,  but  only  those  of  commonest  occurrence  will  be  here  con- 
sidered. 

Hysterical  Disorders  of  Sensibihty. — Anesthesia,  hyperesthesia,  par- 
esthesia affecting  the  general  sensibility,  the  special  senses,  the  viscera, 
and  the  muscles. 

Anisthesin  o/  ikc  skin  is  present  in  almost  cvciy  case :  sometimes  tn 


u 


\  \ 
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Figs.  467-469 — Dlfigmms  (hnscd  nn  pcntonnl  ohsenratinn)  to  illutlratr  tlie  diilrihuiian 
at  some  of  the  more  itnporiant  sons  of  disorders  of  smsibility  The  darker  »tuiding  r<p- 
resrnis  ihc  srcM  of  atvMthtniiw  Thi^earrak  mny  lie  hemiplegia  (M>mciimes  pusing  a  Hilk  ih« 
nii.-<1]im  !ine>  or  par.iple0c.  or  both  lortns  may  be  auociated,  and  perhapi  os^ocUttd  >l»o  with 
A  illRht  C'^ihtjI  luwcring  of  ihe  cwtuncou*  scnsiWIiiy.  The  au-as  nurlicd  liy  crosses  indKnlc 
liv  pi- real  tic  tic  spob.  such  as  are  apt  to  occur  ipuntancomty  at  vxriout  Icrcls  of  the  vertebral 
culumn.  or  lo  coiucidc  wiUi  Uie  scat  of  mjuriei.  or  to  correspond  to  Internal  or^ana.  Tlie  lace 
and  lh«  head  arc  usually  less  aneslhtrtic  th.in  the  extremities, 

a  hifjh  degree,  so  that  It  impresses  itself  on  the  patient's  observation; 
sometimes  so  sli^jhtly  that  it  is  only  discovered  by  careful  tests,  the 
patient  being  wholly  unaware  of  its  presence.  In  the  former  case 
rough  tests,  such  as  pricking  or  applications  nf  the  faradic  wire-brush, 
may  reveal  its  presence  and  distrjbiitiim  ;  in  the  latter  it  may  he  neces- 
sary to  use  pieces  nf  hair  or  linen  twine  of  variable  length,  and  to  com- 
pare carefully  by  prolonged  examination  the  sensibility  of  symmetri- 
cally opposite  areas. 

This  latter  test  gives  information,  it  is  true,  only  with  regard  to  the 
sense  of  contact ;  while  in  hysteria  the  impainnent  of  the  sense  of  con- 
tact is  not  by  any  Tne;ins  necessarily  a  measure  of  the  impairment  of 
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the  pain-sensc,  which  latter  may  be  lost  while  the  sense  of  touch  is  re- 
tained. Hut  il  mruly,  if  ever,  happens  thai  the  sense  of  contact  is  fully 
preser\ed  when  llie  pain-scnsc  is  <jreaily  impaired,  and  under  certain 
conditions  the  estimation  of  the  impairmi^nt  of  the  contact-sense  is  less 
open  lo  error  than  that  of  the  sense  of  jain, 

DUtribtttion  of  the  Antstliesia  of  the  Skin  (Figs.  467-470V — In  the 
commonest  form,  half  the  body  is  involved,  the  line  of  demarcation 
fallin^^  near  to  the  middle  line,  but  rarely  exactly  coinciding  willi  iL 
The  whole  alfected  half  of  tlic  body  is  ntrely  involved  to  the  same 
degree.  If  one  limb  has  rucdved  an  injury,  even  if  sliglit.  the  anesthe- 
sia is  usually  yrealer  there,  unless,  indeed,  the  skin  ininiethatcly  adja- 
cent to  the  injured  point  is  hyperesthelic.  as  sometimes  liap[>ens.  The 
head  and  face,  especially  the  latter,  are  less  often  strongly  anestlietic 
than  the  limbs,  and  the  chest  is  often  but  little  affected. 

Both  halves  of  the  body  are  rarely  involved  equally ;  but  it  is  not 
uncommon  to  find  botli  halves  cunsidenibly  affected,  tlie  aculcncs.9 

of    -sensibility    being    everj'wlicrc    relatively 
low. 

Paraplegic  anesthesia  is  seen  in  casL*s  sim- 
ulating:; dorsal  myelitis ;  but  these  cases  are 
rare,  and  generally  indicate  a  severe  form  of 
hysterical  defect,  the  impairment  of  sensibility 
usually  being  more  or  less  general  as  well  as 
in  the  legs. 

Irrcgnhvity  in  the  modes  of  distribution 
of  the  anesthesia  is  sometimes  seen  to  the 
dc<jrce  that  it  seems  lo  iKCur  in  jjatchcs. 
TItic  tendency,  however,  is  for  these  to  follow 
physiological  rather  than  anatomical  indica- 
tions, at  least  to  such  an  extent  that  the  dis- 
tribution in  the  sleeve-cufT  or  stocking  form 
is  siinietimcs  seen. 

Wxriahility  in  the  distribution  and  depth 
of  anesthesia  may  occur,  as  shown  in  the 
translcrcnce  of  the  syniploni  from  one  side 
of  the  body  to  the  other,  as  in  the  celebrated 
nijignct  and  metal  experiments  of  tlic  Salpe- 
tricre.  I  have  seen  one  case  in  which,  with- 
out any  discovcnibic  cause,  a  spontaneous 
transfer  of  this  kind  look  place. 

It  is  notewifrthy  that  slight  traces  of  hemi- 
anesthesia are  to  be  found  by  diligent  search 
in  conditions  of  nervous  debility  which  would 
not  oriiinarily  be  classed  as  hysterical,  such  as 
cases  of  severe  localized  neuralgia  of  one  side 
of  the  face,  one  arm,  etc..  as  in  amputation- 
neuralgia,  even  in  men;  and  in  cases  which 
would   generally  be  diagnosed   as   neura.sthcnic'     For    this    reason  a 
doubt  may  exist  whether  it  did  not.  in  a  given  case,  antedate  the  injury*. 
Anesthesia  of  tiu  wufons  nteutbranes  is  more  common  than  is  usually 

'  See  singer,  t«c.  at. 


FlQ.  470.— DiagraiTi  to  Indi- 
cate ihe  reUlion  l^eivrccn  ihe 
two  Md«4  uf  llie  bvdjr  as  rcj^ards 
■urttce- temperature.  I(  ciilii^r 
afale  \tt  uneKtliclk'.  il  k  usii.illy 
cooler ;  but  occuskinally  ant 
tinib  or  part  of  3  !iml>  \s  cooler, 
while  the  nthL-r  of  th^  ^afn^■  ^ide 
is  wnrmer  thnn  its  frilow.  The 
eoolcit  pan  nf  Ihc  limh  i«  ii*h- 
ally  in  Ihc  neighborhood  o(  the 
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realized,  since  it  is  not  often  carefully  sought  for.  Some  of  the  French 
writers  (Sotlicr)  regard  this  condition  as  the  main  cause  of  the  sense  of 
ahcrcd  personality  which  is  characteristic  of  some  of  these  cases.  The 
diminished  sensibility  of  the  stomach  has  to  be  assumed;  but  that  of 
the  bladder,  va<;ina,  urethra,  and  rectum  can  sometimes  be  uiferred  with 
great  probability;  and  that  of  the  nose,  mouth,  and  pharj-nx  can  be 
found  by  direct  observation.  The  absence  of  sneezinj^  or  signs  of  pain 
when  the  nostril  is  tickled  on  the  same  side  with  that  of  the  cutaneous 
anesthesia  is  often  a  valuable  sign  in  medico-legal  cases,  because  it  can 
hardly  be  simulated  voluntarily. 

The  skin  of  the  anesthetic  half  of  the  body  is  usually  slightly  cooler 
than  that  of  the  opposite  side.  Yet  this  combinatioii  is  not  constant, 
the  condition  of  the  vasomotor  system  being  often  most  strongly  char- 
acterized by  its  instability.  Some  patients  complain  mainly  of  hot, 
burning  hands  and  feet,  and  this  may  be  associated  with  an  appearance 
of  congestion  and  feeling  of  heat.  Or  the  heat  may  alternate  with  an 
objective  and  subjective  sunsc  of  coldness.  Not  infrequently  the  hand 
on  the  relatively  anesthetic  side  is  wanner  than  its  oppo.site  fellow, 
while  the  foot  is  at  tiie  same  time  cooler;  or  vice  versa.  Such  an  alter- 
nating difference  is  sometimes  seen  between  the  two  hands  and  the  two 
arms.  These  differences  in  surface-temperature  arc  best  obsenxd  in  the 
neighborhood  of  the  joints  (Fig.  470). 

Amsthfsia  of  the  Special  Scuus. — The  careful  examination  of  a  hys- 
terical patient  often  reveals  signs  of  this  sort ;  but  there  arc  some  of 
them  ^\'hich  cannot  be  fully  appreciated  except  by  an  observer  trained 
not  alone  as  a  neurologist,  but  also  as  a  psychologist.  The  more 
striking  of  those  that  can  be  discovered  by  every  careful  physician  arc 
the  following : 

//ysUncol  Dca/ness.—V\'\\(ir\  one  is  talking  with  a  hysterical  patient, 
it  is  often  noteworthy  that  he  will  turn  one  ear,  and  apjx'ar  to  strain  to 
catch  what  is  .said,  Ix;forc  any  question  has  come  up  as  tn  the  acuity  of 
his  hearing.  To  a  certain  extent  this  is  i\wc  to  impairment  of  the  power 
of  attention  rather  than  that  of  hearing ;  but  a  diminution  of  the  hear- 
ing can  generally  be  found  when  the  cutaneous  anesthesia  is  well 
marked  and  on  the  same  side  with  it.  The  test  with  the  watch  \\\\\ 
usually  bring  this  out,  the  best  method  being  to  let  the  patient  hear  the 
ticking  distinctly  to  begin  witli.  so  that  he  may  know  what  to  listen  for, 
and  then  to  a]>proach  the  watch  from  a  dist;ince,  over  and  over  again,  to 
the  point  of  clear  hearing,  the  patient's  eyes  being  covered.  Usually 
the  hearing;  improves  slightly  by  training ;  hut  sometimes,  when  the 
influence  of  fatigue  comes  on.  it  diminishes  somewhat. 

This  lest  should  always  be  corroborated  by  the  tuning-fork  test  for 
bone-conduction,  the  best  form  of  which  is  to  let  the  patient  hold  the 
fork  between  his  teeth  or  to  place  it  on  his  forehead.  A  large  fork  o^  rather 
low  pitch  is  the  Ix'st.  If  the  deafness,  as  shown  by  tht-  watch,  was  due 
to  middle-ear  catarrh,  the  hearing  by  bone-comluction  will  usually  be 
better  for  the  worst?  ear.  the  vibrations  coming  through  the  bnne  being 
retlcctcd  l>ack  from  the  stiffened  ossicula  and  tj'mjwnic  membrane. 
Just  the  reverse  is  the  case  for  hysterical  or  auditor}'  nerve  anesthesia, 
the  car  which  is  the  belter  for  air-conduction  Ixring  also  the  better  for 
hone-cond  uction. 
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Anesthesia  as  Regards  l^ion. — This  may  be  present  in  either  of 
many  forms :  general  amaurosis,  concentric  limitation  of  one  or  both 
fields,  loss  or  modification  of  color-sense,  rarely  double  vision.  Another 
important  form  is  characterized  by  apparently  illogical  limitation!^  of  the 
conditions  under  which  vision  is  possible,  as  that  of  being  able  to  sec 
objects  only  at  a  certain  distance,  when  they  should  be  visible  both 
nearer  and  farther  as  well,  or  that  of  not  being  able  to  see  witli  one 
eye  alone,  though  binocular  stereoscopic  tests  prove  that  both  eyes  arc 
really  used.  etc. 

The  tests  for  the  ^tid  of  vision  should  be  made  with  a  perimeter ;  but 
where  it  is  simply  a  question  of  recognition  of  a  distinct  difference  between 
the  two  eyes,  a  simple  instrument  will  answer  !f  the  physician  will  take 
pains  to  accustom  himself  to  its  use  (see  under  Dinercntial  Di'^t^osis). 
Fortunately,  the  most  constant  and  most  considerable  Umitativn  of  fhe 
field  is  on  the  horizontal  meridian,  .it  the  lemjwral  side;  and  if  the 
physician  will  conscientiously  and  thoroughly  study  the  conditions 
present,  even  in  this  pait  of  the  field  alone,  he  will  obtain  satisfactory 
results. 

Closely  related  to  the  persistent  concentric  narrowing  of  the  field  is 
the  narroivitig  that  takes  place  during  the  cxaminatian  (originallj*  de- 
scribed by  Forster  under  the  name  of  the  *'  shifting  type  "),  either  from 
fatigue  or  fnim  some  more  subtle  cause.  During  the  past  few  years 
these  two  signs  have  Ijcen  stmlieil  with  the  utmost  care  by  certain 
German  oculists  and  neurologists,  and  they  deserve  a  high  place  among 
the  post-traumatic  hysterical  stigmata.  1  cite  a  few  of  the  conclusions 
arrived  at  by  Konig.'  after  years  of  patient  and  laborious  study  of 
several  thousand  cases.  The  statements  have  reference,  of  course,  only 
to  hysterical  patients ; 

*'  I.  The  concentric  contraction  <y^  the  field  of  \ision  is  a  stigma  of 
hysteria,  having  the  same  significance  with  the  other  disorders  of  sensi- 
bility* met  with  in  such  cases,  and  is  probably,  like  them,  of  psychical 
origin. 

'•  2.  Even  a  slight  contraction  of  the  field,  if  constant,  and  not  due 
to  myopia  or  other  optical  defects,  has  the  same  significance  as  a  con- 
siderable contraction. 

'*  3.  In  certain  cases  the  concentric  contraction  of  the  field  of  \ision 
may  be  the  only  discoverable  sign  of  hysteria. 

■'  4.  The  contraction  developed  during  examination  is  closely  allied 
to  the  permanent  form,  and  indeed  probably  represents  a  slight  degree 
of  the  latter. 

"  5.  The  contraction  during  examination  is  therefore  to  be  regarded 
as  a  neuropathic  sign. 

"  6.  The  contraction  during  examination  ncvxT  occurs  in  any  con- 
siderable degree  with  persons  nf  healthy,  normal  ner\'ous  system.  SHght 
degrees  of  it  may  indeed  be  found  in  such  cases,  but  this  is  due  partly 
to  errors  in  observation,  partly  to  failure  of  attention  on  the  part  of  the 
patient.  It  is  also  to  be  remembered  that  the  transition  from  health  to 
disease  is  a  gradual  one.  so  that  it  is  conceivable  that  this  sign  may  be 
present  in  slight  and  temporary'  form,  even  in  apparently  healthy  persons. 

'  I'thrr  Griuhhftlds-trmadung.  1893 ;  "Weitcre  Mitlhrilunf^Fn  flbcr  die  ruiictiooelleu 
GewdilMiionuilicn,"  etc.,  Umliiht  Zeiiitkrifi  ftir  Ntrv^Hknliuttdt.  vol.  vii..  1895. 
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"  7.  If  the  field  of  vision  is  found  to  be  primarily  of  normal  size 
for  white  and  for  colors,  the  contraction  during  examination  is  to  be 
regarded  as  of  significance  only  \\\\v\\  it  amounts  to  5  or  JO  degrees 
and  is  found  to  be  present  on  re(>catt-d  tests. 

*'  8.  Contracliim  during  ex;uuination  and  the  permanent  concentric 
contraction  arc,  ordinarily  speaking,  to  be  regarded  as  objective  symp- 
toms. Their  presence  docs  not  necessarily  indicate  a  post-traumatic 
neurosis,  but  it  docs  indicate  a  general  neuropathic  condition,  though 
not  necessarily  a  severe,  persistent,  or  disabling  one." 

The  riiiar-srusf  likewise  siiflers  in  hysleria.  The  color- perception  may 
be  iliniinislied  throughout,  nr  the  rionnal  color-fields  may  be  changed 
in  relation  to  each  other,  so  that  the  ned  field  may  be  larger  than  the 
blue ;  whereas  in  health  the  blue  field  is  larger  than  the  red. 

A  variety  of  other  visual  defects  have  likewise  been  noted.  It  would 
be  impossible  to  give  here  u  complete  description  of  them  all.  but  the 
im]K>rtant  point  to  bear  in  mind  is  that  if  a  hysterical  patient  makes 
statements  which  seem  optically  ridicuhius,  they  arc  not  necessarily 
evidences  of  fnmd.  SometiniL-s  several  images  are  seen  with  one  eye; 
or  a  patient  who  claims  to  be  unable  to  recognize  test-objects  which  he 
must  actually  sec,  may  find  his  power  restored  by  being  given  a  piece 
of  paper  with  a  hole  in  it  through  which  to  look. 

Hyperesthesia  ami  Farvsthisia. — It  is  well  known  that  hysterical 
piticnts  sometimes  develop  an  cxtranrdiiiarj'  aciiit>'  o(  sense,  just  as 
|)crsons  do  in  a  hypnotic  state.  The  pains  and  visceral  sensations  of 
hysterical  patients  may  be  classed  in  tliis  aitegorj-,  and  form  a  strik- 
ing feature  of  the  post-trnumatic  cases.  This  is  especially  true  of  the 
pain  in  the  back,  which  may  develop  on  the  basis  of  slight  strains,  and 
may  be  associated  with  symptoms  suggestive  of  Fott  s  disease.  Ox'ariatt 
/iy/>t-risfhesui  is  common  ;  also  that  of  the  cardiae  or  gastric  area.  The 
eves  arc  apt  to  be  extremely  sensitive  to  light,  and  sHght  use  of  them 
leads  readily  to  congestion  and  p\in.  The  hyperesthesia  of  the  skin  some- 
times shows  itself  in  the  same  areas  in  which  ane.sthcsia  is  u.sttally  seen. 
It  is  not  uncommon  to  find  the  skin  in  the  neighborhood  of  an  injured 
part  hypcresthctic,  while  the  rest  of  the  side  is  anesthetic. 

Finally.  hyiK-resthesia  for  cutaneous  stimulations,  such  as  light  rub- 
bing, may  be  conjoined  with  an  anesthesia  for  impressions  which  would 
ordinarily  be  jiainfiil, 

Paresf/usia — that  is,  the  feeling  of  prickling  or  numbness,  or  heat 
or  coldness,  or  other  abnormal  sensation  occurring  independently  of 
any  immediate  excitation — is  very  common.  It  is  usually  felt  most 
strongly  on  the  same  side  with  the  anesthesia  or  hyperesthesia,  and 
may  develop  instantly  after  the  accident. 

Disfjtrhanees  of  Mufiafi. — Hysterical  convulsions  of  tyi>ical  form  aie 
observable  in  posl-tnuimatic  hysteria  as  well  as  in  hysterias  of  other 
origin.  No  s[>ccial  ilescription  of  them  need  be  here  given,  beyond  the 
fact  that  they  may  come  on  almost  immediately  after  an  acddcnt  The 
general  rigiditj'  occasionally  occurring  at  such  times  is  a  phenomenon 
of  the  same  order  as  the  convulsions.  The  occurrence  of  convulsions 
marks  a  severe  t)  pe  of  hysteria. 

Paralysis. — Slight  di-grees  of  hysterical  paralysis  are  common  in 
post-tniumatic  cases,  the  afiTected  part  having  usually  received  some 
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injury*,  generally  trifling.  Usually  tins  paralysis  amounLs  to  nothing 
more  tlian  a  mental  inability  to  exert  any  considerable  degree  of 
strength.  The  patient  seems  to  strain  witli  all  his  force,  and  yet  the 
result — the  grasp  of  the  liand,  for  example — is  so  ludicrously  inade- 
quate tliat  he  is  often  thi3uyht  lo  be  shamming. 

More  serious  forms  of  fwiralysis  are  complete  paraplegia,  monople- 
gia, hemiplegia,  or  paralysis  of  the  larynx.  Usually,  however,  a  skillecl 
observer  can  develop  enough  p*)wer  of  voluntary  motion  to  make  the 
diagnosis  comparatively  easy ;  and  where  this  is  not  true,  it  is  generally 
noticeable  that  the  paralysis  is  loo  complete  for  a  genuine  case  of  ncrvc- 
lesion.  Thus,  the  paralyzed  leg  in  hysteria,  instead  of  prL'ser\'ing  a  cer- 
tain amount  of  coarse  movement  at  the  hip-joinl,  is  dragged  along  the 
ground  or  brought  fiirward  as  if  in  one  piece  with  the  pelvLs. 

HysUrtca!  ataxia,  forming  a  sort  of  pseudotabes,  occasionally  occurs. 

Hysterical  tremor  is  of  common  occurrence,  increasing  under  excite- 
ment and  involving  especially  the  paretic  and  anesthetic  hmbs. 

Contracture  occurs  in  hysteria  after  accident  as  well  as  in  that  due 
to  other  causes.  The  most  striking  forms  that  I  have  seen  involved  the 
miiscics  of  the  ankle,  hip.  and  jx-lvis,  in  the  latter  case  simulating  hij* 
disease,  as  will  be  indicated  jirest-ntly.  In  two  ankle  ca.ses  the  contract- 
ure, at  first  associated  with  complete  paralysis  of  voluntary'  motion,  was 
so  severe  that  the  foot  became  cyanosed  and  cold,  from  obstruction  of  the 
circulation,  attended  with  impairment  of  the  local  nutrition.  The  ankle  in 
both  cases  had  been  sprained  at  the  time  o'i  tlie  injur\-.  In  the  case  of 
a  small  bfty  (not  suing  for  dam.-iges),  after  a  sliglit  local  injury,  a  con- 
tracture of  the  long  flexors  of  the  forearm  came  on,  which  kept  the 
fingers  closed  tightly  for  a  long  period. 

Special  Forms  of  Hysteria  Simulating  Organic  Disease. — It  is  unnec' 
essary  to  describe  all  the  special  disorders  to  which  hysteria  may  give 
rise  in  these  cases,  and  it  would  be  impo.'isible  to  do  .so  without  giving  a 
complete  .symptomatologj-  of  the  disease.  Some  of  the  more  im|>onani 
are  the  following : 

Hysterical  Hip  Disease. — The  closeness  of  resemblance  between  this 
aflection  and  true  tubercular  disease  is  sometimes  so  great  that  a  diag- 
nosis can  only  be  made  by  relying  on  the  general  features  of  the  case. 
I  give  one  .striking  example  to  illu.strate  this  fact,  and  to  emphasize  a 
sign  of  importance  to  whicli  but  little  reference  has  lieen  made ;  namely, 
that  as  a  result  of  the  contractures  of  the  trunk  and  peKic  muscles,  the 
distance  from  the  anterior  superior  spine  to  the  malleolus  or  patella  may 
be  longer  on  the  affected  than  on  the  unaflected  side. 

A  wuman.  in  con^ucnce  of  it  fall  of  ^Iifrlu  sevrrity,  was  allsckcd  with  lypkal  hy»teT- 
icrI  symi^luiiii,  incluJiti^  lieiiiiAtmltir^ia,  and  wilh  a  hystvricnl  hi]i  dJKBM;  pci:t«niinK  prac- 
licall^  fill  the  si^i  r>r  n  Inic  cuhcrcular  inl^amniiilinn.  Passive  motion  it  Ihc  hip-}oini  cnuBcil 
ccjuimIc  pain,  the  le^  wnii  ralalcd  inwuiil,  an^l  the  inuKcIr»  »(  the  (high  nnd  lr[-  became 
■iro|)hic<i.  The  petvjs  was  titled  so  ihal  llie  affcaed  hi]»  joint  rq(inn  benune  piuminent,  ami 
the  tj»!ucs  about  ihc  irocbantcr  seemed  swelled  and  thkWeucd.  'Hie  pHticot  was  kept  uihIct 
clone  observsiion  int  ihrec  yearn,  anil  dnrinc  the  first  vf^r,  before  her  mie  was  iMtled,  ikhe 
wu  carefully  trralcd  by  skilful  siirKeons  by  rcAl.  exteiisiun,  and  appuffstus.  Early  in  the 
cnur»  uf  the  casr  the  Hclunl  I«mf>tti tiling  via\  iiliservinl,  iltLtiijih,  fiom  the  lilting  nf  ibc  pet«i«, 
attended  with  app^tetil  sliLirteiiing,  The  measurcmerit  itntcawd  until  the  eswrss  over  the 
unnHircted  -stAv  ammiiiled  in  mcirc  thnii  I  inili.  After  a  l"ii(j  lime  her  Rrneial  otnditkm, 
which  at  fir«t  was  ]HH)r,  inipiDved  sunicMhal,  and  iA\c  wnlked  about  fri-Hy,  thmigli  wiih  a 
marked  limp,  (be  meiuuTcmrnls.  however,  Tetnartiiiig  llic  rainc.  At  (he  end  of  three  vtxn 
she  was  examined  under  full  etheriiaiion,  and  both  actual  lenflhening  and  ippareni  sliort- 
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eninj;  were  found  (o  Hi'Appedr.  The  hip  was  freely  movable,  and  not  the  slifthtesi  rnUKb- 
oeM  in  the  jr^int  coulO  be  detected.  A>  llic  cfTccU  oi  tLic  clhci  pawed  ulf  the  [urmcr 
can  dii ions  retumcd. 

Charcot '  is  said  to  have  obscn'ed  a  case  of  this  same  sort ;  but  I 
know  of  no  others,  except  that  K.  W.  Lovctt  has  informed  me  that  he 
also  liad  seen  the  same  lenjjtlieiiing  in  a  case  which  he  suspected  to  be 
of  hysterical  origin. 

Paralysis  Ag^ttaiiS  ami  Disst-mhtal&ii  Sclerosis. — The  diseases  wliich 
really  deserve  these  names,  esjiectally  the  former,  sometimes  develop  after 
injuries  and  shocks  ;  and  in  view  of  tlteir  great  seriousness,  it  is  worthy 
of  note  that  a  few  cases  have  been  reported,  indicating;  that  the  disor- 
ders of  motion  characteristic  of  thcni  may  be  hysterical,  and  share  in 
the  relatively  favorable  prognosis  of  the  other  sijjns  of  hysteria. 

liyslencai  Afftrtions  Srmu/ii/ntg  Polfs  Disease. — It  has  already  been 
noted  that  injuries  nf  the  hacl<,  even  when  not  in  themselves  serious, 
may  form   the  starting- [joint  for  important  neiiniscs  and  psjxhoscs. 

Nonne  and  Ffsrster-  have  described  such  c;ises,  Attention  has 
recently  been  called  to  a  striking  complex,  suf^gesting  Pott's  disease, 
of  which  the  folluwinji  case  is  a  good  example: 

A  meiKaiik.  uf  gtHul  hentili  ami  itien^jlli,  wa>  working  at  his  t>ench,  when  a  heavy  Iwam 
fell  fnim  a  acnlTiiltl  lo  or  it  feet  nhnve  the  floor,  and  Mnick  him  on  iht  hcjd  and  shoulder?, 
ben<liii|j  him  uver  atid  inarlially  sluiini[i|>  him.  He  was  nul  |>aralyzed.  and  ixMle  home  on  an 
engine,  not  patltoularly  cotnplaiiiing  ot'  hit  beck.  During  ihe  day,  how^^ter,  pain  in  (he 
|]ia4:k  »et  in.  aitd  tie  tiecntnc  unable  lo  move  without  |;reat  diAlrest.  and  for  the  neat  year  was 
almost  coriAried  lo  a  chair,  moving  alioui  a  liiile  im  rnitches,  hut  unahLe  to  »toop  to  the 
tatA.  '\\\t  knee-jerks  became  c.\Lrtnielv  MiaRgi; rated,  and  on  aiikle-donils  developed  to 
Euch  a  dejjcee  that  [ho  riKnn  »ltiH>k  fnnii  the  "lriilljn}r"  nC  ihr  h-g  bk  he  sat  in  the  clinir. 
NcvenhelesB,  at  my  examiraliou,  the  fact  that  im  real  pariily»is  had  dorloped.  thai  the 
nntiiiiiin  <rf  ih«  legs  rrniaincd  g'xid,  ihni  characU-ri'.tir  nbtlouiinnl  jKiin*  were  absent, 
tugetlirr  with  the  chniactcr  uf  the  itn[>niinient  of  »eiiMbjhly  of  the  akin  ( hcniianctUiuia  of 
nodcralc  degree),  and  the  whole  as^>ec(  of  llie  case, en n%i need  me  that  no  real  Putt's  dUcmae 
WAS  preieni.  an  opinitm  which  later  developmenit  have  conlinned. 

Although  these  cases  bear  the  slamj)  of  hysteria  on  the  whole,  yet 
their  prognosis  is  relatively  unfavorable. 

Sirttitis  of  (}i<-  Uitik. — It  is  well  known  that  strains  of  the  ligaments 
and  muscles  of  the  back  are  extremely  painful  and  disabling  as  well  as 
rather  chronic  affeettons,  and  a  ver\*  common  result  of  railway  injuries. 
In  many  case«.  however,  the  unreasonably  long  continuance  and  exag- 
gerated .symptomatology  of  these  disorders  lead  to  the  susiiicion  that 
they  are  of  the  nature  of  "  habil-iiains  "  or  "  association-neuroses,"  if 
not  really  deserving  the  name  of  hysterical,  and  that  the  best  treatment 
for  them  is  exercise  rather  than  rest. 

A  gentleman,  of  unuiual  vijtor  and  vIronR  will,  mffrrrd  a  wt«nt-h  of  ihe  back  from  the 
audden  shytnE  of  his  hoi»e.  For  about  a  year  he  sufTi-red  from  b.tckachr.  increased  by 
movement,  in  spile  itf  all  my  eiforU  and  those  of  another  tkilful  |>hyMcian  U*  relieve  him. 
As  summer  eame  on  1  advised  him.  as  it  malter  of  laM  leMut,  lo  go  into  lite  woods  as  he  had 
been  fiirnierly  in  (lie  hnhjt  (if  doing,  in  ih*  hope  tliat  he  would  at  least  svture  llie  Iteitelit  o* 
an  enjoyable  and  hyKteiiii'  life.  In  the  follownig  autumn  I  met  him,  and.  on  ii»<(uirine  m\  lo 
his  heniih,  he  toI.I  nir  tbni  he  had  niri  hum  nii>re  than  a  fortnighi  ai  camp  bcfoic  he  wu 
Inuiiping  with  a  (lO  |Hiuiid  canoe  upou  his  back,  and  (hat  Ik-  had  entirely  recovered. 

PtiSt-lraunmtic  Ninr(ts(fum<t.~T\\Q  general  features  of  neurasthenia 
are  so  fiuniliar  as  not  to  requia*  prolonged  discussion  here;  but  it  is 
important  to  note  that  the  symptoms  to  which  that  name  is  attached 

1  Cited  by  Berbcz,  ffytttin  ft  Traumaium.  1887.  ■  A'navL  Cmtra/H,  1896. 
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may  apparently  be  really  hysterical  in  nature,  as  has  recently  been 
pointed  out  by  Morton  Prince' 

Almost  cvcrj'oiie  who  is  affected  at  all  by  an  accident  feels  himself 
for  a  time  debilitated,  irritable,  timorous,  unduly  disturbed  by  noises  and 
trifles  of  every  sort,  and  incipable  of  exertion  or  resolutinn.  In  tluil 
sense  the  neurasthenic  complex  is  extremely  common.  These  symp- 
toms may  occu  r  without  beinj^  accompanied  by  any  considerable  hyster- 
ical stigmata,  and  yet  the  case  rfiay  be  of  such  a  character,  as  regards 
mode  of  onset,  behavior  under  treatment,  and  the  temperament  and 
social  training  of  the  patient,  that  the  diajjiiosis  of  hysteria  almost  forces 
itself  upon  the  mind.  Xeverlheless,  it  appears  to  be  true  that  states 
which  seem  to  ileser\'e  the  name  of  true  neurasthenia  do  follow  acci- 
dents ;  and  this  is  perhaps  especially  likely  to  happen  with  patients  of 
the  more  cultivated  and  self-controlled  social  classes  who  are  of  neuro- 
pathic temperament. 

It  is  doubtful  wlicthcr  the  patholog}-  o{  these  post-traumatic  cases  is 
the  same  with  that  of  the  tjpical  non-traumatic  neurasthenia  of  adoles- 
cence and  middle  life;  but  so  long  as  the  nature  of  the  latter  aflbction 
is  still  unknown,  we  are  not  in  a  position  to  doginalize  on  the  former 
question.  The  important  point  is  that  in  lx>th  the  traumatic  and  the 
n  on -traumatic  form  many  of  the  symptoms  are  superadded  to  an  orig- 
inal defect,  cither  by  "  suggestion  "  through  the  conditions  of  the  acci- 
dent or  the  foolish  counsel  of  friends,  physicians,  or  lauycrs.  I'hcse 
superadded  symptoms  are  removable  by  a  clear-siglited  and  conscien- 
tious mental  eiiucation.  In  most  cases  the  progiu)sis  of  the  post-trau- 
matic neurasthenia  is  relatively  favorable,  provided  the  case  has  not 
reached  the  "fourth  periotl." 

The  following  instance  is  in  place  : 

A  )roung  tady,  nl  cxcclli^nt  cdacaiinn  and  utcial  (ninin)t,  bui  of  npurofiatluc  tcndeodcs 
end  not  of  vigipTvuk  cviinltiutioii.  wa>  in  a  tnin  which  wa»  suddenly  ptccipit&Ied  iniu  a  deep 
mvine  with  u  river  at  iho  boUom.  She  was  cniiipletcly  <lanrd  and  (te«|)ly  iiil  nbnnt  Ihc 
he-ad,  and  wagk  indeed  diticovcred  in  a  half-conacious  »UCe  upon  one  uf  the  ttone  piers  of 
the  brulj^e,  ai  &  considerable  dts^mnce  abuve  Ihe  sue&m,  wilhaut  lieing  attic  tn  icll  bow  she 
had  goi  there.  For  a  long  perinri  the  wa«  in  a  highly  ncurnsthttiic  tlaie.  incapable  of  any  rsn- 
lion,  irritable,  moody,  depressed  l<i  the  pi>rnl  tif  Miiailal  Ir-ndmrirN,  and  trdiiretl  in  Hcsli, 
yet  «hc  did  not  «how  the  uMinl  itigmala  of  hvflcria.  A  Iwid  pn^noMs  was  gi»eii,  parllv  fmni 
the  diameter  of  lite  syiiiptuuis,  wliwh  in  a  |>crx>ii  of  her  slender  physical  i\^<m  wonid,  tinder 
ordinary  cimdllions  harr  suggL-Med  a  lifcliing  fecbiene^;  partly  becatise  it  woii'felt  that 
with  her  tocial  Uaiuiiif;  the  clTeclit  of  Ihe  auil  ihnl  wut  pending  probably  did  not  iruuni  tur 
much  a5  a  dcprc^sin^  influence.  After  a  year  or  so  of  re*t,  however,  «)it  beeame  ntJe  lo 
rcMime  her  foiiucr  HKreeahle  and  cngni»sing  occupation,  Iboufih  it  wa^  cue  which  called  lur 
mental  and  physical  enduRince,  and  she  soon  recovered  her  ftill  ilrenglh  and  (piril«. 

The  neurasthenic  complex,  be  its  nature  what  it  ma>-.  is.  while  it 
lasts,  a  cause  of  extreme  distress,  the  more  .so  because  in  many  of  the 
cases  the  patients  retain  an  acute  consciousnes.s  of  their  suflcrings. 
Besides  the  gener;il  irritability  and  cxhaustibiHty  the  patients  usually 
suffer  from  poor  and  utirefreshing  sleep,  and  are  incapable  of  getting 
ple^isure  from  reading  l)ecausc  tif  the  tlislress  which  the  eflfort  induces 
in  the  eyes  and  Iicad.  They  arc  sensitive,  emotional,  subject  to  pains 
in  the  bac^,  head,  and  sides,  ringing  in  tlie  ears,  and  scintillations  of  light 
in  the  eyes,  incapable  of  enfjaging  in  social  pleasures,  and  filled  with 
forebodings.    The  weakness  and  cxhaustibili^'  may  involve  any  or  all 

'  A'  Y.  Jmr.  of  Nmvui  and  Menial  Diitate,  1898L 
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of  their  functions,  including  the  sexual,  in  a  high  degree.  If  the  cases 
become  chronic,  the  acutencss  of  their  sufferings  may  lessen  and  they 
may  be  able  ti>  attend  tn  tlieir  business,  but  after  this  period  is  reached 
absohite  recovery  is  rare. 

Group  Four  ;  Diseases  of  Exceptionally  Serious  Character  and  Obscure 
Causation. — Now  and  then  cases  are  met  with  in  wliich  patients  suffer 
from  such  serious  formsof  disease,  tending  apparently  toward  chronicity 
and  degeneration,  that  the  diagnosis  of  hysteria  seems  doubtful,  and  yet 
ro  localizing  symptoms  are  p^L•^eIIt  which  indicate  ihc  existence  of  actual 
lesions  of  the  nervous  system.  Perhaps  in  such  cases  wc  have  to  deal 
with  an  obscure  degenerative  psychoneurosis  analogous  to  a  severe  form 
of  paralysis  agitans.  In  oilicrs.  vascular  degenerations  are  probably 
present  (see  above,  under  Ktiolog)');  while,  again,  in  otliers  we  may 
have  to  deal  with  what  might  be  termed  a  malignant  form  of  premature 
senility.' 

Perhaps  the  following  case  belongs  in  this  category: 

A  nuin  of  sixiy-lwo,  with  unuHiiIly  good  hralih.  nol  alcoholic,  and  o(  regulxr  hal>ilft. 
w«s  ItiMickcd  tVum  hi«  Icftm  tnlu  the  street  liy  an  electric  car.  He  was  Muiid«iI  ati<l  lii«  Itrnd 
wa*  cut,  but  ftfiL-r  an  hour  ot  more  he  re{rain«i!  coiii^ouinfiui  Miffictcnlly  to  «■<  on  titc  mmi  «( 
his  Wilson  and  drive  home,  a  part  of  the  way  with  two  men,  but  the  last  part  hy  hiiit«ri(. 
He  (hen  picked  up  Miincniiai,  Sui  remaiticd  liewildi-red  anil  iinlrkr  hiin»eU,  and  Mirc  the 
fusl  six  moBths  grew  worw.  Hih  iiulrition  failed  wiihoul  a|)]iarent  cause,  hiti  limtn  l>n«uic 
cold,  the  iniisrle*  e»eiy»here  grew  Mnnllti  ard  wrn-  the  irnl  of  tihrillan-  oirtrnciiont.  The 
mental  ci>oditioi)  wn«  dull  and  childlike,  ihuuxh  he  could  be  roused  to  Ulk  quite  iiitelligcnity. 
The  Brterirs  of  llic  nnn  nt  my  exnmitiitliofi  were  tortunas  and  somewhat  5clrrolic.  and  an 
c xari I i nation  of  ihf  urine  showed  a  niituitc  trace  of  alburain  nnd  a  few  hyaline  ca«t*.  He 
walked  with  gri^at  fcetilenest,  and  in  ihc  year  fmllowinj;  his  accident  had  scarcely  been  uut- 
aide  his  door. 

Impmrment  of  Centrtti  Nutrition. — An  im|>ortant  consequence  of 
accidents  in  same  cases  is  a  remarkable  loss  of  flesh,  with  extreme  pros- 
tration of  the  vital  forces.  Most  of  the  ca.ses  in  whicli  this  r>ccurs  would 
be.  on  other  grounds,  diagnosed  as  .'ie\'ere  hystcria.i;  and  indeed  it  is 
well  rccogni/.ed  that  failure  of  general  nutrition  is  an  occasional  feature 
of  hysteria,  no  matter  what  its  origin  ma\'  have  been.  In  some  cases, 
however,  this  impairment  of  nutrition  seems  to  occur  independently  of 
hysteria,  either  as  an  outcome  uf  the  primary  shock  or  at  a  later  |ieri(Kl. 
In  cases  of  the  latter  class  care  sliould  be  taken  to  ascertain  whether  the 
shock  may  not  have  led  to  some  organic  disease  through  impainuent  of 
innen,ntion.  as  illiistralctl  above  (Class  Two),  The  following  case  (not 
medico-legal)  may  belong  in  this  category  : 

A  man  of  «veniy-nne,  hut  of  remaikahly  gowl  health  and  vipjr  of  body  and  mind,  and 
of  exci^llent  hjibits  and  5tKii>f;  chafaclrr.  ■aix*  VnacVeA  dibwn  bv  a  leain,  the  pole  of  which 
itrMck  him  in  the  back.  He  wn*  Munned,  hut  watt  able  to  pick  himself  up  for  a  time  and  l<i 
gel  home  wiihoul  assistance.  He  did  not  appear  a1  (aU  to  have  utifli^reil  severely,  but  never 
legnineiL  bis  full  ^tiriigth  and  ela-viiciiy.    Twu  montbi  later  lie  was  aUackcd.  tritbuut  appar- 

'  CrocD  (AVvJ-wc/  traumafi^Hfi),  r>iina  (Hainiltoa'»  SrHfi  <•/ tfga!  M<iii{iMt\.  N(>ni>e 
( AVwrv/.  tfnti-al^L,  1S071,  and  others  bitvc  described  sncti  rases,  «nnie  of  which  4-ug|;est  a 
disseminalnl  sclerosis,  (^uilc  recently  Koppen  (  CfUniiil.  JM-  \fnfmkriU.  w.  Ptr>h  .  l*k>S, 
p.  S5  \  Jiihrftvirsamm!.  a'et  tWniti  lifuHch/r  AerUe\  has  described  a  form  of  dilfuw  cerr 
bral  ilegeiicralion  of  the  clinical  type  of  jtHtni!  fartsti,  wfih  wirtctpreod  votnilar  lesions, 
whifh  he  believed  to  nrigirtale  in  va«oTnotor  afiedions,  such  as  Fri^dmann  somE^sled  at  a 
cause  for  the  a ttetio sclerosis  tbul  has  liecn  fouml  in  autopsies  '  see  .S)>er]tng  and  Krnnlltal, 
.VfuroJ.  CfMralhi.,  iSStj)  after  trnuinalic  nruni»e^.  Knapp  i  iJercuio's  IrxlBi^  p/ .W'^ivn 
I}ii(astt  by  American  authors  1  Itns  reported  similar  cases ;  and  the  wbjeci  i»  well  presented 
l>y  Bailey  {At-uimt  anJ  Injury-,  1897  |. 
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eet  cauu!,  with  severe  scialica,  far  which  be  went  to  bed.  Ktuid  this  time — pully.  »o  •luubt, 
on  Account  of  jviiti — hi*  mitntmri  ^tcaihly  fnilrfl,  ntwi  vhcn  I  :«aw  him  eleven  inontht  after 
the  nixitleiil  he  wa>  exaeuiely  emaciated,  ntid  coiil<l  iiot  l>e  induced  to  lake  oi  usitnttate  ■ 
sufficient  '{uanitiy  of  fuud,  'I'hc  whole  tiMidition  !i(i|;gci(le<l  an  ainiphyuf  ihe  <li|>ntive  tract. 
Shortly  after  my  vjut  he  died  of  pncuinouia,  whkh  cauie  oo  Mithout  obviuui  cause. 

I  hare  seen  one  ca»e  in  whicti  n  wmnnn  vrhu  hud  iiirTinusly  f^vcii  hinh  In  hralihy  chil- 
dren became  profoundly  hy*ierical  in  cnnscqucnce  nf  a  rnilnvAd  arcidcnt ;  and  about  two 
years  btc^r,  before  liie  MHlleiiirnt  qf  her  lci*id  claitiu,  nnd  while  Mill  in  an  cxlrnnely  nervous 
stale  and  having  occasional  convulMonJ>,  gave  birth  prcmuturely  to  a  puny  child,  wnih  a 
tendency  to  eclampsia. 

PATHOLOGICAL  ANATOMY. 

The  considcHLtions  falling  under  this  ht;a(]  may  be  briefly  summed 
up  as  follows : 

A  number  of  pathological  changes,  as  degenerative  spinal  and  cere- 
bral scleroses,  arteriosclerosis,  and  degenerative  vascular  conditions 
leading  to  diflTusc  hemorrhage,  etc.,  ha\u  been  found  in  the  later  stages 
of  the  traumatic  neuroses  and  ps)'chos{:s.  These  changes  arc,  howex-er. 
not  in  the  least  necessary*  for  the  production  of  the  typical  symptom- 
complex,  .ind  obviously  occur  only  as  occa.stonal  secondary  results. 
No  doubt  they  act  now  and  then  as  eventual  causes  of  impaired  nutri- 
tion in  the  later  stages  of  cases  whiclj  do  not  go  on  to  recovery. 

It  is  an  important  theory  that  the  aiteri;tl  degenerations  may  be  an 
eflfect  of  the  disordered  vasomotor  tone  which  is  so  common  in  all  the 
emotional  neuroses. 

Tire  chronic  degenerative  changes  of  the  nerve -elements  arc*  prob- 
ably due  to  the  combined  action  of  a  predisposing  tendenc)*.  often 
accompanied  with  disorders  of  metabolism,  as  frt>ni  syphilis  and  alcohol, 
reinforced  by  the  depressing  effects  of  the  trauma. 

The  minute  difTuse  hemorrhages  and  necroses  which  undoubtedly 
occur  occasionally  as  an  immediate  result  of  injur)'  are  probably  not 
the  direct  cause  of  the  typical  symptonu,  except  in  the  sense  that  tlicy 
may  act  as  centers  for  excitation  and  inhibitor}'  derangement  of  the 
functions  of  the  central  nervous  system. 


GOUE^SE  AND  PROGNOSIS. 

It  is  impossible  to  treat  ot  tiic  prognosis  of  the  post-traumatic  psy- 
choses and  neuroses  as  if  we  had  to  deal  with  a  single  definite  affection. 
and  yet  it  is  desirable  to  avoid  separating  them  unneces.sarily.  Certain 
classes  may  be  excluded  at  once.  The  cases  in  which  actual  lesions 
are  present,  unattended  by  marked  ncurosal  symptoms,  have  an  out- 
come depending  in  each  case  on  the  character  of  the  organic  disease 
whiclt  is  induced,  and  need  not  be  further  considered. 

The  serious  cases  of  Group  Four  have  a  bad  prognosis,  but  no  gen- 
eral statement  can  be  made  res|)ccting  them. 

The  cases  of  Groups  One  and  7r<v\  comprising  those  in  which  the 
impairment  of  innervation  due  to  the  accident  makes  it  possible  for 
some  other  disease  to  obtain  a  foothold  or  to  take  on  an  accelerateil 
progress,  need  not  be  discussed,  since  the  prognosis  varies  with  the 
particular  atTection  in  question.  The  claim  is  sometimes  made,  and 
with  justice,  that  this  same  statement  would  apply  to  the  cases  of  Group 
Three,  comprising  the  hysterias  and  the  hystcroneurastheniasand  allied 
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forms  of  disease.  Slill,  these  affections  depend  much  more  on  the  nature 
and  severity  of  the  accident  than  do  the  others,  and  the  differences  as 
regards  prognosis  cojiceni  rather  individual  ditCerenees  between  cases 
than  general  ditTerences  between  diseases. 

The  difticullies  of  accurately  estimating  the  probable  outcome  of 
any  given  case  of  traunuUii:  kysleria  or  hysteroneurasikenia  are  \*ery 
great,  cspcdally  if  there  be  mcdico-Icgal  complications.  These  difticul- 
tics  are  especially  great  at  the  period  immediately  following  the  acci- 
dent, when  the  surgeon  is  first  called  upon  to  make  a  statement  for  the 
sake  of  adjusting  claims  and  damages.  The  tendency  is,  in  general, 
towarti  improvement  and  substantial  or  ctnnj)lete  recoverj' ;  but  the 
patient  is  often  left.  es[>ecially  in  the  neurasthenic  cases,  with  impaired 
nervous  strength. 

It  is  worth  while  to  consider,  as  far  as  possible,  the  elements  for  the 
prognosis  derivable  from  a  consideration  of  age.  sex,  social  status,  race, 
previous  record  as  regards  health,  and  temperament,  and  presence  or 
absence  of  medico-legal  comjilicaliors;  as  well  as  from  the  nature  and 
duration  of  the  case,  the  severity  of  the  symptoms,  and  the  influence 
of  treatment. 

Age. — The  only  period  of  hTc  thai  involves  an  especially  unfavor- 
able prognosis  is  advanced  years,  severe  shocks  at  that  period  often 
hastening  the  advent  of  senility.  Conversely,  the  prognt)sis  is  relatively 
good  for  young  [K.rsons  :  except  in  so  far  as  that  they  are  liable  to  such 
affections  as  epilepsy  and  chorea. 

Sex. — The  influence  of  sex  is  largely  overshadowed  by  the  influ- 
ences related  to  the  circumstances  of  the  special  case,  hut,  on  the  whole, 
women  are  more  likely  than  men  to  suffer  ill  effects  from  injury,  and 
to  recover  less  rapidly.  This  is  due  to  the  facts  that  their  natural  robust- 
ness is  less,  and  that  they  are  less  likely  to  have  strong  interests,  in  the 
way  of  pleasures  and  occupations,  to  absorb  their  energies.  Severe 
forms  of  hy.steria  are  more  common  among  women,  and  also  the  light 
forms  of  neurasthenia ;  but  the  severe  neurasthenias  are  perhaps  equally 
common  among  men. 

Social  Stattis. — I  have  several  times  stated  that  persons  of  good 
social  training  arc  less  subject  to  the  post-traumatic  psychoses.  When 
they  do  fall  victims,  however,  it  is  generally  because  a  predisposition  of 
nutritional  or  neuropathic  kind  is  present;  and  if  this  is  the  case,  the 
outcome  for  complete  recovery  is  relativelj'  unfavorable,  and  relapses 
under  the  strains  i)f  life  may  be  looked  for.  Funhernuire.  the  financial 
drcumsLinces  of  such  persi^ns  often  iiemiit  a  sort  of  \'a!etu<]inarianism 
which  the  sterner  leaching  of  necessity  might  render  impossible.  Yet 
this  rule  is  not  a  universal  one.  as  is  shown  at  hospital  clinics  by  the 
occurrence  of  severe  neurasthenia  among  males  of  the  working  age. 

Race. — The  marke<i  tendency  of  the  Hcbrexv  races  to  suffer  from 
nervous  affections  in  general  makes  them,  at  least  the  poorer  classes, 
severe  sufferers  from  the  effects  of  accident, 

I  have  been  greatly  impressed  with  the  temperamental  sense  of 
hopelessness  among  them,  which  defies  all  efforts  at  encouragement.  I 
cannot,  however,  give  statistics  to  show  whether  the  number  of  cases  of 
illness  after  accident,  iti  proportion  to  the  number  of  persons  exposed, 
is  actually  greater  than  that  found  with  other  races. 
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Previous  Health. — The  presence  of  the  alcoholic  tendency  may 
be  considered  as  making  tlic  prognosis  worse — olher  conditions  being 
equal — botli  as  regards  the  psycln>ses  and  the  organic  degenerative 
attcctions, 

I  have  made  no  observations  of  importance  bearing  on  this  point 
beyond  tlut  confirming  the  universal  ex(Krience  as  to  the  relation  of 
alcoholism  to  non-traumatic  insanity,  but  interesting  data  are  recorded 
by  Hailey/  Tlic  tendency  of  shock  to  iiasten  the  progress  oX  the 
degenerative  aflcctions  in  general  makes  the  prognosis  in  cases  of 
incipient  diseases  nf  these  sorts  materially  more  serious. 

As  regards  the  cases  of  the  hystcroncurasthcnic  tyiic  strictly  speak- 
ing, the  inlluencc  of  general  ill  health  is  somewhat  analogous  to  that 
of  tlic  neuropathic  temperament;  that  is,  it  need  not  necessarily  exert 
a  very  bad  effect  unless  it  is  of  such  a  kind  as  to  im|>air  the  elasticity 
of  the  spirits  and  the  strength  of  the  will.  However,  it  very  often  docs 
have  this  efTTecl,  and  thi-n  a  vitiioiis  eircle  is  established. 

Medico-legal  Complications. — Fuller  statistics  on  this  point  are 
greatly  needed,  but  will  not  be  forthcoming  until  experts  arc  more 
ready  than  now  to  join  in  impartial  attempts  to  discover  the  truth. 
Ostensibly^  the  best  way  to  form  a  just  opinion  with  regard  to  medico- 
legal cases  would  be  to  make  careful  studies  of  those  free  from  legal 
complications.  But  in  reality  this  method  is  not  altogether  satisfactory. 
In  the  first  place,  the  luimljer  of  these  cases  is  relatively  small,  (.-spe- 
cially in  the  direcliiin  «»f  hysteria,  for  the  reasons  staletl  under  Ktiologj-. 
These  art;,  iti  hrief,  ihiit  accidents  occurring  in  sport-s.  war,  and  danger- 
ous occupations  are  rarely  followed  by  traumatic  psycho.ses,  not  alto- 
gether because  there  is  nothing  to  be  gained  by  going  to  law,  although 
this  factor  certainly  plaj's  its  part,  but  more  because  injuries  occurring 
under  tliese  circumstances  arc  in  a  measure  anticipated  and  prepared 
for.  Moreover,  injuries  thus  received  arc  not  attended  by  any  feeling  of 
indignation  against  another  person  as  being  their  cause.  Furthermore, 
the  classes  of  i>ersons  whose  circumstances  oblige  them  to  go  to  law 
also  furnish  the  largest  number  of  individuals  likely  to  be  affected  by 
superstitious  dread  and  panic,  and  consequently  most  Ukcly  to  suflcr 
from  the  post-traumatic  psychoses.  The  law  undoubtedly  adds  a  new 
magnitude  and  terror  to  accidents,  at  least  in  tlic  popular  mind,  and 
a  new  inducement  tn  magnify  and  thus  increase  one's  suFferings.  Yet, 
in  so  far  as  this  hapjKjns  without  the  patient's  conscious  connivance, 
it  would  seem  unjust  to  blame  him  for  the  added  sickness  that 
results,  since,  in  fact,  what  is  added  is  a  tendency  for  which  the  patient 
is  not  necessarily  accountable.  The  injurious  influences  attending  liti- 
gation will  gradually  become  less  as  the  Lime  approaches  when  pl)>'si- 
cians,  lawj'crs.  and  the  public  learn  to  understand  better  these  affections, 
so  that  they  will  lose  something  of  the  halo  of  myster>^  that  now  sur- 
rounds them.  One  good  effect  of  tliis  better  understanding  may  be 
that  the  large  verdicts  which  offer  such  a  temptation  to  poor,  ignorant, 
or  designing  persons  will  be  less  often  awarded,  and  thus  the  likelihood 
of  early  settlements  increased. 

It  is  b\-  an  unfortunate  sort  of  irony  that  the  laws  whicli  were  framed 
to  work  for  the  benefit  of  [xrrsons  who  have  been  injured  through  the 
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fault  of  another,  often  wnrk,  in  fact,  to  their  disadvantage,  by  making 

it  difficult  for  thcni  to  avail  themselves  of  the  precious  opiKirtunity 
afforded  in  the  early  stages  of  their  illness  for  reasserting,'  their  self- 
control.  If'such  persons  could  be  assured  that  health  Mould  speedily 
return,  provided  they  brought  no  suit,  or  if  they  should  settle  their 
claim  at  once  for  a  moderate  sum,  they  would  often  be  glad  to  do  so, 
But  this  assurance  cannot  be  given,  and  so  delay  is  advised.  Mean- 
while, the  consciousness  that  a  suit  is  pendhig  make^  it  much  harder 
for  even  the  most  conscientious  person  to  adopt  the  mental  attitude 
neccssar}'  for  rccovcrj-  so  fully  as  to  insure  success,  and  vciy  sotm 
ihe  invalid  habits  have  lightened  their  grasp  so  strongly  that  no 
ordinary  measures  can  relax  tliem.  Persons  who  are  sufl'ering  from 
emotional  accidents  ought  properly  to  be  treated  by  physicians  having 
special  training  for  that  purpose,  and,  if  practicable,  in  suitable  hospitals. 
or  at  least  away  from  home.  When  the  true  nature  of  the  dise;isc 
becomes  fully  recognized,  this  need,  uhich  is  already  admitted  as 
existing  for  cases  of  chronic  hysteria  of  other  origin,  will  be  more 
gcnenillj'  acknowledged. 

In  general,  it  may  be  said  that  when  ;i  trial  is  concluded  the  patient 
onlinarily  improves  more  rapidly ;  but  this  is  not  equally  true  of  all 
symptoms. 

ilysttrical paralyses,  yi\vi^  often  count  for  much  in  court,  are  far 
more  likely  to  pass  quickly  away  than  the  inijwiimient  of  mental  bal- 
ance and  nervous  strength  ;  and  thus  the  lawyer  and  prejudiced  physician 
unjustly  count  many  iwtieriLs  as  simulants  fjjecause  they  soon  lca\'C  olf 
their  crutches,  when,  in  fact,  the)-  may  still  Ix;  far  from  well. 

Admitting  that  the  influences  which  cluster  munil  the  patient's 
efforts  to  obtain  redress  through  the  law  help  materially'  to  intensify 
and  prolong  the  illness,  it  is  quite  another  matter  to  infer  that  the  ter- 
mination of  the  suit  will  open  the  door  to  recovery.  This  may  happen 
or  it  may  not,  and  the  only  way  by  which  the  expeit  will  be  able  to 
foretell  which  result  maybe  ex[)ecled  is  by  learning,  through  exix,'rience 
and  prolonged  study  of  the  c;ise.  how  profoumlly  the  disease  has  taken 
nml.  ami  how  effectively  the  [Mtient's  temperament,  will,  and  surmunil- 
ing  influences  are  likely  to  work  in  his  favor.  The  light  cases  usually 
do  well  after  trial,  the  bad  ones  usually  do  not;  but  the  expert  must 
learn  to  tell  froin  something  more  than  superficial  appearance  and  vio- 
lence of  symptoms  which  cases  are  really  light,  wliich  really  bad. 
Sometimes  this  is  impossible. 

I  have  2  cases  in  niinti  of  the  favorable  sort : 

One  i>  ltu(  tA  a  miildlc-aKc<l  wiman.  wIhi  had  l>ccn  a  chiM'ft  nurse  Mid  had  led  ft  tdems- 
tnt  XiU  nmid  a|;refsble  surroundinc^  Aficf  a  tonf;  illnr&fi  fulluving  ku  accident  ul  very 
intHleiale  scverilv,  niJirkcd  \>\  mtk>u»  piivi-iralion  and  hytlerical  symiKomi  of  nbdocninal 
chartclcr,  which  h.id  liecn  the  lonii^m  of  \\ej  |)hyhjcjaii.  she  roi  prr>mp4ly  well,  almoiil 
inimcitmlel f  itfttrT  the  concluyinn  i>f  hrr  isuil,  by  pullErig  hrrM-tf,  hy  tli^  advice  of  a  neighbor, 
miller  thr  roir  uf  b  fdiuilc  liydiofiathUi.  who  umtU  ati  eiii-rgcltc  w  atei  trraUnciil,  w  bkli  during 
the  onfarnrablc  period  of  het  illnrM  the  patirnt  would  fwver  h«ve  endured. 

The  Dihcr  cnvr  i»  (Iml  of  n  laily  in  lair  niidille  life,  irf  nn  cxcilatrle  and  ardent  IcmpCf*- 
moit  nnti  dclici<>nt  self-cmiintl.  bul  »f  tialarally  robuxt  hrnllli  and  grml  rmliiraiicr,  «lMt 
bedine  iicun^hcnic  Ipiolxtbl)'  ihe  hyMerical  furm  of  ueunsthenial  afier  a  Iii(1i»|;  injury. 
She  waf  fnrded  (o  abandor  muM  nf  her  occupaiinns.  which  had  tteeii  nutny,  arid  beianie 
hypochondriacal  and  dcpre****!.  Aflei  Iwii  ye«f»  ■)*  Ihn  •■'M  ivf  life,  her  claim  lirid^  sr-ltk-il 
al  (he  end  nf  \\\e  tint  year  fur  a  sum  «'hkh  did  not  fully  luy  her  expm*<«,  »hc  went  U> 
Europe  and  (being  a  Kornan  C^lholk)  betook  henelf  to  Lour^Jes.  where  she  had  a  brief 
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tTKtlmrnf.  Through  ll)i%  means  Ave  lo^  her  Jtltui-.'-H  t\f  iHnm,  IIiou|>li,  115  she  aflrrwanl 
rcpoitc<3,  she  did  not  rcAlixc  ihat  she  wi»  vwrtA  until  her  rriuni  hotnr,  whcii  jihe  fi-untl  that 
the  *lighl  iiilluetiLe»  llml  hud  ptcviuusly  iffected  her  9U  unfttvorsbly  now  had  no  toch  effect. 

On  the  other  hand.  I  will  cite  2  other  cases  which  may  stand  as  types 
of  a  large  number,  in  whicli  the  outcome  was  much  less  favorable  than 
might  have  been  anticipated. 

A  middle-«ged  w«iraiin,  of  excellent  health  and  character,  had  a  fnll  fni*n  her  lienh  on  a 
steainbuat  on  account  of  ihc  biraking  of  the  support.  :ihe  buiitaiiicd  bruiMr«  of  modciaie 
severity,  ami  was  found  sevemi  VMrs  Inter  to  have  a  reiraverajan  nf  the  uterua,  which  may 
or  may  nut  have  been  due  to  the  accident :  tiiiit  h«r  real  illneKA  was  a  hysteria  of  lypicai  and 
Mrerc  fnnTi.  Her  cose  wa.i  Hellled  fairly  <:arly  fnr  n  imnll  »uin,  in  the  ei)>e<lat)nn  on  the 
pari  of  her  phyMciaiiii  that  sli>e  would  »oon  improve.  Thi»  wpectaUoii  wa$  iiot  lealiied, 
however,  mill  !>lie  i*  ulill,  nt  ihe  end  uf  four  yr.irs,  and  in  spilr  of  tlmnuigh  trralm. «(,  |>riratr 
and  at  a  iitrvinc  hasiiiUl.  a  Woken -ilow  11  hyulcroneiira^tlieiiic,  lhoo([h  alowly  gaiatog. 

The  other  inv!  \s  thai  rf  n  iiinn,  wIid,  nt  tlir  lime  nf  hr%  .ici'idrtit,  ten  yexn  nfp,  was  a 
npirited.  viKoroUK,  and  trusted  railrcud  employt^  of  niihcr  high  (^rade.  Ite  wu  Mniclt  by  a 
freiijlil  [ram  and  rxillcd  over  and  over,  breaking  fwnir  of  hib  nbs  hut  wat-,  hnwevert  aUe 
lo  rcium  to  partial  work  in  Ihe  course  of  a  few  weeks.  He  has  indeed  conuDued  lo  work  e*er 
since,  but  under  the  drB((-wcight  of  constant  and  typical  ucurasthcnic  disabititics,  which  the 
beAi  of  his  efFims,  wpplcmenlcd  by  all  that  I  have  been  aide  in  do  in  il\e  way  of  ennHireee> 
nenl  and  sLmulatiun,  imvc  not  shaken  oir.      This  uase  had  no  k-gal  coauplicaUoiu. 

Perhaps  the  strikin}»  fact  is  that  the  tendency  to  the  post-traumatic 
hystcroid,  or  neurasthenic,  psychoses  Is  greater  in  the  mcdico-lcgol 
cases,  rather  than  that  the  prognosis  of  the  legal  and  the  non-Icgal 
cases  is  so  %'cr\'  different  when  once  we  have  to  deal  with  \s'cll-marked, 

especially  thr  si-VL-re  cjisl-*^. 

Nattire,  Duration,  and  Severity  of  the  Case.— No  very  im- 
portant cuncliisinn  am  be  drawn  from  the  nature  of  the  case — that  is. 
whether  it  is  of  hysterical  or  neurasthenic  character — as  regards  prog- 
nosis. The  duration  of  the  synnptoms  is  of  greater  significance,  since 
in  the  types  under  consideration  the  effects  cf  habit  and  the  tendency 
to  the  formation  of  "  associtUkm-nturases "  are  strongly  marked.  Never- 
theless, although  many  of  these  patients  become  chronic  hypochondriacs. 
yet  the  fact  tli;it  tlic  symptoms  and  the  illness  as  a  whole  are  often  due 
to  what  may  be  called  panic  or  delusion,  or,  at  least,  suggested  fixed 
ideas,  makes  the  chance  of  recover)',  even  in  late  stages,  better  than 
might  be  anticipated,  provided — and  only  on  this  condition — that  the 
patient  can  be  given  the  benefit  of  a  really  thorough  expert  treatment. 

The  features  that  make  the  prospects  unfavorable  arc,  as  regards 
tcmjKrniment.  lack  o(  elasticity  and  natural  tendency  to  depression. 
Intelligence  on  the  one  hand  and  docility  on  the  other  count  as  favor- 
able influences.  As  regards  the  special  clinical  signs,  the  hysterical 
paralyses  are  less  serious  than  hjsterical  convulsions.  The  sensory 
disorders,  unless  profound,  are  unimportant  for  prognosis.  Deep-seated 
hysterical  mental  changes  are  unfavorable,  and  the  ;<amc  maybe  said  of 
profojnd  nutritional  failure,  although  at  the  same  time  this  is  less 
intiK>rtanl  tli;in  the  same  signs  would  be  tn  nutritional  failure  from 
progressive  organic  disease,  It  is  probable  that  the  presence  of  cir- 
culator>'  disorders — cardiac  or  vascular — whether  due  to  a  paretic  con- 
dition of  the  vasomotor  apparatus  or  to  an  acquired  tendency  to  ilis- 
orderly  vasomotor  action,  constitutes  an  unfavorable  influence  of  real 
importance. 

Trtrr  nnirasthetiia  is  an  obstinate  and  tedious  aflcction  ;  the  h>*ster 
ical  form  of  neurasthenia  is  less  serious. 
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InfiucHce  of  Treaimeai. — This  is  one  of  the  most  important  influ- 
ences in  determining  the  course  of  the  case.  TIic  tiiscascs  with  which 
we  arc  dealing  are  not  self- limited  ;  they  may  be-  checked  early  tinder 
favorable  conditions  or  they  ni;iy  nin  mi  intlffinitelj-.  In  many  instances 
it  is  doubtless  the  influence  of  the  family  pliy.sician  that  determines  the 
future  of  the  cafic,  and  on  him  great  responsibilities  rest.  Jt  must  also 
be  admitted,  however,  that  there  are  many  cases  (especially  medico- 
legal cases)  in  wliich  we  feel  incHned  to  say — no  matter  whether  the 
stage  of  the  disease  be  early  or  late — that  treatment  might  conceivably 
bring  about  a  rapid  cure,  and  yet  wc  cannot  find  (he  trealmenl  by  which 
this  can  be  accomplished.     The  conditions  arc  too  unfavorable. 

DIAGNOSIS.^ 

The  physician,  in  approaching  a  case  assumed  to  be  one  of  the 
post-traumatic  neuroses,  is  obliged  to  consider,  first,  whether  the  |jaticnt 
is  simnlating  or  is  really  ill ;  next,  the  u*pc  of  the  illness,  if  it  exists; 
and  further,  to  what  extent  it  may  be  considered  as  superficial  and 
under  tiie  domination  of  excitement  and  the  events  of  the  accident; 
or,  on  the  other  hand,  due  wholly  or  in  part  to  actual  lesions  of  the 
nen,'ous  system  or  to  profound  disorders  of  circulation  and  nutrition. 
On  the  other  hand,  it  is  his  duty  to  determine  how  far  it  may  be  attrib- 
uted to  the  action  of  prenously  existing  neuropathic  tendencies,  or 
contributivc  degeneracies  of  other  origin,  or  to  other  causes  not  con- 
nected with  the  accident.  As  regards  the  commoner  tj-pcs  of  disease 
(as  iiysteria,  neurasthenia,  the  psychoses,  the  spinal  scleroses,  the  cere- 
bra!  and  spinal  degenerations  of  vascular  origin ;  strain  of  the  lumbar 
muscles.  Pott's  disease  secondary  to  injur\'  of  the  vertebrae,  etc.),  while 
the  diagnosis  in  well-marked  cases  is  easy,  there  are  certain  essential 
considerations  to  be  borne  in  mind. 

The  chief  of  these  arc  the  follow  ing :  It  is  important  to  distinguish 
between  true  neurasthenia  and  hystcroid  neurasthenia,  the  former 
being  a  more  severe  affection  than  the  tatter.  The  psj'clioses  may, 
on  the  same  principle,  have  a  hysteroid  element  in  them.  The  sjHnal 
scleroses  nnd  pressure -myelitis  may  be  simulated  by  hysteria  or  a 
hysteroid  affection,  though  a  judicial  consideration  of  the  whole  case 
will  generally  make  the  diagnosis  possible,  l-'inally,  it  is  important  to 
note  that  hj'steria  may  coexist  with  organic  affections,  so  that  the 
physician  must  be  prejKircd  to  diagno.<ie  both  conditions   separately. 

CompUtf  simuhtum  is  atlmiitedly  rare,  though  it  is  met  with  from 
time  to  time.  On  the  other  hand,  exaggeration  is  common,  partly  as 
a  hy])ochondriacal  manifestation,  partly  (in  medicci-legal  cases) because 
the  patient  feels  instinctively  the  need  of  pressing  the  merits  of  his 
case  against  an  assumed  unwillingness  to  recognize  them.  Thorough 
and  repeated  examinations  and  real  expert  tact  and  knowledge  arc  the 
onlj- safeguards  against  deception  and  overstatements,  and  rarely  prove 
incfTectiial.  !\.  gootl  malingerer  must  needs  be  a  skilful  (xrrson,  possessed 
of  great  pnwer  nraltt-ntii>n  and  self-control.  On  the  other  hand,  although 
it  is  irm.'  that  lite  expert  may  be  deceived  by  trusting  too  much  to  the 
statements  of  \\\%  patient,  it  is  more  common  stitl  to  see  the  signs  and 

'  Sec  nlau  under  Symplamalulugjr. 
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symptoms  of  hysteria  taken  as  indications  of  fraud.  Kvcn  the  expert 
physician  may  Ix'  deceived  through  lack  of  care  and  lack  of  study  of 
all  the  circumstances,  or  even  itt  spite  of  these  precautions,  by  an 
excepii«iiidlly  clever  malingerer.  It  is  amazing  to  one  who  is  familiarj 
with  the  intricacies  of  tlie  hysteroncurasthcnic  complex  lo  observe' 
how  readily  the  assumption  is  sometimes  ailmittcil  that  any  given 
patient,  no  matter  how  j^rossly  ignorant  and  unintelligent,  or  how 
obviously  in  a  stale  of  feebleness  and  lack  of  self-control,  may  have 
Icarnec)  the  difficult  art  of  consistent  deception.  Experts  who  wilfully 
lake  lliis  position,  antl  let  the  rare  exception  stand  for  the  reasonable 
prohahility.  arc  likely  to  make  the  results  df  their  examination  serve 
the  needs  of  tlieir  arj^ument,  and  arc  not  likely  really  to  promote  the 
cause  and  reputation  of  expert  testimony. 

It  is  important  in  cxaminin<;  a  new  patient  to  ascertain,  as  a  guide 
to  the  judgment,  all  that  can  be  learned  from  outsiders  as  to  his  repu- 
tation for  veracity  and  mental  bahince,  ;ind  as  to  his  habits  at  present 
and  in  the  past.  Tliis  inquiry  is  often  difTicuh,  and  consequently  too 
often  neglected.  Vahnlile  pii-ccs  nf  inforni.ilifjn  ;ls  to  the  patient's 
physical  contlition  can  often  he  gained  while  the  history  of  the  case  is 
being  taken  and  the  patient  is  oif  his  guard.  It  is,  in  fact,  better  to 
make  the  physical  diajjnosis  incidentally,  ns  it  were,  and  without  ques- 
tions, just  as  far  as  is  possible.  The  presence  and  seat  of  tremor,  of 
hysterical  deafness  of  one  ear,  of  hysterical  paralyses,  pareses.  and  con- 
tractures, differences  between  the  pupils  (noted  with  leference  to  the 
position  of  tile  windnw  or  other  source  of  light),  the  si7,e  and  shape 
of  the  pupils,  the  color  of  the  skin,  the  changes  of  color  during  the 
examination,  can  all  be  noted  in  this  way.  to  be  verified  later  if  nec- 
essary. ],ikcivisc.  a  fair  notion  nf  the  patient's  mental  characteristics. 
as  regards  endurance  or  cxhaustibility.  intelligence,  memory  (to  be 
tested  not  alone  for  the  events  connected  with  the  accident  and  illness, 
but  or)  indifferent  matters),  hysterical  indifference,  scope  of  interests, 
anxiety,  excitability,  power  of  sustained  attention,  and  the  like,  can 
usually  be  gained  in   the  course  of  an   hour's  cnnvcrsation. 

The  prominent  rational  signs  of  the  tuuritstht-nk  complex  are  wear- 
iness, irritability,  and  weakness  (local  or  general),  a.ssociated  with  head- 
pains  at  the  occiput,  vertex,  or  temples,  or  assuming  the  helmet-form  ; 
pains  ui  the  back,  aching  of  the  muscles,  prickling  and  numbness  in 
the  limbs,  flushing  and  coolness  indicating  vasomotor  irritability.  If 
the  case  is  of  the  hyslcricnf  type,  these  symptoms  may  be  present  in 
whole  or  in  part;  and  in  addition  there  will  be  others  indicating,  as  it 
were,  the  malignant  activity  of  an  inner  demon.  Such  arc  explosions 
of  pain,  of  vomiting,  of  local  weakness,  of  paralysis  of  sensation  or 
motion,  loss  of  voice,  loss  of  eyesight  or  hearing,  dysuria.  dysphagia, 
dysmenorrhea,  and  manj'  kindred  phenomena. 

The  rational  signs  of  hysteria  may  perhaps  be  more  easily  simu- 
lated than  the  physical,  and,  therefore,  in  courts  of  law  special  attention 
is  paid  to  the  latter  The  pupUs  in  states  ofnerx-ous  weakness  of  cither 
type  are  apt  to  be  larger  in  moderate  light ;  and  if  hemi-ane.sthesia.even 
of  slight  degree,  is  to  be  found,  the  corresponding  pupil  will  be  usually 
the  larger.  The  limbs  of  the  anesthetic  side  arc  usually  codi-r  than 
those  of  the  other,  or  one  limb  cooler  and  the  other  warmer,  or  both 
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warmer,  the  reaction  probably  varying  in  every  case  at  difierent  times. 
Slight  differences  of  tliis  sort  are  often  made  light  of,  and.  in  fact,  they 
may.  of  cuursc.  be  accidental ;  but.  otlier  things  being  equal,  they  may 
be  nf  grtat  iin|H>rtance  as  corrobtirativc  signs.  It  is  unreasonable  to 
assume  that  ci  great  number  of  accidental  signs,  all  j>i»inling  in  the  same 
direction,  would  be  likely  to  be  without  significance  as  indicating  a 
morbid  state  ;  dut,  of  course,  il  must  fie  consUicred  whether  this  morUd 
state  could  have  antedated  the  iujury,  especially  in  view  of  Sanger's 
obscrv^cns  on  out-patients  of  the  working  class  who  had  not  been 
injured. 

The  sfusibility  of  the  skin  and  mucous  membranes  may  vary  in  liys- 
teria,  as  indicated  under  Symptomatology,  and  it  utTd  only  be  said  lierc 
that  it  is  best  to  rely  as  far  as  possible  on  tlie  patient's  movements  and 
manner  without  asking  questions,  unless  it  is  important  for  scientific  or 
other  purposes  to  ascertain  die  exact  hmits  of  a  sensory  change. 

Hystiruai  tremor  need  not  differ  from  the  tremor  of  neurasthenia, 
but  may  assume  the  mteation-type.  It  is  usually  more  marked  on  the 
side  of  the  anesthesia. 

Hysterical  paralysis  is  rarely  so  complete  that  a  skilful  examiner 
cannot  provoke  shght  voluntan,'  movements,  generally  of  a  jerky  char- 
acter, and  the  positions  which  the  limb  habitually  assumes  arc  usually 
not  those  of  a  tlaccid  paralysis. 

It  is  irrational,  and  implies  a  disregard  of  the  ^ery  nature  of  hys- 
teria, to  demand  that  the  paralysis  of  this  origin  shall  obey  ttie  laws  of 
paralysis  due  to  injury  of  the  [jeripheral  nerves,  spinal  cord,  or  brain. 
Here,  also,  slight  alterations  of  seiisibilitj*  are  often  of  actually  greater 
significance,  as  against  malingering,  than  more  prominent  changes.  It 
is  more  easily  conceivable  that  a  jicrson  should  fraudulently  claim  not 
to  feel  at  ail  than  not  to  leel  quite  so  well.  If  doubt  exists  as  to 
whether  analgesia  is  present,  the  point  of  a  needle  may  be  thrust,  with 
care  but  without  warning,  under  a  nail.  U  need  cause  no  surprise  if  a 
hyi)eresthetic  area  exists  in  the  midst  of  an  area  of  anesthesia  or  anal- 
gesia, or  if  the  conditions  varj*  somewhat  from  day  to  day.  It  is  an 
0}x:n  qucstiun  whether  the  presence  of  a  sh'giit  hcmi-anesthesia.  occur- 
ring, as  it  sometimes  docs,  without  other  saigas,  is  a  sure  mark  of  hys- 
teria as  distinguished  from  neurasthenia.  (Jn  the  other  hand,  hysteri- 
cal paralysis,  and  still  more  hysterical  contracture,  arc  not  infrequently 
associated  with  a  greater  or  less  degree  of  atrophy  of  the  muscles. 

//w/(r/<vr/ ivls/W  ^/r/ir/.v.  as  has  been  said,  often  contradict  the  laws 
of  optics.  The  patient,  by  his  own  testimony,  may  fail  to  see  objects 
which  in  fact  he  must  sec.  The  failure  is  then  rather  the  expression 
of  a  subconscious  agreement  "  not  to  notice."  The  concentric  contrac- 
tion of  the  field  obeys,  however,  more  definite  rules,  and  the  same  is 
true  of  the  contraction  of  the  field  coming  on  in  the  course  of  the 
examination.  LFtiIcss  the  physician  is  willing  to  spend  the  time  and 
|>atlence  requisite  for  a  careful  perimetric  investigation  of  the  whole 
field,  it  is  Inrst  to  <^ive  one's  whole  time  nnd  rare  to  establishing  with 
confidence  the  limits  of  the  temporal  jxirt  of  the  field  on  the  horizontal 
meridian.  I*"or  this  purjwse  a  regular  jKrimelcr  is  not  absolutely  nec- 
cssjir^'.  A  good-sized  book,  preferablj'  black  in  color,  will  answer  the 
puriwjse.     It  should  be  held  in  a  horizontal  iKisition.  so  that  tlie  |>atient 
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sights  along  the  shorter  edge,  at  some  dark  object  in  the  same  line,  but 
farther  away.  A  few  measurements  made  with  paper  folded  so  as  to 
give  parts  of  right  arglcs  will  enable  the  obser\'er  to  estimate  with 
modcrati.'  accunicy  the  angular  positi<in  of  given  points  ;  and  even  with- 
out that  the  two  ficUls  am  Ix-  readily  compared.  Colored  chalks  or  pencils 
will  answer  for  test-objects.  Care  and  patience  cannot  be  dispensed  with. 
If  any  doubt  still  exists  as  to  simulation,  the  Wilbrandt  test  may  be 
used,  in  which  the  patient  is  placed  in  a  dark  room  and  the  test-object 
replaced  by  a  phosphorescent  disk  or  a  small  electric  light.  Normal 
eyes  show  at  first.  immcdiiUely  after  leaving  a  brightly  lighted  room,  an 
impaired  perception  for  this  faint  light — /'.  c,  a  diminished  field — but  the 
full-sized  field  is  regained  in  tlie  course  of  ten  or  fifteen  minutes.  In 
hysterical  cases  the  contracted  field  also  regains,  as  a  rule,  its  normal 
size,  but  only  after  one  or  .several  hours. 

Hysterical  ricafuess  ha.'*  been  spoken  of  under  Symptomatology  and 
one  test  of  the  tuning-fork  has  been  described.  Another  test,  called 
Rinne's,  consists  in  contrasting  the  power  of  hearing  by  bone-conduc- 
tion through  the  mastoid  with  that  by  air-conduction.  If  a  deafness 
ascertained  by  the  watch  or  voice  is  due  to  catarrhal  disease  of  the 
middle  ear,  the  tuning-fork  is  heard  relatively  better  on  that  side  by 
connection  through  the  mastoid.  If  the  nerve  is  at  fault,  however,  the 
fork  will  usually  still  be  heard,  if  held  in  front  of  tlic  ear,  at  a  time  when 
the  conduction  through  the  bone  is  no  longer  audible.  Te.sts  with  high 
and  low  tones  would  be  of  great  value  in  hysterical  cases,  but  have  not 
yet  been  much  used  by  neurological  experts. 

Reflexes. — The  knee-jerk  in  both  hy.stericat  and  neurasthenic  ca.scs 
is  generally  exaggerated,  though  occasionally  it  is  diminished.  The 
wrist-jerk  is  sometimes,  hut  much  less  often,  increased;  and  the  ankU-- 
doHus  is  occa.sionally,  though  rarely,  present.  On  the  other  hand,  the 
superficial  reflexes — the  abdominal,  the  cremasteric,  and  the  plantar — 
are  usually  diminished  or  lost  in  proportion  as  the  cutaneous  styisibility 
is  impaired.  In  this  contrast  of  reflexes  we  have  an  ot^ective  sign  of 
great  value. 

The  pulse  is  usually  rapid,  and  is  increased  under  excitement  or 
painful  impressions.  In  the  celebrated  MannkofT  test  for  real  as  con- 
trasted with  feigned  sensitiveness  to  pressure,  the  increase  in  the  pulse- 
rate  is  taken  as  the  objective  sign  of  pain,  and  in  the  hands  of  those 
who  have  studied  it  the  sign  is  of  value,  though  often  unsatisfactory'. 

The  respiration  is  apt  to  he  quickened  under  the  same  conditions 
with  the  pulse.     Pn">Ionged  attacks  of  quick  breathing  may  <M:cur. 

Vasomotor  stj^ns  consist  in  the  fact  that  vascuLir  spasm,  or.  on  the 
other  hand,  persistent  and  considerable  vascular  dilatation  after  local 
irritation  Uiiches  ccrehrales,  dcrmatography),  arc  not  uncommon. 

Hysterical  cotn'ulsions.  when  typical,  arc  easilj-  recognized  atiil  dis- 
tinguishable from  epileptic  attacks.  In  other  cases  the  distinguishing 
marks  are  by  no  means  satisfactory,  and  careful  study  is  the  only  guide. 
The  siaU'inents  ihat  hysterical  attacks  do  not  occur  at  night,  or  when 
the  patient  is  idt»ne  or  is  free  from  excitement,  and  that  such  patients 
do  not  hurt  themselves  and  never  wholly  lose  consciousness,  are 
unconclusivc.  though  there  is  some  truth  in  them  all. 
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The  tfcatment  of  the  disease  of  Groui»s  One,  Tuo.  and  Four — that 
is,  the  txpical  affections  only  indirectly  <iue  to  the  accident,  whether 
involving  the  central  and  peripheral  ner\-ous  system  or  other  organs  of 
the  body — need  not  be  discussed  hero,  except  so  far  as  it  is  necessary' 
to  say  that  the  nervous  weakness,  the  apprcliension,  and  the  hypo- 
chondriacal delusional  tendency  arc  apt  In  Ix-  mixed  in  with  the  signs 
and  symptoms  proper  to  the  sjjecial  disease  itself,  whatever  its  nature, 
and  should  receive  their  appropriate  treatment. 

All  that  couid  be  expected  in  a  sui^cal  treatise  such  as  this  is  a 
statement  <y{  tlie  best  niedicd  opinion  with  regard  to  the  treatment  of 
(he  functional  nervous  affections  of  hysterical  or  neurasthenic  character 
as  they  occur  after  accident. 

As  re-^ards  (iroup  Thn:;e.  the  fuiidamenlal  consideration  that  should 
underlie  the  treatment  at  everj'  step  is  that,  as  the  causes  of  the  condi- 
tion are  largely  of  mental  nature,  so  should  the  treatment  be. 

It  is  needless  to  say  that  if.  in  the  early  days  after  an  accident. 
severe  shock -symptoms  arc  present,  they  must  be  treated  by  absolute 
ficst  ami  cardiac  antl  vasomotor  stimulants;  and  so.  also,  if  sprains  of 
the  back  or  other  local  injuries  havtr  occurred,  tlity  must  receive  their 
appropriate  treatment.  Thequeslion  often  early  presents  itself  whether 
sedatives,  such  as  tlic  bromids.  chloral,  sulfnnal.  or  ojiiiim,  should  be 
used  to  quiet  restlessness  and  relieve  pain.  In  fact,  it  Is  customary  to 
give  them;  and  if  their  use  is  strictly  limited  to  the  first  few  days, there 
is  perhaps  tittle  to  say  against  the  practice,  though  I  believe  that  easily 
digested  food  and  a  little  stimulant  sometimes  serve  a  better  turn.  It  is. 
however,  ci-rtainly  ohjectlonalile  to  continue  them  loiig.  partly  because 
they  are  cardiac  depressants,  partly  bei:ause,  if  the  jKiticnt  sees  his 
physician  tike  the  tone  that  he  "  cannot  get  on  without "  nnicdies  of 
tliis  class,  he  is  more  likely  to  think  him.sclf  seriously  ill  than  if  he 
were  encouraged  to  think  anodynes  and  sedatives  unnecessary.  This 
introduces  the  view,  which  I  believe  to  iie  a  sound  one,  that  it  is  the 
attending  physician  who  is  often  in  the  position  to  make  or  mar  the 
patient's  future.  If  he  car  gain  his  confidence,  and  if  lie  liini>*e]f 
understands  the  situation,  he  can  do  much  to  ward  off  the  suq)lus  of 
real  apprehensions,  hypochondriacal  delusions,  and  morbid  habits  of 
pain  and  weakness  which  tend  so  strongly  to  fasten  their  chains  upon 
the  patient's  mental  and  nervous  life,  and  to  intensify  the  real  unavoid- 
able derangements  due  to  the  accident.  Unfortunately,  the  physician 
must,  espcdally  in  the  medict>-]egal  cases,  educate  rot  only  the  patient 
hut  the  [jatient's  family  ;  and  this  is  often  a  difficult  task,  the  more  so 
that  nervous  invalidism  may  have  Iicen  previously  unknown  in  the 
household.  It  would  hardly  be  desirable  to  discuss  the  further  treat- 
ment of  chronic  states  of  debilitj"  and  neurasthenia  and  the  psychoses 
which  tax  so  severely  the  physician's  ingenuity  and  skill.  Suffice  it  to 
say  that  the  treatment  must  be  conducted  on  the  same  lines  as  that 
of  ordinary  hysterias,  ncurasthenuis,  and  habit -neuroses — /.  <".,  by  baths, 
stinnil.ml  tonics,  ionl,  above  all,  by  encouragement  and  mental  educa- 
tion, aided  by  such  means  as  static  electricity. 

Hypnotism  is  occasionally  necessary  and  useful,  though  less  often 
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SO  than  would  be  supposed.  A  few  treatments  in  one  case  of  my  obser- 
vation initiated  much  better  habits  of  sleep,  and  was  one  of  the  starting- 
points  of  recovery. 

Early  settlement  of  legal  claims  is  important  for  the  patient's 
health  ;  but  when  the  sum  offered  in  damages  is  very  small,  the  question 
of  its  acceptance  becomes  a  grave  one.  Often  the  patient  would  settle 
if  he  could  be  fully  assured  that  he  would  be  soon  restored  to  health  ; 
and  the  physician  cannot  give  this  assurance  unless  he  is  convinced  by 
experience  that  he  can  carry  the  case  to  a  favorable  issue.  It  would  be 
well  if  it  were  oftener  possible  to  have  such  cases  treated  in  hospitals, 
as  Is  becoming  the  custom  in  Germany. 


CHAPTER    XXXUI. 
SURGERY  AND  SURGICAL  OPERATIONS  IN  THE  TROPICS. 

Although  the  nianipulutions  of  surgery  when  practised  in  tlic 
lri)[jiLS  may  tu)t — in  fact,  do  nol — dificr  from  tliosc  followed  ill  tem- 
perale  climates.  iJie  conditions  under  wlticli  surgical  operations  are 
conducted  in  the  warmer  regions  of  the  worlit  deserve  study  and 
consideration. 

In  no  sense  can  it  be  said  that  there  exists  a  department  of  surgery 
specially  appcrtaininj^  to  the  tropics,  in  as  far  as  the  mere  manipulations 
obtain  ;  but  we  do  find  that  there  are  questions  of  climate,  race,  sanita- 
tion, and  hospital  equipment  which  affect  Ijoth  the  surgeon  and  the 
patient  as  rcyanU  the  operations  ihcnisclves,  the  afler-trcatnicnt,  and 
the  chances  of  recovery. 

General  surgcrj'  is  a  part  of  the  daily  work  of  the  tropical  practi- 
tioner; and  he  who  would  practise  in  the  tropics  must  be  prepared  to 
undertake  surgical  work  in  all  its  branches.  Surjjical  specialists  are 
found  only  in  our  large  cities;  and  in  western  Europe  and  northenj 
America  communication  is  so  free  that  patients  can  easily  obtain  the 
advice  and  skill  of  surgical  specialists.  In  most  tropical  districts  the 
oi>positc  conditions  are  met  with.  Few  tropical  cities  boast  of  sur- 
geons in  the  sense  of  their  being  .specialists,  and  the  distances  are  so 
great  and  the  majority  of  natives  so  poor  that  they  cannot  afford  to 
travel  far,  even  if  they  wcuild.  to  gain  special  advice  and  skilled  treat- 
ment for  tlieir  ailments.  The  practitioner  in  the  tropics  is  placed  on 
quite  a  diflereut  fnutiiig  from  his  Imnie-dwelling  colleague.  Mc  may 
be,  and  very  often  h.  far  separateil  from  any  other  qualified  nu'dical 
man.  He  has  frequently  to  make  his  diagnosis,  and  to  act  upon  it, 
without  consulLilion  with  a  fellow-practitioner;  he  has  frequentlj- to 
press  into  his  service  lor  the  occasion  one  of  his  more  courageous  lay 
neighbors,  be  he  European  or  native,  to  help  at  the  operation  itself; 
and  in  nine  cases  nut  of  ten  he  has  to  entrust  the  after-treatment  to 
the  nursing  caiwbilities  of  hospital  coolies.  These  arc  the  conditions, 
except  in  the  I.irger  cities,  which  the  medical  practitioner  has  to  reckon 
with  when  he  elects  to  undertake  the  practice  of  his  profession  in  the 
"darker"  regions  of  the  world.  It  will  be  .<een.  therefore,  that  the 
young  medical  man  proposing  to  practise  in  the  tropics  must  qualify 
himself  before  proceeding  thither  in  a  more  thorough  manner  than  is 
required  of  those  who  dwell  Tiearcr  [he  centers  of  medical  knowledge, 
where  hel]i.  advisatnry  or  operative,  rs  readily  obtainable.  The  native 
does  not  seek  the  advice  of  "the  foreign  doctor"  for  medical  ailments 
so  often  as  he  does  for  surgical  operations.  He  cannot  be  made  to 
appreciate,  because  he  cannot  see.  the  superiority  of  European  medical 
science  over  the  mummeries  and  cajoleries  of  his  own  "  medicine  man  ;  " 
but  with  modern  surgery  it  Is  dirferent.     The  manipulati<ms  of  surgery 
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appeal  more  directly  to  his  senses,  and  he  is  more  ready  to  submit  to 
treatment  in  a  surgical  than  in  a  medical  sense.  In  this  article,  there- 
fore, although  it  is  necessary  to  consider  in  detail  a  few  surgical  opera- 
tions that  appertain  more  especially  to  surgery  in  the  tropics,  it  is  the 
principles  involved,  more  than  the  actual  operations,  that  first  deserve 
mention. 

The  term  "tropical"  requires  limitation  and  explanation,  for  under 
this  category  are  included  the  widely  varj'ing  equatorial,  the  tropical, 
and  the  subtropical  regions.  Without  entering  into  technical  geograph- 
ical particulars  one  may  roughly  outline  the  regions  indicated. 

The  Sqtmtorlal  Re^rion. — The  equatorial  belt  possesses  well- 
defined  characteristics  unknown  elsewhere.  It  includes  roughly  all  the 
region  within  12  degrees  north  and  south  from  the  equator,  and  is 
marked  by  a  wonderful  uniformity  of  temperature  by  day  and  night,  as 
well  as  throughout  the  year.  The  greatest  heat  seldom  exceeds  90'^  or 
92°  F.,  and  rarely  falls  below  74°  F.  The  maximum  may  be  taken  at 
95°  F.,  and  the  minimum  at  68*^  F.  The  usual  daily  range  is  only 
11°  F. 

This  remarkable  uniformity  is  brought  about  by  several  causes : 
First,  the  days  and  nights  being  pretty  nearly  equal  in  length  through- 
out the  year,  there  is  no  excess  of  night  to  cool  the  soil  by  radiation. 
The  soil  is  thereby  maintained  at  a  high,  equable  temperature  through- 
out the  year,  and  at  the  depth  of  5  feet  the  annual  mean  temperature 
of  80°  F.,  for  the  most  part,  holds  good.  Second,  the  aqueous  vapor 
in  the  atmosphere  helps  to  maintain  the  high  temperature ;  for  although 
the  degree  of  humidity  is  not  greater  than  in  England,  the  actual 
quantity  is  much  more,  averaging  about  five  times  as  much.  Third, 
the  uniform  high  temperature  is  maintained  by  the  large  amount  of 
heat  liberated  during  the  condensation  of  aqueous  vapor  in  the  form  of 
rain  and  dew.  The  rainfall  is  excessive,  averaging  about  80  inches. 
The  whole  belt  is  practically  a  forest-girdle  round  the  earth ;  and  it  is  a 
region  of  almost  perpetual  calm.  In  the  equatorial  region  we  have, 
apparently,  every  condition  requisite  for  the  natural  cultivation  of  dis- 
ease-breeding bacteria,  and  the  effect  upon  aseptic  surgical  wounds  is 
baneful  and  direct.  To  sum  up  the  conditions  of  climate  in  this  region 
of  the  globe,  it  may  be  said  that  it  is  marked  by  an  almost  complete 
absence  of  climatic  contrasts ;  air,  soil,  and  water  have  a  uniform  tem- 
perature bordering  on  80°  F. ;  the  day  and  night  temperatures  vary  but 
a  few  degrees  ;  and  there  is  a  complete  absence  of  season. 

The  Tropical  and  Subtropical  Region. — This  area  includes 
all  between  temperate  and  equatorial  climes.  It  is  marked  by  distinctly 
tropical  summers,  by  the  rainfall  occurring  during  the  hot  weather, 
and  by  strongly  marked  seasons.  Tlie  summers  are  not  hotter  than 
in  the  north,  but  they  last  for  at  least  eight  months,  and  are  much 
moister.  The  winters  are  cool,  dry,  and  bracing.  The  rainfall  varies 
from  nil  in  rainless  regions  to  as  much  as  160  inches.  This  is  in 
marked  Contrast  to  tlie  equatorial  zone,  where  uniformity  prevails. 
In  the  tropical  region  we  have  fiercer  summer  heat;  cool  winters; 
well-marked  rainy  seasons;  periods  of  great  humidity  and  parching 
drought ;  and  prevalent  storms,  in  the  form  of  typhoons  or  cyclones, 
keep  the  air  in  constant  motion. 
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But  no  account  of  thcrmomctric,  barometric,  or  hygroscopic  devia- 
tion'* brings  home  to  one  the  climate  and  conditions  of  life  in  any 
sinj^lc  \w.vX  of  the  tropics.  Witliin  this  region  we  find  lofty  siiuw- 
capjK-'d  inountJiiiis  and  plateaus,  aUcnialing  with  deadly  mangrove 
swamps,  and  the  deltas  of  miglilj'  rivers.  Here  we  find  a  city  built 
on  a  water-logged  soil,  and  another  on  a  precipitous  hillside,  Here 
a  series  of  volcanic  rocks  take  the  ground,  a  granite  formation  crops 
up,  or  a  loess  bed  is  overlaid  by  the  alluvium  from  some  of  the  great- 
est of  the  world's  walcrwuys.  With  these  variations  health  varies; 
aiid  the  effect  of  the  cliniale  upon  the  immigrant  from  lentpcrate 
regions,  as  upon  the  native,  is  in  direct  projinrliori  to  the  elevation,  the 
soil,  the  natural  drainage,  the  habiliments,  and  the  dwellings  met  with 
in  warm  countries. 

In  several  regions  of  the  tropics  an  important  factor  in  the  cause 
of  disease  is  the  great  dificrence  between  the  night  and  the  day  tem- 
peratures. To  the  iiiilitarj-  surgeon,  more  esixrcially  during  campaigns, 
this  variation  is  a  matter  of  primary  tnoment.  Men  suffering  from  the 
shock  of  bullet  or  bayonet  wounds,  or  from  loss  of  blood,  if  left 
exposed  at  night,  succumb  quickly  to  the  depressing  effects  of  cold. 
or  arc  carried  off  by  fever,  dysentery,  or  tetanus.  Kvcn  in  European 
countries,  as  witnessed  during  the  Peninsular  War.  tetanus  was  a 
very  common  cause  of  death  among  wounded  British  soldiers  when 
exposed  to  the  cohi  of  a  Spanish  night  on  high  ground.  In  campaigns 
conducted  in  such  climates  as  the  Soudan,  where  the  soil  is  sandy  and 
the  heat  intense  during  the  day,  one  fiiuls  the  depressing  effects  and 
fatal  consequences  of  this  extreme  variation  between  tlay  and  night 
temperatures  most  marked.  A  little  con. si  deration  of  the  subject  will 
explain  how  this  comes  about  Since  sand  is  a  bad  conductor,  the 
heat  produced  by  the  sun's  rays  ts  conve>*ed  downward  into  the  soil 
with  extreme  slowness,  and  must  necessarily  remain  longer  on  the 
surface — in  other  words,  the  temjK-rature  <>»  the  surfiicc  of  the  sand  is 
abnormally  high.  At  night  the  conling  effects  of  terrestrial  radiation 
being  greatest  on  bare  and  porous  surfaces,  the  climate  «'f  .sandy 
deserts  is  characterized  by  nights  of  comparatively  great  cold.  These 
alternations  of  heat  and  cold  arc  still  further  intensified  by  the  great 
dryness  of  the  air  over  extensive  tracts  o(  sand. 

The  study  of  climate  and  its  effects  upon  the  individual  in  health 
and  disease  is  too  wide  a  subject  to  be  dealt  w'xXh  here;  but  the  brief 
outlines  given  will  suffice  to  slunv  the  vari.ible  nature  of  the  mete«»rol- 
ogy  of  the  regions  styled  "tropical."  and  help  lo  elucidate  the  sur- 
roundings in  which  the  surgeon  has  to  work  who  practises  liis  profes- 
sion in  the  tropics. 

InstmmentS.— It  is  nut  the  quantity,  but  the  quality,  of  surgical 
instriinietits  lli.il  has  to  be  specially  care*I  for.  Instruments  should  be 
obtained  from  the  very  best  makers,  and  should  l>e  of  the  most  reliable 
materials,  Cutting-instruments  ami  saws  will  retain  their  edges  well- 
nigh  in  direct  proportion  to  the  quality  of  their  steel;  and  the  length 
of  time  they  remain  sharp  is  an  important  point  for  the  surgeon  in  an 
isolated  or  distant  colony.  Instruments  with  any  degree  of  mechanism 
in  their  construction  are  apt  to  give  rise  tu  truuble  unless  carefully 
selected.     Lithofritcs  an-  frequently  a  source  of  trouble.     Instruments, 
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moreover,  have  to  be  carefully  attended  to,  otherwise  rust  will  speedily 
destroy  them.  A  coating  of  vaselin  will  serve  to  preserve  them.  The 
boxes  in  which  they  are  kept  should  be  stripped  of  their  velvet  show- 
linings,  and  nothing  but  wood  or,  better  still,  metal  cases  used.  Instru- 
ment-makers exhibit  neatly  made  metal  boxes,  with  tightly  fitting  lids, 
and  not  infrequently  try  to  persuade  purchasers  that  no  damp  can 
penetrate  them.  This,  as  every  medical  man  knows  who  understands 
what  tropical  heat  and  moisture  mean,  is  a  delusion.  Nothing  will 
keep  out  the  damp  in  a  tropical  climate  unless  the  metal  box  be  sol- 
dered. Therefore  it  is  wise  to  insist  that  all  instruments  of  a  metallic 
nature  sent  out  to  the  tropics  should  be  enclosed  in  tin  cases,  and  the 
lid  of  the  casing  soldered.  Another  important  factor  is  to  ensure  that 
the  instruments,  before  being  put  in,  and  the  box  itself,  be  thoroughly 
dry.  They  should  not  merely  be  wiped  dr)',  but  they  ought  to  be 
exposed  to  a  high  temperature  before  the  box  is  closed  and  soldered. 

Hypodermic  syringes  are  a  constant  source  of  annoyance.  The 
best  for  tropical  use  are  made  wholly  of  metal — barrel  and  piston. 
Vulcanite  soon  gives  away,  and  the  leather  piston  of  the  ordinarj* 
syringe  quickly  perishes.  The  needles  ought  to  be  of  platino-iridium  ; 
this  material  does  not  corrode,  as  steel  needles  do,  and  it  is  harder 
than  the  gold  needle  so  commonly  advised.  The  wire  used  to  keep 
the  tube  of  the  needle  open  should  also  be  of  the  same  metal,  and  it 
is  wise,  even  then,  to  cover  it  with  vaselin  before  passing  it  through 
the  needle  previous  to  its  being  put  away. 

The  hernial  truss  in  common  use  in  temperate  climates  is  unsuited 
to  tropical  requirements.  The  leather  with  which  it  is  lined  gets  soaked 
through  with  perspiration,  not  occasionally,  but  well-nigh  constantly. 
It  speedily  wears  out  and  quickly  smells  foul.  The  truss  should  be 
of  a  material  imper\''ious  to  water;  the  celluloid  or  enamelled  truss 
— the  bath  truss,  as  it  is  termed  in  England — is  the  only  kind  that 
should  be  recommended  for  wear  in  warm  countries. 

India-rubber  fittings  and  tubes  suffer  in  the  moist  heat  of  the  tropics 
to  a  woful  extent.  The  India-rubber  parts  of  the  aspirator  used  in  the 
operation  of  Uthotrity  are  a  constant  source  of  anxiety,  as.  do  what 
one  will,  the  material  gets  cracked  and  fissured.  Examples  might  be 
multiplied,  and  with  advantage ;  but  the  thoughtful  surgeon  will  be 
warned,  it  is  hoped,  by  these  few  remarks,  to  be  specially  careful  in 
the  selection  and  in  the  preservation  of  instruments  intended  for  use 
in  warm  climates. 

The  Class  of  Stirgical  Cases  Met  with  in  Tropical  Practice. 
— It  may  be  said  that  there  can  be  no  difference  between  the  kind  of 
surgical  ailments  to  be  treated  in  temperate  and  in  tropical  regions. 
This  is  no  doubt  true  in  the  abstract ;  but  there  are  local  circumstances 
at  work  which  con.siderably  affect  the  numbers  of  any  particular  disease 
or  injury.  One  of  the  most  prominent  differences  consists  in  the 
number  of  accidents  met  with.  In  many  parts  of  the  tropics  street 
accidents  are  reduced  to  a  minimum,  as  in  China,  where  vehicular 
traffic  is  almost  imknown ;  but  in  the  large  cities  of  India,  where  great 
commercial  industry'  prevails,  we  know  that  the  opposite  obtains. 
Factories  are  rare,  and  mining  pursuits  few  and  far  between.  Rail- 
ways are  "  conspicuous  by  their  absence ;"  therefore  it  comes  about 
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that  the  majority  of  injuries  dependent  for  their  cause  on  modern 
machinery  or  means  of  locomotion  are  well-nigh  removed  from  the 
list  of  surgical  work. 

Tubercular  diseases  in  children,  so  fruitful  a  source  of  surgical  work 
in  I'-iirope.  are  much  less  often  met  with.  The  majority  of  cases  pre- 
senting themselves  for  operation  are  of  the  nature  of  tumors,  vesical 
calculi,  deformities  such  as  harelip  and  ck-ft-palate,  scrotal  tumors  of 
the  nature  of  elephantiasis,  cye-afrcctions,  and  ovarian  disease.  Hernia 
would  appear  to  vary  in  the  extent  of  occurrence  according  to  race. 
It  might  be  expected  that  in  countries  where  the  inhabitants  were 
accustomed  to  carry  their  burdens  on  their  backs,  instead  of  by  vehicles 
or  on  horseback,  hernia  would  be  a  common  ailment.  This,  however, 
is  not  the  rule.  In  China,  for  instance,  hernia  would  seem  to  be  a  rare 
occurrence,  while  in  India  it  is  fairly  prevalent. 

In  ttic  coar««  of  ninp  years,  dutiti^  hhirli  lh«  wriirr  wbk  ntlnrhrd  to  a  larrc  (.liinpse 
hoapiliil,  imly  I  ca«  nf  «lningulflii:<1  lif-iriin  ciimc  uiiitcT  his  cnrc.  M:iti*i)[i.  »Tk.  rotdctl 
in  differeut  |tarts  wf  Cliitia  fuf  twculy  twu  ycan>,  liaJ  uctanon  lo  uprratc  twicpimly  (ot  the 
Hmc  cuiMlition  iliirin);  ihni  prritxl.  In  India,  on  ihc  other  hand,  whcfc  a  wheeled  carriage 
is  more  used,  iJrig.-Surg.  Ll.-Col.  Kcimclli  Mnci.cvd  ixrrformrd  hemivlomy  47  titnrs  in 
ten  ycnry,  and  oi>cral«l  for  radiejil  cure  of  herain  107  lirocs  durin({  ihe  iatne  |>er!iid.  It 
would  ucru,  therefore,  either  that  heniia  is  not  n^sociaCcd  with  manual  labor  w  frnjurnlljr 
as  we  arc  lauglii  to  believe,  or  thsC  the  parii  eoncemcd  in  hernia  have,  l»y  a  dcvcln]inienial 
exigency,  become  mi  Mrenglticncd  nin>>n(;M  ibe  I'hincnc  n»  to  be  able  to  withMnnd  the 
pressure  on  the  intniin.il   fi'j;jiin  imluci-d  \i\  Mrntii. 

The  reluctance  ol  the  native  in  the  tropics  to  submit  to  "foreign  " 

treatment  is  a  direct  factor  in  the  results  of  surgical  operations.  Few 
natives  of  the  tropics  come  to  the  European  surgeon  for  treatment 
uivtil  their  diseases  have  advanced  so  far  that  relief  or  cure  is  well-nigh 
impossible.  They  have,  in  the  majority  of  instances,  gone  through  a 
course  of  medicinal  treatment  by  native  "  medicine  men."  whereby  pre- 
cious time  is  lost,  and  frequently  harm  of  a  permanent  character  has 
ensued.  A  calculus  is  allowed  to  attain  gigantic  proportions;  an  ova- 
rian tumor  grows  to  elephantine  dimensions:  a  scrotal  tumor  may 
weigh  50  to  too  or  more  pounds;  fractured  limbs  threaten  mortifica- 
tion ;  and  strangulated  hernia  are  allowed  to  become  gangrenou.s 
before  the  Rurojjean  surgeon  sees  the  patient. 

It  is  the  exception  to  have  to  treat  a  c;ise  of  tumor,  whether  simple 
or  malignant,  in  the  carl)-  stages;  in  fact,  the  .surgery  is  for  the  most 
part  desperate,  anti  the  practitioner  in  the  tropics  is  thus  placed  at  a 
distinct  disadvantage  when  comiiared  with  his  home-dwelling  confrere. 

A  further  consequence  of  this  inherent  tendency*  of  the  native  to 
delay  subnn'tling  himself  to  the  knife  is  that  surgery  as  a  whole  suffers 
thereby  in  the  eyes  of  the  n;itives.  Success  is  the  chief  recommenda- 
tion for  surgit:al  interference  in  the  opinion  of  all  mankind,  but  more 
especially  is  this  the  case  with  the  colored  races.  Unless  a  cure  can 
be  guaranteed,  the  native  is  unwilling  to  submit  to  operative  procedure. 

In  comparing  statistics,  therefore,  anent  the  relative  success  of  sur- 
gical operations  in  tenij)eniie  and  in  tr<ipic;il  climates,  the  desperate 
nature  of  the  surgery  in  the  c;tse  of  tropical  countries  has  to  be  con- 
sidered and  allowed  for. 

In  his  elinicil  and  pathnlugical  obMrvnti'Ons  in  India.  Sir  Joseph  Farrer  writes :  ■•  As  « 
nike.  I  think  it  may  be  said  that  simple  fradurev  ar«  alin^»(  ao  easily  rrpaire<l  in  Ucngal  as 
in  Europe;  and  thai,  connidering  the  depressing  inHiKncc  of  a  nutiBriou&  climate,  a  poor 
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and  mainly  farinaceous  diet,  a  more  or  less  genenil  prevalence  of  anemia  and  splenic 
cachexia,  the  results  of  treatment  are  satisfactory'."  With  regard  to  compound  fractures, 
pyemia  plays  as  fatal  a  part  in  India  as  elsewhere. 

Anesthetics.— The  subject  of  anesthetics  in  the  tropics  is  one 
fraught  with  deep  practical  interest.  In  the  first  place,  it  must  be 
remembered  that  professional  anesthetists  are  well-nigh  unknoVn  in 
any  tropical  city  or  country'.  The  administrator  is  usually  a  brother 
practitioner,  or  it  may  be  that  he  is  merely  a  lay  European  assistant 
or  native.  In  out-of-the-way  districts  the  surgeon  is  often  single- 
handed;  he  has  to  commence  giving  the  anesthetic,  and  when  the 
patient  is  under  the  influence  the  administration  is  handed  over  to 
whtH-'ver  is  available.  It  is  evident,  therefore,  that  the  apparatus  to  be 
used  must  be  of  the  simplest  nature.  Placed  at  a  disadvantage  seem- 
ingly so  great,  one  would  expect  to  hear  of  many  "  accidents  "  during 
the  administration.  This,  however,  is  not  the  case ;  there  are  fewer 
untoward  results  reported  from  the  tropics  than  is  the  case  at  home. 
The  writer  has  seen  and  known  of  chloroform  being  administered  in 
thousands  of  cases  in  the  East  with  no  deaths,  and  but  seldom  have 
any  serious  symptoms  ensued.  Chloroform  is  the  anesthetic  most 
in  fiivor  in  the  tropics.  An  operating-theatre  in  a  tropical  countrj-  is 
in  a  ver>'  different  state,  as  regards  the  free  circulation  of  air.  to  what 
we  find  in  more  temjierate  climates.  The  necessities  of  the  climate 
require  that  the  windows  shall  be  open,  and  that  air  be  allowed  to 
enter  freely.  Operations  are  conducted  with  open  windows,  and  it  may 
be  open  doors,  or  under  the  wave  of  the  punkah.  A  concentration 
of  chloroform  vapor  under  these  circumstances  is  well-nigh  an  impos- 
sibilit>',  and  the  consequence  is  that  an  "  overdose  "  of  chloroform  is 
almost  unheard  of.  The  apparatus  is  usually  a  towel  or  a  simple  frame 
upon  which  a  layer  of  liiu  is  spread,  and  by  using  the  drop-bottle  there 
is  little  danger  of  an  overdose. 

Anemia. — Eurof>t'ans. — The  one  physical  condition  directly  attrib- 
utable to  prolonged  residence  in  the  tropics,  and  from  which  there  seems 
no  esca[>e.  is  a  deterioration  of  the  blood  and  a  consequent  anemia. 
This  state  is  the  outcome  of  living  in  an  atmosphere  of  high  tempera- 
ture, and  is  accelerated  by  malarial  att.acks.  having  for  sequela;  con- 
gested liver  and  intestinal  or  splenic  derangements.  The  anemia  may 
vark'  between  a  minor  degree  and  a  strongly  marked  t\*pe.  complicated 
with  hei^utic  and  splenic  enlargement  When  a  healthy  indi\'idual  of 
adult  age  first  visits  the  tropics  the  heat  serves  as  a  stimulant,  and  he 
can  and  d«.H?s  enjoy  exercise  which  in  a  few  years  ii  is  impossible  to 
take  without  incurring  lassitude  and  exhaustion.  Many  things  conduce 
to  this :  the  climate  in  time  causes  the  European  in  the  tropics  to  jield 
to  the  depressing  efiects  of  continued  high  temperature.  The  \-ita;it>* 
is  lowered;  sleep  In-comes  gradually  more  i;ncertain  .and  precarious: 
apjK'tite  is  first  capricious  and  then  fails.  All  these  tend  to  lessened 
muscular  activity  and  jx*wer.  to  increased  weanness  of  bcniy  and  irrita- 
bility of  mimi. 

The  rarefaction  of  air  deLvndent  on  great  heat  renders  the  amount 
of  oxygen  available  in  a  given  quantity  of  air  less  than  in  temperate 
clinuues.  The  b^xxl  thereby  surters,  the  corpuscles  diminish  in  num- 
ber, and.  in  con-sequence,  fat  accumulates  in  the  tissues  of  the  b-.xiv 
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and  in  the  blood-corpuscles  themselves.  The  constant  state  of  pcr- 
spimtion  leaves  less  chance  of  the  kidneys  being  welt  flushed,  and  the 
liver  becomes  cngnrged  with  blood.  It  is  n(»l  alone  excess  in  eating 
and  drinking,  as  is  generally  supposed,  that  dt-termines  hepatic  con- 
gestion. The  climate  per  se  is  the  initial  cause  of  visceral  failing,  and 
renders  the  European  Hable  to  malaria  or  to  any  abdominal  ailment, 
such  as  diarrhea  and  dysentery.  This  habit  of  body  is  but  little  con- 
ducive to  high  recuperative  power,  and  with  this  condition  the  surgeon 
has  to  cope  and  to  calculate  when  any  major  operation  Ls  contemplated. 
Most  surgeons  in  the  tropics  prefer  that  Europeans  with  surgical  mala- 
dies that  do  not  require  immediate  treatment  should  proceed  to  more 
temperate  climates  before  being  submitted  to  operation.  TIiJs  is  not 
caused  by  any  feeling  of  inferior  skill  on  their  part,  but  by  a  conscien- 
tious belief  that  such  a  proceeding  is  for  the  patient's  good.  It  is  in- 
sisted upon  from  the  fact  that  an  atmosphere  more  native,  and  therefore 
more  health-giving,  is  required  than  can  be  met  with  in  the  tropics,  be 
the  surroundings  ever  so  sanitary. 

A'rtftWi.— The  effect  of  operations  upon  natives  varies  with  tlie 
class,  status,  and  caste  of  the  patient.  It  is  staled  that  the  majority 
of  the  native  population  of  most  tropical  countries  are  always  on  the 
verge  of  sLir\*ation.  This  may  be  true,  and  yet,  except  during  actual 
famine,  the  native  may  be  fairly  well  nouri-'^hcd.  Nature  is  more  liberal 
to  the  tropical  dweller  than  to  the  more  northerly  resident.  The  heat 
of  the  sun  is  so  abundantly  be.stowed  that  it  provides  warmth  for  the 
body  and  the  hou-schold  without  the  expense  of  fuel,  and  any  but  a 
minimum  of  raiment.  Less  actual  food  is  required  by  the  tropical 
than  by  the  Kuro^jean  laborer,  and  the  kind  of  food  upon  which  he 
thrives  is  of  a  relatively  cheaper  form.  In  India  caste  prejudices  con- 
demn the  Hindoo  to  a  farinaceous  diet,  and  most  natives  can  afford 
but  little  ciscj  even  should  religious  rites  allow  of  it.  In  illness  and 
in  limes  of  famine  no  good  Hindoo  would  eat  flesh,  even  to  save  his 
life.  The  European  surgeon,  accustomed  to  administer  beef-tea  and 
strong  soups,  milk,  and  stimulants  when  recuperative  powers  flag,  must 
be  content  to  see  his  patient  slipping  through  his  fingers,  without  being 
able  to  support  the  strength  by  rational  methods. 

In  China  a  ver\-  different  state  of  national  feeling  exists.  The 
Chinese  have  no  prohibitions  as  regards  food  or  drink.  It  is  com- 
monly believed  that  the  Chinese  live  on  rice;  but  this  is  a  popular 
error.  The  [KKirest  coolie  in  China  serving  a  contractor  expects  his 
employer  to  give  him  vegetables  and  either  fish  or  pork  with  his  two 
chief  meals  daily.  But  the  diet  for  all  that  is  meager,  and  it  will  be  seen 
that  the  requisite  metabolism  of  the  tropical  native  is  less  than  is  the 
case  with  dwellers  in  colder  climates ;  and  that  the  condition  thereby 
induced  implies  a  lower  physical  resistance.  The  difference  between 
the  dwellers  in  a  tr<ipical  and  one  in  a  temjierate  climate  is  best  summed 
up  in  the  word  "stamina."  The  resignation  of  the  native,  when 
brought  up  fur  oiieration.  is  not  allied  to  the  fortitude  of  the  Stoic  nor 
the  courage  of  the  stout-hearted.  His  spirit  goes,  and  his  trembling 
limbs  and  quivering  muscles  reflect  his  mental  state.  With  a  patient 
in  such  a  conditicTi  it  can  be  easily  imagined  that  it  only  wants  a  super- 
vening shock  to  bring  about  heart-failure;  and  this  is  the  surgeon's 
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chief  dread  when  operaliiij^  upon  natives.  If  the  native  patient  can 
bo  "  got  oflf"  the  ti per.it ing-t:iblf  aitve,  his  chances  of  reco%'er>'  are 
excellenl.  Thi-s  is  nut  tlic  case  with  the  average  European  ;  his  better 
'*. stamina  "  enables  lii in  to  hear  the  pliysical  shock  of  a  major  opera- 
tion ;  hut  his  "  tropical "  habits  as  to  mode  of  living  arc  less  calculated, 
during  tlie  stajjc  of  recovery,  to  be  beneficial  than  arc  those  of  the 
more  abstemious  native. 

The  Opium-habit  as  it  Affects  Surgery. — Opium  is  largely  con- 
sumed in  Cliina  ami  i]ie  M.iLy  Peninsula  tu  allay  pain.  Smoking  is 
the  usual  method  of  in<jestion  ;  but  with  the  custom  once  induced,  it  is 
prone  to  lay  hold  on  the  individual,  and  to  be  continued  a.s  a  habit 
when  the  reasons  for  its  first  being  used  have  gone.  Opium  is  exten- 
sively smoked  by  phthisical  people,  and  so  prevalent  is  phthisis  among 
opium-smokers  that  no  operation  should  be  undertaken  without  first 
ascertaining  the  condition  of  the  lungs.  So  effectually  may  the  opium 
mask  the  attendant  cough  that  it  is  only  by  physical  signs  that  the 
condition  is  to  be  diagnosed.  The  opium-habit  in  phthisis  doeJ>  not 
per  sc;  however,  diminish  the  chances  of  recovery,  as  compared  with 
non-smoking  phthisical  people ;  in  fact,  most  medical  men  are  agreed 
that  the  subjects  of  phthisis  who  smoke  opium  live  longer  than  their 
more  abstemious  countrymen.  Opium  is  also  largely  smoked  by 
patients  suflTering  from  stone  in  the  bladder.  It  is  by  them  also 
taken  to  allay  pain  and  irritation.  No  surgeon  would  hesiLile,  how- 
ever, to  operate  upon  a  man  for  stone  because  he  was  an  tipium- 
smoker.  Recovery'  is  as  probable  with  the  opium-consumer  as  with 
the  non-consumer.  The  writer's  observations  have  led  him  to  the 
conclu.sion  that  ojjjum-smokers  suflcring  from  calculus  seem  to  do 
better  after  lithotomy  than  after  lithotrity.  and  this,  too,  when  no  dis- 
coverable visceral  disease  was  found. 

As  regards  opium-smoking,  it  may  be  safely  summarized  thus:  no 
surgeon  need  hesitate  operating  upon  an  opium-smoker  bttiiuse  of  the 
habit.     In  other  words,  an  opium-smoker  with  sound  viscera  has  as 

food  a  chance  of  recovery  as  he  who  does  not  indulge  in  the  practice, 
he  smoker  ought  not  to  be  deprived  of  his  solace  after  the  operation 
is  over.  To  submit  a  patient  to  the  double  strain  of  a  surreal  opera- 
tion and  to  the  nervous  irritability  induced  owing  to  suddenly  .stopping 
his  opium  is  not  a  wise  tliing  to  do.  It  is  mostly  after  severe  opera- 
tions on  the  lips,  jaws,  tongue,  or  trachea  that  smoking  becomes  an 
impossibility:  and  to  opium-smokers  so  afflicted  morphin  ought  to  be 
administered  hypodemiically  with  no  stinted  hand.  In  head-injuries 
with  insensibility  deprivation  of  opium  is  not  likely  to  prove  detri- 
mental, as  the  Inhalation  of  the  drug  is  more  of  a  liabit  and  a  mental 
solace  than  a  physical  necessity. 

Diabetes. — This  disease  is  very  prevalent  among  the  better  cla.ss 
of  Asiatics.  The  persons  most  affected  arc  those  who  take  to  "  Euro- 
pean "  food  and  drink;  and  as  it  is  this  class  of  natives  that  come 
to  the  "  foreign  doctor "  most  frequently,  it  behooves  the  surgeon, 
before  performing  any  operation,  however  slight,  to  assure  himself  as 
regards  the  existence  of  diabetes.  It  is  well  known  that  Jews  in  this 
and  in  other  countries  are  very  liable  to  diabetes;  and.  as  has  just 
been  remarked,  the  disease  is  found  among  the  more  Kuropeanizcd 
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natives  of  tropical  countries  in  much  larger  proportion  than  among 
those  living  on  the  diet  to  which  they  are  accustomed,  so  it  may  be 
that  in  this  fact  we  have  a  physical  reminder  that  the  Jews  arc  an 
Orienlal  people,  and  that  their  metabolic  powers  have  not,  even  after 
all  these  years,  adapted  themselves  completely  to  European  food  and 
drink.' 

When  natives  take  to  what  they  call  "  European  "  food,  they  indulge 
themselves  lo  an  extent  that  is  calculated  to  upset  their  economy.  The 
"  European  "  food  is  usually  taken  in  addition  to  Iheir  own  form  of 
diet,  whatever  that  may  be,  and  all  that  is  rich  and  highly  nitrogenous 
in  western  food  is  selected.  Wines  also,  especially  sparkling  wines,  are 
regarded  as  an  essential  part  of  the  menu,  and  cliampagnc,  sweetened 
to  suit  Oriental  palates,  is  freely  imbibed.  Gout,  albuminuria,  and 
diabetes  arc  the  necessary  sequela;  of  sucli  a  regime,  and  for  surgical 
purposes  the  well-to-do  native  who  "  Europcanizes  "  his  diet  is  perhaps 
the  worst  kind  of  surgical  subject  met  with  in  tropica!  practice.  The 
excess  of  starchy  materials  ingested  by  natives  during  thtir  ordinary 
meals  may  be  in  accordance  with  climatic  wants;  but  with  a  diet  that 
bulks  largely  in  rice,  the  addition  of  meat  and  sweet  champagne  as 
extras  provLS  impossible  to  metabolize. 

Intestinal  Worms. — Dwellers  in  the  tropics  arc  so  commonly  the 
hosts  t)f  intcstinat  parasites  that  it  is  well  to  jxiy  attention  to  this  sub- 
ject  before  proceetliEig  with  any  operation  of  expediency. 

In  *'  prejjaring  "  a  patient  for  o[jeration.  be  It  a  native  or  European, 
the  surgeon  should  never  lose  sight  of  this  possibility.  The  rouii/i 
zvorm  is  so  common  an  inhabitant  of  the  intestine  in  tropical  countries 
that  it  ought  to  be  regarded  as  a  possible  constant.  Even  if  no  pre- 
vious symptom  suggests  the  presence  of  worms,  it  is  well  not  to  rely 
on  the  histor)',  but  to  administer  santonin  or  other  arthehnintlc,  as 
occasion  rL-(|inrfs.  a  frw  days  before  undertaking  operations  of  exjje- 
diency.  With  llic  altered  regime  entailed  after  an  operation,  such 
as  rest  in  bed,  alteration  in  diet,  etc.,  the  parasite,  previously  passive, 
may  set  up  a  train  of  symptoms,  such  as  vomiting,  colic,  diarrhea, 
mucous  and  bloody  stools,  which  are  anything  but  conducive  to  the 
healing  of  wounds,  or  the  rest  that  may  be  necessar>'  to  satisfactory 
progress. 

Malaria. — All  residcnt-i  in  the  trnpics  are  under  the  ban  tif  malarial 
itiffctiiiii,  III  lu-.iUh  the  .ippan-nt  inuiiunity  of  sonte  dwellers  is  pro- 
verbial ;  but  when  any  untoward  condition  arises,  reducing  the  [lowers 
of  resistance  of  the  ])atient.  "  fever "  is  almost  certain  to  show  itself. 
European  sojourners  in  the  tropics  may  never  develop  fever  until  they 
return  to  the  cold  and  damp  of  a  temperate  climate.  A  healthy  wnnian, 
who  never  had  an  attack  of  fever,  is  liable  to  devt-lop  it  after  parturi- 
tion ;  the  soldier  who  lias  csca^Hrd  the  disease  in  an  Indian  barracks, 
almost  invariably  ilfvt-lops  fever  when  w<uindf*l  in  action.  Occasions 
might  be  multiplied  to  show  that  "all  tropical  residents  have  malaria  in 
them,"  and  that  when  the  vitality  i.s  lowered,  either  by  climate  or  acci- 
dent, the  symptoms  of  its  presence  show  themselves.  In  hke  manner 
surgiciil  opiTatinn>i  are  liable  to  be  followed  by  the  evidences  of  malarial 
infection.  Whatever  lowers  the  vilalitj- — be  it  such  illnesses  as  t)'])lioid 
or  influenza;  accidents,  such  as  gunsliot  injuries  or  fractures;  surgical 
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operations  of  a  more  or  less  severe  nature — may  "  let  loose  **  the 

poison. 

With  the  threat  of  malarial  fever  innxaiding  after  all  surgical  inter- 
ference, the  possibility  of  its  development  has  to  be  considered  and 
tiiken  into  acctiuiit  while  a  prtjgnosis  is  being  given  or  an  operation 
contemplated.  The*  prcvitms  history  of  the  patient  as  regards  "  fever  " 
has  to  bi:  inquired  into ;  the  viscera  have  to  be  examined  to  ascertnin 
whether  or  not  they  are  affected  by  malaria ;  and  it  is  a  necessary  step 
to  search  for  the  malarial  parasite  in  the  blood.  Within  the  past  few 
years  the  last-mentioned  inquiry  ha^  very  nearly  attained  the  position 
of  an  exact  science. 

The  mystery  attaching  to  malarial  infection  is  rapidly  tli--iai)]K-arin^, 
and  the  development  of  fever  at  such  seemingly  untimely  and  unlooked- 
for  occasions,  as  during  tlie  return  to  cooler  chmates.is  in  a  fair  way  to 
be  solved.  Nature  provides  means  of  resisting  disease  and  of  eliminat- 
ing septic  and  infective  material  in  the  case  of  many  exposures  in  the 
category*  of  possible  ailments,  and  she  lias  not  ncylecled  In  do  so  in 
the  case  of  malaria.  In  health,  the  phayocyles — the  scavengers  of  the 
blood — maintain  the  balance  in  favor  of  the  in<livi<lual ;  but  if  fur  any 
reason  their  activity  or  power  of  work  is  in  abeyance,  the  adventitious 
increment  may  obtain  the  upper  hand.  With  active  phagocj'tes  a 
moderate  degree  of  infection  may  be  defied ;  but  should  the  blood 
become  deluged  with  poison,  it  can  be  easily  imagined  thai  their  power 
may  prove  insufficient.  On  the  other  hand,  sjinidd  their  power  of 
"purifying"  the  blnod  [h;  withheld,  the  same  result  may  oblatn.  Per- 
haps wc  are  likely  to  assign  n^orc  to  the  phagocyte  than  its  action 
would  justify;  but  it  is  cerLiin.  by  exact  microscopic  proof,  that  ita 
power  of  attacking  the  Plasmodium  malaria  is  considerable.  There 
may  be  other  potent  factors  at  work  toward  the  same  salutary  end,  but 
their  powers  have  not  received  scientific  proof.  The  writer  has  demon- 
strated on  more  than  one  occasion  the  marked  connection  berlwcen 
the  presence  ami  absence  of  phagocytes  in  freedom  from,  and  attacks 
of,  fever,  respectively. 


The  tttosi  cotivinciniii  eluci<Lilion  of  ihii  phMlomenon  yns.  in  the  ca^e  of  a  Japanese  sn^ 
Tanl  of  Ihr  wnler's.  while  iRvcstigiiiinf;  (he  sutijcct  of  ihe  plannodium  ilie  hlrwiil  of  thU 
nun  wa»  freijucnilr  eiiimincil  dunii^  a  [Period  t>f  »t-vrni|  months.  While  ibe  inan  was  in 
health  phagocylrs  were  numerous  ami  nctive ;  bm  whep  his  firil  ailaek  of  fevet  develop**!, 
the  pha^rocytefl  almo,«i  completely,  if  not  wh(>l1y,  diuppcareU.  As  the  fL'vcf  Aub-iidH  (hey 
DKaiii  appenre«I,  and  with  the  rmoralLoit  to  hrallh  they  were  as  active  and  iiiinwrniik  as 
before.  Thi*  '•indie  ca.«e  i.«  ^uflieieni  to  »)iow  the  relation  of  the  phagocyte  lo  the  Pl'smo- 
diuni  malaii.-c  jnd  the  M>-callcd  immmiicy  from,  or  liability  to  cnntracl,  (ever. 

Within  the  Init  fcrw  months  n  fjrent  nnd  import.'tnl  fA<!l  hfls  been  well-nigh  pro*ed.  which 
will  have  3.  |>tonoiinced  practic^i  liirjfiii;;.  Ro^s,  in  Calcutta,  has  detnouxl rated  thot  when 
the  tnoMjuilu  liitr*.  iioi  only  rliiei  il  imliihr  the  hlmxl  and  the  paniMie  into  it*  stonudi,  but 
here  the  parasite  iinrlerRoes  devetofjiiiieiit  iulo  a  «iih<>«<|uenl  phnneofils  exigence.  Further, 
Ihal  the  [>igmenlnl  Ixiily  cliiinnricfitrir  of  ihr  mnlnrinl  pa ra^te  becomes  embedded  in  the 
(issued  of  the  ni<>«(|ui<r>  itself.  But  tnurc  imrMrUinl  than  a1t,  R<tu>  hast  |)ro*ed,  in  bird-s  at 
all  event*,  that  the  bite»  of  nia«qtuta>  charKed  with  the  malarial  parasite  eao  eonvey  infec- 
tion lo  liealthy  birds.  Thi*  is  perhaps  one  of  the  moM  imp<irtnnl  diKOvcrici  of  the  century, 
for  it  implie*  that  malaria  can  be  atoveycd  by  the  inn>:(iuiio  bile.  1lie  prat-lical  hearing 
of  this  is  01  once  apparent,  and  protection  from  moniuiitit  will  hecijme  a  greater  factor  in 
(he  daily  life  of  tropical  resident*  than  e»cn  it  has  been  formerly.  MoM|uilo^  hare  been 
dreaded  on  acwmtic  of  ihe  local  ctitanwms  afTrctions  they  cniMr<l,  but  when  it  i«  appfcciaied 
that  ihey,  in  addition,  convey  a  deadly  poiwn  with  their  bile,  their  presence  a&suuiea  a  real 
danger. 
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Treatment. — ^Thc  treatment  of  malaria  may  be  summed  up  in  the 

one  word  quinin.  Qiiinin  may  be  employed  as  a  prophylactic  or  as  a 
curative  agent,  but  no  other  drug  can  be  named  that  will  equal  in 
eficctivcness  this  well-established  remedy.  The  writer  exhibited  quinin 
in  tropical  practice  after  parturition  with  marked  benefit,  and  before  and 
after  surgical  operations,  wlictlicr  the  i>atient  gave  a  histor>'  of  ague  or 
not.  In  fact,  quinin  is  the  only  means  wc  can  rely  upon  to  avert  or 
control  the  fevers  of  the  tropics,  let  them  arise  spontaneously  or  after 
the  surgeon  has  reduced  the  powers  of  resistance  of  the  patient  by 
surgical  treatment 

leprosy. — Surgical  operations  can  be  undertaken  upon  the  leper 
with  good  hopes  of  success.  In  the  later  stages,  of  course,  one  is  but 
seldom  called  upon  to  perform  any  operation,  but  skin  wounds  heal 
rapidly.  The  operations  I  have  done  arc  excision  of  ncr^'es  in  the 
neck,  subcutaneous  division  of  contracted  tendons  in  the  hand,  and 
subcutaneous  division  of  palmar  fascia.  The  parts  healed  without 
trouble,  in  fact,  it  was  remarkable  how  speedily  thc>' closed.  A  ragged 
stump  which  caused  great  inconvenience  to  a  leper  induced  me  to 
perform  a  modified  Iley's  amputation  of  the  foot.  The  parts  healed 
very  rapidly. 

Beri-beri, — Patients  in  the  acute  stage  of  the  moist  variety  of 
bcri-bcri  do  very  badly  if  any  surgical  operation,  however  slight, 
is  necessary. 

Stirgery  in  Warm  and  Temperate  Climates  Compared. — 
The  results  of  surgical  operations  tn  the  tropics  as  compared  with 
those  met  with  in  temperate  climates  will  be  bust  shown  by  a  compar- 
ative statement  in  the  form  of  a  tabulated  .schedule.  It  will  be  seen 
that  the  death-rate  during  the  sixties,  in  the  Medical  College  Hospital, 
Calcutta,  is  slightly  higher  than  the  mortalit>-  in  London  hospitals  at 
about  the  same  period. 

While  siuiiyine  these  tcHulls.  however,  it  must  be  icmcmbercd  that — 
I.  The  patients  in  Calcutta  were  unlive  Indiana. 

3.  The  norm*!  dtsth-ralr  of  C^tlctiltn  i«  double  ihe  normal  deMh-ralc  of  Ixmdon. 

J.  Calctillit  is  [irrtia)is  situittctj  mure  ilisuKdibiaifuuuily  than  any  iOthei  town  in  the 
Iropks:  a.  Overcruwflitig  is  rife.  t.  Good  dtninnce  '\%  wcll-niRh  imptisniMe,  owing  to  ihe 
rity  hcing  wnt^rloggnl.  in  rnitaefjurnce  o(  its  ^i(u■ll<>n  un  hiw  lyittg  giuund.  •'.  1  lie  ntilives 
are  aniong  the  poorest  »iid  wursl-fcd  of  the  inhabilAntt  of  India, 

4.  HtJipitaK  vn  the  Mxtiet  wtfTeoI'l-fiki-hiuueJ  ;  Kurupi-au  iiur»es  were  almoit  uakuown  ; 
nntivc  assistants  had  the  hundline  of  Vfoiitids  nnd  drcsfliiif*. 

5.  A  great  deal  of  the  surgcty  wti  tmlivcft  i»  dcfpcnlc  surgenr  ;  the  »urgeon  i>  oille<l 
npon  to  act  when  discmsr  lias  Ruined  a  (inn  hold  of  che  patient,  or  when  il  is  wcllnigh  hopc- 
)mi  to  save  life  or  dTeci  a  cuic. 

The  difference  in  results,  tHcrcfore,  atiKht  be  expected  to  he  crealCT  tbui  we  rcolljr 
find  it. 

The  effetts  of  modern  sur(;ical  tnetlnxis  are  well  illustrated  in  Ihe  rcMilts  of  Sutk.-CoI. 
Kenneth  MacLeod.  Rnr  in  addition  lo  the  intmducrion  of  LiMeriim.  tnnnr  ho^pifAU  In 
CalcullH  harir  btren  rebuilt  and  remodelled;  the  Kuropemi  method  of  nur^ini:  tins  been 
foDuwrd  ;  and  the  grnrml  unitnlion  of  rhe  ciljr  ha«  been  impTOTed,  lhu«  accounting  in  India, 
u  il  luu  in  Great  Uiilaiu  aiid  America,  for  iiicreasini^ly  |:ou<l  rcMilts.  Sanilar\'  and  Lislcriau 
epochs  are  nearly ron1nn[>omneou*,  and  it  bonly  fiinrr  ihe  I.ifleriiin  |>ctiod  tlml  iheunvni- 
Ijuy  ilate  of  liinpiliiU  ha^  been  dealt  with,  In  fact,  before  ihc  inlroductioii  of  ciranlincu 
the  balance  wiis  per1iii|is  in  (nvor  of  [he  trupiinl  mlhrr  ihnn  of  (he  hospitals  in  (miprratr 
climate*.  The  hospiinls  in  ihe  tropics,  in  comiron  wiih  all  dwellinc*.  are  much  more  open 
Id  the  air  than  in  mure  nnrthctn  latitudes.  The  e<ii|<cndes  of  the  climate  render  the  free 
cimilallon  of  air  a  neccssuiy,  whereas  up  lo  two  or  three  deeades  ago  fresh  air  wai  rieidly 
exirluded  from  European  hoipitala,  and.  more  espeiiftlljr  in  cases  of  ilLneui  from  dvdling- 
houiea  alw. 

AS 
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18^8  Operations  Performed  by  K.  MacLeod  in  the  Medical  College  Hos- 
pital, Calcutta,  during  the  Years  iSjg-tSSj  and  t8S6-iSgo  : 


Dcicrlption  of  opcrationi. 


1.  Eye-operations'     .    . 

2.  Operations  on  arteries 

3.  Operations  on  veins  . 

4.  Operations  on  joints: 

Excisions    .... 
Others 


Modified  aniiseptics 
(1879-1883). 


% 


Strict  antiseptics 

(1886-1890). 


Tutal  of  10  ycjti. 


Total  joint-operations    -    .    . 

5.  Operations  on  bones      .    .    . 

6.  Amputations  : 

A.  Forinjury.  i.  Primary*   . 

2,  Secondary' 

B.  For  disease* 


No. 

D. 

s 

0 

5 

0 

0 

0 

9 

2 

32 

2 

41 

4    ' 

No.         D. 


—  I        6 

—  15 


22.2 

6.2 

29.8 


17 

6»j 


Total  amputations  (including 
finger?  and  toes)    .    .    . 


7.  Removal  of  tumors  : 

A.  Malignant 

B.  Non-malignant.      1.  Ele- 

phantiasis     

3.  Others     .... 
Total  tumors 

8.  Removal  of  foreign  bodies  . 

9.  Removal  of  calculi : 

A.  Urethral 

B.  V'esical.     1,  By  cutting  . 

2.  By  cru.shinc; 
Total  calculi 

10.  Incisions :   Tracheotomy  .    . 

Herniotomy    .    . 

For  radical  cure  of  hernia' 

Laparotomy     .    . 

Urethrotomy  .    . 

_  Others   ^  ■         ■ 

Toial  incisions 

11.  Reparative  of)era  I  ions   ,    .    , 

12.  Operations  not  classed  ,    .    . 

Grand  total 


26 

II 

14 

22 

61 


49 

140 

65 

254 


3  ' 
19 

8  I 

30 

'7  ! 

18 

46  i 
I 

2g  I 
178  I 
289  1 

61   ' 

21 

800 


o       —  90 

3      27-3,  2f 

S      35-7'  M 

7  I  3'-8  41 

16  I  26.2!  99 


13     26.5!      S; 


26 

9 

48 


18.6I  117 
13.8  129 
18.9 


3  '   15  8 

I   .   12.5  I 

4  '   i^li 


7 
9 
3 
I 

5 
17 
42 


41. 2I 
50.0 

6.5; 

ICX}.0 

17.2 
9.6 

145 

4-9 


.333! 

4I 

3' 
12 

25! 

40 

13 
29 
61 

5i 
70 
151 
l^ 

36 


I 

118 


4.8       26 
14.7'  1048 


% 


o  I  — 
o  — 
o       — 


No. 


D. 


5-9  I     26 
—    I  _73 
109 

116 


15.0^ 

S-S  ! 

4-8 

28.6 
4.9  I 


32 

28' 

63 


4 

4 

17 


10.3  1    136 


3-4 
31 


257 
194 

587 


—    I      II 


o      —  6 

o  ;  —  31 

3  !  ".o  ii 

3  1    7  5  70 


5 

13 
7 
4 

16 

7 
52 


38-5 
44-8 
11.5 
80.0 

22.8 

4-6 
153 


30 

47': 
107    ! 

6 

99" 

329 

61S 

97 


o 

3 

4 

_7 

12 
18 

10 

5 
21 

24 

94 


% 


70         — 
II         o        — 

■  SO- 


US 

2.8 

43 
•25 

32* 

'4-3 


7.1  I    160  '     23      14.4 


22  16.2 

30  1 1.7 

n  6.7 

65  »» I 


9-7 

12. 1 


40.0 

46.  s 

9-4 

83-3 
21.2 

7-3 

152 

3-1 


0  I    —         47  I        2.1 

85   I     8.1     1848      304      II.O 


Pyemia  ns  a  Cause  of  Death.— Oi  the  305  deaths  recorded  by  Bryant,  82  (26.8S  per 
cent.)  died  of  pyemia.  Of  the  102  deaths  recorded  by  Fayrer,  68  (66.66  per  cent. )  died 
of  pyemia. 

From  the  above  statements  it  would  appear  that  the  results  of  surgical  operations  in  pre- 
I.isterian  days  in  Calcutta  were  pretty  much  in  line  with  the  results  obtained  in  other 
countries. 

In  the  Calcutta  Hospital  from  1879  to  1S83  moditied  antiseptics  were  in  force  ;  and  from 
1886  to  iSgo  a  strict  antiseptic  regime  was  followed. 

As  a  specimen  of  surgical  work  in  an  Indian  hospital,  a  list  of  1848  operations  per- 
formed in  the  Medical  College  Hospital,  Calcutta,  by  Surg. -Col.  Kenneth  MacLeod,  is  given 
above. 

'  There  is  a  separate  eye-hospital  connected  with  the  Medical  Collie  Hospital. 
'  Excluding  lingers  and  toes.  '  Admitted  mostly  in  a  septic  condition. 

*  A  great  deal  of  this  work  tentative. 
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Comparative  Statements  of  the  Mortality  after  Amputations  in  Hospitals 
in  Temperate  and  Tropical  Climates : 


Cases. 

Deaths. 

Moriality 
(l>er  cent. ). 

4I3* 

Recorder. 

Crimean  War  (l854-f855)  .    .    .    . 

1641 

688 

MacLeod. 

French  Arniy  (1854-1S60)  .... 

5037 

3210 

63- 52 

l.cgouest. 

Calcutta  (1859-1870) 

227 

102 

45- 13 

Fayrer. 

Newcastlc-on-Tyne  (1870  1874)     . 

.    . 

48.31 

F.  Page. 

Guy's  IlospUttl  (1861-1878)    .    .    . 

864 

30s 

35  37 

Kryant. 

61 

16 

26.22 

Kenneth  MacLeod. 

Calcutta  (1886-1890) 

99 

*7 

7.10 

Kenneth  MacLeod. 

Newcastle-on-Tyne  (1878-1883)    . 

6.70 

F.  Page. 

FILARIASIS. 

By  filariasis  is  meant  an  infection  of  the  human  body  by  a  species 
of  ncmatoid  which,  on  account  of  its  filiform  appearance,  is  termed 
^laria. 

In  the  year  1870,  Lewis,  of  Calcutta,  found  a  peculiar  microscopical 
worm  in  the  chylous  urine  of  a  patient  suffering  from  elephantoid 
fever;  and  in  1872  the  same  observer  found  a  similar  parasite  in  the 
human  blood. 

The  parasite  was  named  the  Filaria  sanguinis  hominis,  as,  when 
first  found,  it  was  believed  to  be  the  only  filaria  infesting  human  blood  ; 
but  recently,  in  consequence  of  the  investigations  of  Patrick  Manson, 
the  name  has  been  still  further  specified. 

The  three  best  known  varieties  are : 

I.   Filaria  san^fuinis  hominis  noctuma. 
3.    Filaria  sanguinis  hominis  dtuma. 

3.  Filaria  .sanguinis  hominis  perstans. 

Besides  these  well-known  forms,  Manson  has  drawn  attention  to  three  more  blood- 
norms,   which  have  been  named  : 

4.  Filaria  Demarquaii. 

5.  Filaria  (>/j>arcli. 

6.  Filaria  Magalhesi. 

The  terms  Jiuma,  tio.liima,  &nA ptrstans  refer  to  the  habits  of  the  parasite,  the  diuma 
being  so  named  from  the  fact  that  it  is  found  in  the  blixKl  <luring  the  day  only  ;  the  noctuma 
variety  i^  found  in  the  blood  during  the  night  only,  bi-twccn  the  hours  of  5  and  6  r.  M.  and 
6  and  8  A.  M.  ;  whilr  the  pcrstans,  Demarquaii,  atid  O/zardi  are  to  be  found  in  the  bkxKl  at 
all  hours  of  the  night  and  day. 

With  the  exception  of  the  variety  noclurna,  the  pathological  sig- 
nificance of  none  of  these  worms  is  of  immediate  importance  to  the 
surgeon.  With  this  worm  is  associated  what  is  known  as  elephantiasis 
and  its  .scquchx-. 

The  Filaria  Sanguinis  Hominis  Noctuma. — To  obtain  a  specimen 
of  this  blood-worm,  it  is  sufficient  to  draw  the  blood  from  the  infected 
person  after,  say,  9  p.  m.  This  is  readily  done  as  described  in  Vol.  I., 
Chapter  IV.  A  ra])i(i  microscopical  examination  cf  the  field  may 
bring  into  view  one  or  several  rapidly  moving  worm-hkc  bodies.  If 
the  specimen  is  ringed  with  vaselin,  the  activity  of  the  filaria  nia\'  be 
watched  for  hours,  or  even  days.  As  seen  by  a  low  power,  the  filaria 
appears  as  a  colorle.ss,  transparent  worm,  rather  blunt  at  one  end, 
but  tapering  to  the  other.     When  examined  more  in  detail  and  by  a 
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higher  power,  say  \,  ihe  animal  is  seen  to  possess  a  ijhcath,  in  which 
it  lives  anil  moves.  After  a  few  hours  the  rapidity  of  the  niovcnicnts 
lessens,  when  the  anatomy  of  the  w<ir[n  can  be  more  carefully  inves- 
tigated. 

'*l(»  avenge  length  \s  ^  inch,  itf  svrraKr  brrsdlh  y^o  inch,  or  iboul  equal  In  tbe 
diameter  oi  a  wA  bl(H;icl-<:or|>ii»cIe.  Il  is  enclo5ed  in  a  tranjipiii'eiit  (ut^plar  »ac,  vrilhin  which 
il  can  be  seen  nllemotely  (u  ronlmH  and  einiigale  itself.  Ttits  <ac  i»  exirctncljr  delicair  and 
biiniWent,  and  may  tometinies,  when  the  wonn  hm  itiiurlened  itself  more  than  usual,  be 
scea  callapseil  anii  Mdetl  like  n  ribbun,  ami  ihr  nest  nuxncnl  he  lastantaneoui.ly  slraif;hl- 
encd  again  by  the  extrusion  of  the  tilArin  to  it*  ordinary  length,  .•\fier  denih  the  wonn 
m^y  occupy  either  ihc  entire  length  of  the  tubular  sac  at  be  ao  concenlnlcd  as  (o  leave  the 
tube  cmjrty  at  one  or  both  ends"  (Ijjwia). 

Hie  worm  itself,  accurdjiig  to  Maiuon,  consi&Cs  of  a  caluixin  of  closely  packed  cells 
enclmed  in  a  transvor&ely  strinlc^l  cylinder,  and  .shnw^  from  t>e(ore  hiLckwanl  a  head  with 
a  •lix-lippeiJ  apeitiirr,  from  which  occnjuoimlly  a  thort  f<iti|{  '>f  liieal  delicacy  protrudei 
nnd  reintct'i.  About  one  fi fell  of  ihc  way  alotitf  the  body  a  i-hiniii);  |nlch,  wbtch  Maiikoa 
has  named  th;?  V-p-itch.  iit  to  be  «ten.  A  little  behind  the  middle  of  the  animal,  along  its 
M.x\s,  a  (>raniitnr  iniileriul,  puKsibly  ii  (.jiecial  iitgan,  is  In  be  made  out,  and  between  thi« 
body  and  the  tail  a  wrnnd  brigbt  <ij>i>t  it  evident,  vignrwhat  reitcniblini!  ibc  anterior.  The 
function  of  [Iick;  npcciah^ed  parl»  i»  nut  Itnowu,  but  il  i»  pccuinicd  thai  rv]K\KltM:liDn  is 
their  primary  object. 

Thi«  worm  is  only  the  immature  j-uuttf;  of  parent  pantnites  luimed,  aAer  Ihe  diKaverer 
Bancroft.  Kilnrin  liancrofii.  The  parents  nrc  much  lai^jer  than  the  progeny,  the  female 
bciQg,  in  length,  some  ^\  inches,  and  iu  breadth,  ^^  inch.  The  male  worm  i>  much  nat> 
rower,  bein^  only  j|„  inch  in  di.-imeier.  The  discovery  of  the  female  led  loon  aei|uaini- 
ancc  with  the  teximl  appnnitu<«  and  the  mean^of  reproduction.  In  the  uterus  »f  the 
female,  uva  meiiMirinf;  f\^  inch  by  ■  \^  inch  are  to  be  ^een  ;  and  tbev  can  b«  detet'led  in 
ulero  fn-m  almost  their  enrUe^l  conception  to  their  more  completed  forms,  ']*he  parent 
fonnt  bnvf  iheic  habitat  m  ihe  lympbnticN,  anil  a*  Ihc  cnibryiM  esca|ie  tliey  get  into  the 
lympb-channcls,  and  are  carried  onw.iid  Through  the  Kliind«  and  thoracic  duct  to  the  bluod. 

It  i»  the  immatuir  wonn  thus  developed  lUai  wc  And  in  the  blood  :  but  being  ironutarv, 
how  can  the  pnniwte  proridc  for  its  continuance?  The  gap  in  the  Ufe-history  was  supplied 
by  ManMtn.  lie  lielieved  and  proved  that  the  nuitquito  wa>  the  intermediary  h(»t  in 
which  the  immature  worm  was  developed.  By  long-coniininfd  obser^Tiiion  and  espfri- 
mcnl  he  found  that  the  vi*it»  of  the  moMjuito  lo  hunuin  bi-ingi  fuititled  other  ends  (ban 
merely  supjilying  food  Ui  this  iti^ct ;  that,  in  fact,  in  the  iiomach  anil  ti*'*Me*  of  the  motqiiito 
the  immaUire  niaria,  kicked  in  with  tht  l)l<m<i  a*  the  in«*cl  led.  de*'elo|»*  and  beconJes  meta* 
moq)hn!>e<l  mi  as  to  be  ca]>itb1e  of  ^e|Kiraie  (existence.  Wiien  ihi:  mirHiiiito  die*  the  juraMle 
worm  escape*,  and  training  accew  to  the  food,  or  more  likely  the  drinkin([- water,  is  tuiincd 
into  Ihr  hiiinnn  ^lIl|lla(:ll  and  again  starl5  on  itit  cycle  of  tile.  In  view  of  K(K«t'^  oh^etra- 
litiiis  in  connection  with  malnria,  it  inay  be  that  the  bile  of  the  mottjuito  infects  man.  It 
hns  bct-n  >hown.  diicHy  by  Mnn.-^n,  that  the  prenniee  of  hlnriii  in  the  btuod  \*,  not  neces- 
sarily followed  by  any  sign,  sympinm,  or  paiholonical  change ;  that,  in  fact,  in  several  parts 
of  the  world  filarire  infect  Ihe  bLo>jd  of  n  brgc  jxirlion  of  the  inhabilant«  wilhoui  causing 
in  the  majority  of  instances  any  evidc^nt  diMurbancc.  This  being  the  case,  how  cotnei  it 
Ibal  ihe  wonn  HtM  up  di»ea%  in  some  iustance«  only? 

The  ^ilaria  t^  a  Hvg^Kirous  animal  ;  thai  \%,  the  ova  to  he  seen  nocking  Its  body  do  ikoi 
escape  .a*  ova,  but  n*  m'il>i|{^'  worniK  of  the  character  deuribtd  above.  Hiil  if  the«e  worms 
are  nun-ubitructivr  in  the  Ivinpb  chunneN,  what  is  the  explanation  of  the  train  of  symiHnnifr 
that  ariK',  commencing  with  lymphatic  obtiruction,  dilatation,  ginnd  cnlargemenl.  and  stil>- 
.seijuenl  elephaii[in>ts.  The  rxplaiinliiin  ii  lb.it  for  wime  reftMin,  traumul»c  it  niay  be,  llic 
parent  worm  ;ib<irts  or  delivers  tbr  ova  into  ihc  lymphatic  channels  while  ihey  are  still  ova. 
and  befoic  thcA-  liavc  allainird  the  ihreod-lihe  fimn  in  which  they  nre  normally  bum.  It  ii 
evident  that  ova  of  the  n«  specified  would  obstruct  the  lyrophalics  of  the  hnman  body. 
The  ova,  expelled  in  a  lump,  a^^  il  were,  ju)>l  before  breaking  from  tlieiir  fetal  coverincf 
wilhio  the  vaginal  passage,  are  at  iheir  largest  size.  and.  getting  into  ihe  lymphatirs,  ihey 
tct  a*  emboli,  block  the  Lymph  cbanneU,  the  glands  or  even  the  thoracic  doct,  and  cause 
distention  of  all  lymphatic  ir3>ri^  distal  to  or  beyond  them. 

Symptoms  of  Filarial  Disease. — Acconling  m  ihe  group  of  lymphatic*  (^itnided. 
M>  do  Wf  lind  variatiiin-  of  ibr  iviilinie  of  the  disease.  Should  the  obstrwction  t>ccur  in  the 
extremities,  the  foi-t  or  hand  will  in  time  become  cicphantoid;  .tbould,  on  the  other  har»d, 
Ihe  inguinal  glnnd*  be  ihe  Kent  of  Irniblc-.  what  is  called  '*  varicose  groin  glands,"  or 
lymph- serolum.  will  result;  when  the  channcN  around  ihr  bladder  or  kidney  become  im- 
pasuble  to  the  immature  ova,  cliyluria  Mipervenes;  'or  ^lu'utd  the  thoracic  duct  itself  be 
blocked,  then  the  whole  area  of  lyinphatics  below  may  become  varicose. 
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With  the  grnenil  staiecncnt  of  (ilRna»is  as  given  ibovc,  the  details  of  the  lequelK  will 
be  readily  uiKlerskxMl. 

Abscess.— Should  a  parent  filaria  die  as  it  lies  in  the  lymphatics  of 
a  limb,  its  remains  may  be  absorbed  ;  or.  on  the  other  hand,  its  presence 
may  cause  irritation  and  inflammation,  rcsitlting  perhaps  in  an  abscess. 
At  limes  these  hurst  spontaneously  ;  but  if  the  surgeon  sltould  incise 
them  a  parent  filaria  may  be  found. 

The  worm  would,  no  doubt,  be  found  more  often  than  it  is,  were 
the  surpeon  alive  to  the  possibility.  Manson  has  drawn  attention  to 
the  probability  of  internal  abscesses  forming  in  the  thorax  and  abdomen. 
The  writer,  on  examining  the  pus  drawn  from  an  abscess  situated  at 
the  back  of  the  liver  (between  the  layers  of  the  broad  ligament),  found 
in  the  speLinun  what  seemed  to  be  the  sheaths  of  filarial  parasites.  At 
the  time  the  writer  was  fully  convinced  ihar  ihcy  were  filarial  sheaths, 
but,  being  then  unacquainted  with  the  possibility  of  their  bcinj*  filari^il, 
he  did  not  publish  the  ?ilatenient. 

Varicose  Insuinal  Olands. — In  latitudes  where  the  lilarial  worm 
is  prevalent,  one  not  infrequently  meets  with  peculiar,  soft,  painless 
enlargements  in  one  or  both  groins.  The  swellings  may  attain  a  large 
size  without  causing  the  patient  miich  sulTering  or  discomfort;  and  it 
is  onl;-  when  an  attack  of  adenitis  occurs  that  the  condition  is  brought 
under  the  notice  of  the  .surgeon.  Unless  it  occurs  to  the  surgeon  that 
the  swelling  may  possibly  be  filarial,  it  is  improbable  that  a  correct 
diagnosis  will  be  made.  There  are  many  evident  causes  that  suggest 
themselves  to  accoimt  for  the  adenitis,  such  as  penile  or  anal  irritatinn, 
which  can  be  readily  eliminated.  A  case  of  filarial  inguinal  adenitis 
was  mistaken  by  the  writer  for  plague,  the  diagnosis  being  finally  estal>- 
lisheil  by  finding:  the  parasite  in  the  blood. 

Lymph-scrotum. — A.ssociatcd  with  varicose  lymphatic  trunks  in 
the  groin  and  thigh  is  the  enlargement  of  the  scrotum  and  the  dilata- 
tion of  the  lympliatics  upon  its  surface.  At  first  the  skin  is  soft  and 
smooth  and  doughy ;  but  as  development  proceeds  the  parts  become 
denser  and  touglier  with  each  succeeding  inflammatorj'  increment. 
The  prepuce  and  penile  coverings  generally  are  likewise  early  afiecled, 
and  the  parts  may  in  course  of  time  grow  to  truly  elephantine  dimen- 
sions. 

Hydrocele. — It  i.s  .seldom  that  lymph-scrotum  attains  any  sim  before 
a  hydrocele  develops  with  contents  possessing  the  milky  appearance 
ot  chyliferous  fluid.  But  a  true  lymphoid  hydrocele  may  develop 
independently  o^  the  su|)erficial  scrotal  tissue  being  involved. 

Chyluria. — With  or  without  previous  warring,  the  urine  of  a  person 
living  in  a  region  where  infection  by  filaria  Is  possible  is  observed  to 
be  milky  in  appearance.  Not  the  mere  milkiness  of  phosphates,  but 
the  urine  seems  (]uite  creamy,  and  its  flow  is  at  times  interfered  with, 
owing  to  clotting  of  the  material.  Should  any  previous  symplom.s 
obtain,  they  will  be  those  of  feverishnc^s.  backache,  tinigging  [wins  in 
the  loins  and  groins,  and  symptoms  as  if  a  renal  calculus  was  pas.sing. 

The  urine,  known  a»  "chjriotu,"  co&j;*: laics  »con  after  pas^ng.  iin<l  speedily  arnnBe* 
itself  into  n  lluid  arkcl  .1  wlid  part  The  ffXvX  [lari  conflicts  of  n  Mriiigy ,  rihrimnii.  nuf^luni, 
of  s  white  ur  pink  coKvr.  forminir  the  main  bulk  of  the  discharue.  Bencilh  ihi»  mai^riKl 
tile  urinary  saiU  ileposil,  and  on  the  lop  and  ^utnjunding  Uic  coaguluni  the  fluid  hat  & 
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ctnuny  appearaiii'L-.  The  ciiaculum  and  deposit  ci>nH»l»il  iiiicmiinKled  enilhrlKim,  a  fpw 
rd  itnd  whiti'  htnn<l'i:v>rpii'(cl<'N  wilhi  n  \aT^f  «lt-niiMtl  of  n  (ally  tnat^'nKi  itcrvarling  ihc 
wliole.  In  Uie  si-vtrivl  \><\iis  «>f  ihr  iluid  and  con^utum  tilsriit  Can  U»mlly  be  found  by  Uw 
iniL-rosoipr,  nntl  an  ailtiiminnns  {nccipilnlc  is  iiltlnifiml  hy  b(>iling. 

Elcphantoid  Fever. — Accompanying  all  filarial  diseases,  fever 
sooner  or  later  manifests  ilaelf.  The  attack  has  been  named  by  Sir 
Joseph  I'ayrcr  "  clepliantoid  fever."  We  are  not  aware  lliat  it  occurs 
jtKlependently  of  local  manifestations  of  an  itiflammator}'  nature,  and 
it  is  these  disturbances  tliat  specialize  the  attack.  I.ymphan^ilis 
and  adenitis  are  invariable  concomitants,  and  the  result  of  the  attack 
is  associated  with  an  increa.scd  area  oi  tissue  being  implicated  and 
added  to  the  diseased  part.  The  lymph-scrotum  is  increased  in 
bulk,  the  c-.^ctrcmlty  is  further  thickened,  or  the  mass  of  the  inguinal 
gl.uiils  attains  a  larger  size.  The  signs  are  those  of  lymphangitis  and 
ailenitis  ari«>ing  from  other  causes;  there  are  local  pain,  swelhiig,  at)d 
redness.  The  lynipliatics  may  be  mapped  out  as  red  streaks  extend- 
ing up  the  limb ;  or.  if  the  attack  is  concentrated  in  the  lumbar  and 
abdominal  glands,  severe  backache  and  testicular  neuralgia  arc  pro- 
nounced, in  addition  to  the  more  common  symptoms  of  "fever," 
vomiting  and  deliriinn  are  fairly  constant.  The  onset  is  usually  very 
suchlen.  the  ]>atient  being  struck  d4»\vn  with  severe  rigors,  generally 
of  a  prolonged  nature.  The  high  tem|K-rature  may  last  for  a  few  Incurs 
or  a  few  days,  and  passes  olT  with  pmfuse  sweating.  Chyluria  is  evi- 
dence of  the  pelvic  or  abdominal  lymphatics  being  implicated,  and  is  a 
further  aid  in  the  dia^jnosis  of  the  disease. 

Treatment  of  Filarial  Diseases. — l.ittic  is  to  be  said  in  regard 
to  the  treatment  of  this  insidious  disease,  whether  as  regards  prophy- 
la.vis  or  rcTnedial  agents.  Given  a  case  in  which  filaria  is  found  in  the 
bliHMl,  wc  kiiiiw  of  no  drug  that  can  reacli  the  parasite,  and  thereby 
cure  the  disease. 

Where  removal  to  a  non-filarial  district  is  possible,  the  treatment 
ought  to  be  tried  at  once.  Short  of  removal,  nothing  can  be  done 
except  to  treat  symptoms  as  they  arise.  However,  the  disease  may 
spontaneously  subside.  The  parent  filaria  may  die.  and  with  the  dis- 
appearance of  the  worm  from  the  blood  the  extension  of  the  disc:ue 
ceases,  although  the  thickened  tissues  may  remain.  The  writer  used 
antipyrin,  in  ig-grafn  doses,  at  the  onset  of  threatened  attacks  of  fila- 
rial fever,  with  ajiixircnt  advantage  in  a  few  cases. 

Should  an  abscess  form,  it  Is  to  be  opened.  When  I}inpliangitis  or 
adenitis  super\'cnes,  it  is  to  be  treated  as  in  cases  with  less  specific 
cause.  Local  applications  of  heat  or  cold  arc  agreeable  and  help  to 
relieve  i>ain  ;  and  should  the  temperature  run  higli  the  usual  remedies 
may  be  employed  to  control  ii.  When  the  pain  is  attributable  to 
adenitis  de|x*ndent  iijjon  the  densit)*  of  the  gland-capsule,  it  is  expe- 
dient to  divitle  the  caj>siile  subeutanrfnisly. 

Elephantiasis  of  the  Extremities.— The  lower  extremities  are 
much  more  liable  to  be  attacked  by  elephantiasis  than  the  upper.  In 
advanced  cases  of  the  disease  the  bulk  of  the  foot  and  leg  is  enor- 
mously increased,  and  they  truly  convey  the  idea  of  clephantoid  en- 
largement. The  first  parts  to  show  signs  of  deposit  in  the  subdermal 
tissues  are  the  foot  and  ankle.     The  dorsum  of  the  foot  especially 
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sliows  a  ihickeninj^  anc3  enl;irgen»ent  of  a  hard,  dense,  incompressible 

tissue,  sivin^*  the  whnltr  fnr>t  ;i  lumpy  aii]-H-;irancf.  tin-  Iocs  projecting 
as  thickened  stumps  fV(»in  the  end  of  a  misshapen  mass.  When 
attacks  of  fever  supervetnj,  the  lympliatic  tracts  in  the  limb  arc  red  and 
swollen  and  painful,  and  the  ylaivds  toward  which  they  convcrj^c  are 
enlarged  and  tender.  As  the  tnnaniniatory  signs  and  symptoms  abate, 
a  hard,  tleiise.  thick  cord  may  be  fell  along  tlie  course  followed  by  the 
lymphatics  of  the  limb,  which  assumes  a  dusky  hue. 

With  each  recurring  attack  the  area  of  hj'perlrophy  Kxlends.  until 
in  course  of  time  the  whole  lower  limb  is  involvcil,  and  even  the  hi«er 
part  of  the  abdominal  wall  becomes  affected.  At  times  vesicles  form 
on  the  skin.  These  may  burst,  and  from  the  openings  a  milky  fluid 
may  ooze,  giving  rise,  when  it  dries,  to  crusts  and  scabs.  Abscesses 
are  not  infrequently  met  with,  which,  when  n[H'ned,  have  in  some 
instances  been  found  to  contain  a  jwreni   filarial   wi»rm, 

ilcrc,  as  in  elephantiasis  scroti,  the  disease  may  .sliow  itst-lf  in  t)ic 
form  of  a  varicose  condition  of  the  lymphatics,  giving  rise  to  the  ttrms 
X'txrix  (ymphatUHS  and  nn-oid  cUpliantmsis.  'I'hese  are  but  modifica- 
tions of  the  more  acute  form  of  the  disease,  obstruction  more  than 
inflammation  serving  as  the  cause.  On  the  lyrnplialics  thus  dilated 
tubercles  and  ve^-icles  appear,  varying  in  numlier  fruui  a  few  tti  hun- 
dreds. When  these  burst  or  discharge  a  coagulable  lymph  exuilcs, 
varj'ing  in  apixarancc  from  straw  color  to  red.  and  in  quantity  from  a 
few  ounces  to  a  few  pints  in  the  twenty-four  houi-s. 

Associated  with  the  elephaiitoid  fever  and  hypertrophy  of  the  lower 
limb,  chylous  urine  is  frequently  present,  showing  (hat  the  lymphatic 
tracts  of  the  ureter  ami  bladder  are  simultaneously  and  sinnlarly 
afTected. 

In  time-  (he  limb  becomes  enormous,  measuring,  it  may  be.  a 
couple  of  feet  round  the  ankle.  The  muscles  waste,  the  limb  is  an 
inconvenience,  and  the  surgeon  is  consulted  as  to  Uie  possibility  tif 
removing  it. 

Treatment. — Short  of  removal,  several  theraijcutic  agents  may  be 
trieil.  l-*[cvati(Ui  of  tht-  limb  reclines  1  he  size;  firm  bantlaging  hrljis  tu 
dinn'ni.sh  the  hulk  ;  application  of  a  ruliber  bandage  dues  gtxiil  as  far 
as  support  and  compression  can  ;  but  all  these  arc  merely  palliative;  so 
also  are  leeching,  blistering,  and  bloodletting.  Ligature  of  the  femoral 
artery  has  been  tried,  but  the  treatment  seems  misapplied,  and  iiir 
Joseph  Fajrer,  after  having  given  it  a  trial,  strongly  condemns  it. 

The  only  thing  left  for  the  surgeon  to  do  is  to  amputate,  if  the 
patient  desires  to  be  rid  of  the  inconvenience  caused  by  the  bulky 
limb.  There  is  no  reason — leaving  the  ordinar\-  dangers  of  amputa- 
tion out  of  account — why  the  oix:ration  should  not  be  undertaken  with 
a  view  to  alleviation,  but  the  ensuring  of  a  permanent  cure  will  depend 
upon  the  position  of  the  parent-worm  in  the  system,  and  its  vitality. 

Elephantiasis  Scroti. — The  scrotum  is  a  favorite  seat  *i  ele- 
phantiasis, and  its  i.i.\  tissue,  de]iendent  po.sition,  and  rich  lymphatic 
supply  render  the  parts  at  times  enormous.  Commencing,  perhaps,  as 
a  lymph-.scrotum.  or  as  an  attack  of  lymphangitis,  the  result  of  block- 
ing of  the  horizontal  inguinal  lymphatic  system,  the  scrotum  gradually 
increases  in  sire.     The  tltickness  and  coarseness  of  the  skin  render 
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it  corrugated  and  fissured.  Lymph  at  limes  flows  from  the  scrotum; 
in  some  cases  clear  and  serous-looking,  in  others  thick  and  milky 
in  appearance.  The  subcutaneous  tissues  thicken,  increasing  the 
bulk  and  weight  of  the  scrotum.  The  tissues  over  the  siKrrmatic 
cord  'hypertrophy,  causing  the  inguinal  canals  to  dilate,  so  that  not 
infrequently  a  hernial  protrusion  results,  reaching,  it  may  be,  even  to 
the  scrotum. 


Fig.  471.— Iil«pha»lia»l»  of  the  Mromm.     Weight  no  pound*.     Sticcewrulljr  removnl. 

Hydrocefe  of  the  tmiica  vaginalis  \%  a  frequeitt  concomitant ;  and 
cysts  with  fluid  may  occur  along  the  spermatic  cord  The  fluid  con- 
tents are  usually  clear,  but  sontctimcs  thick  and  milky,  coagulating 
readily  when  drawn,  and  separating  into  a  dense,  flbrinous  clot 
Hydrocele  may  be  an  early  notification  of  the  existence  of  filaria ;  and 
the  surgeon,  on  tapping  what  setms  an  ordinar>-  hydrocele,  may  find 
the  milky  fluid  characteristic  of  filarial  infection. 
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The  inguinal  glands  at  all  times,  even  after  one  or  two  attacks  of 
filarial  fever,  become  nuitted  and  indefinite  in  outline,  and  after  several 
recurrences  remain  pcnnanently  prominent.  The  scrotum  becomes  in 
time  so  biilkj' that  the  skin  and  lower  part  of  the  abdomen  are  dragged 
downward,  so  that  the  hair  over  the  pubcs  seems  as  though  it  were 
growing  from  the  upper  part  of  the  scrotum  itself.  The  skin  of  the 
penis  becomes  hypertroplued  to  such  dimensions  that  the  penis  appears 
deeply  embedded,  and  the  orifice  through  which  the  urine  finds  exit 
looks  like  a  decjily  sunk  navel  in  the  midst  of  a  huge  mass  of  hyper- 
trophied  tissue. 

Treatment. — Removal  of  the  scrotum  is  chiefly  undertaken  with 
the  idea  of  ridding  the  patictu  of  an  inconvenient  tumor  that  may 
assume  such  dimensions  in  bulk  and  weight  as  to  preclude  him  not 
only  from  earning  his  livelihood  but  also  from  getting  about.  Tumors 
of  great  weight  are  recorded — several  over  100  pounds  (Fig.  471). 
Sir  Joseph  I-'ayrer  removed  one  of  greater  weight  than  that  of  the 
patient  himself  after  its  removal.  The  writer  removed  one  which 
turned  the  scale  at  49  pounds  after  the  blood  and  fluids  had  escaped 
from  the  tumor. 

The  curative  elTects  of  removal  will  totally  depend  upon  whether 
or  not  the  parent-worm  is  located  in  the  lymphatics  of  the  scrotum. 
If  such  good  fortune  should  obtain,  tlien  removal  of  the  scrotum  is  at 
once  palliative  and  curative.  Otherwise,  however,  amputation  merely 
frees  tlie  patient  from  an  inconvenient  mass. 

The  dangers  of  the  operation  upon  large  tumors  arc:  First,  the 
immediate  shock  to  the  patient ;  and  second,  the  primar>'  hemorrhage. 
Where  the  organs  are  known  to  be  amyloid,  the  heart  fatty,  and 
the  patient  in  consequence  much  emaciated  or  weakened,  operation 
can  only  ha.sten  death.  When,  however,  the  patient  i.s  young  and 
the  organs  fairly  healthy,  operation  is  in  no  way  contra -indicated,  as 
the  hemorrhage  may  be  controlled  so  as  to  render  the  quantity  of 
blood  lost  inconsidt^rable. 

Operation  on  a  case  of  clciihantiasis  scroti  of  large  dimensions  is 
conducted  as  folloivs :  The  patient  is  prei>ared  for  o[x:ration  in  the 
usual  way,  both  generally  and  locally.  To  empty  the  tumor  of  blood, 
it  is  necessary  that  the  p;ilient  assume  the  recumbent  i>osition.  and 
that  the  tunu>r  be  raised  above  the  level  of  the  bod)'.  In  some  eases 
it  liiis  been  necessary  to  .sling  the  tumor  from  the  ceiling  or  from  any 
fixed  support  across  the  bed  or  table.  The  elevated  position  also  helps 
to  reduce  any  hL-rnial  protrusion  that  may  be  present.  The  patient, 
before  the  tumor  is  elevated,  should  be  placed  on  the  ope  rating -table 
and  allowed  to  remain  there,  as  if  ihc  tumor  is  permitted  to  become 
pendulous  while  he  is  being  conveyed  or  carried  from  the  ward  to  the 
operating-room,  the  blood,  lymph,  or  hernia  will  return  to  the  part. 

While  the  patietit  is  jMMiiifi  und*r  the  inlliifncr  r»f  an  annttw-lir,  »r>me  <urgwins  r#fom- 
inrml  that  the  MTOlum  br  rxamin^-d.  and  h  iiurk  utade  t>)'  iok  i>r  rulored  |>rtK:il  alun^;  ihe 
root  of  lh«  tuinur.  «>  a\  (o  mark  off  (lie  line  where  Ihc  discawd  unci  healthy  Hwuci  tnrci, 
Otherwf>>e  il  may  br  rlifli>i-ull  to  folliiw  ihe  eaacl  tiue  after  ihc  paiu  are  thrown  into  coiniga- 
tioiu  by  the  comi)rc»ina  rltsik  cord. 

The  patient,  when  completely  anesthetized,  is  brought  to  the  edge 
of  the  table  in  the  lithotomy -posit  ion.    A  stout  Esmarch  cord  is  pas-scd 
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round  the  root  of  the  tumor,  the  center  of  the  cord  being  opposite  the 
center  of  the  tumor  below,  the  ends  carried  up  over  the  pubcs.  crossed, 
and  fixed  behind  the  body  in  the  lumbar  region.  To  prevent  the  elas- 
tic cord  slipping  when  the  operation  is  commenced,  strips  of  a  roller 
bandage  are  looped  over  the  tournicjuct,  one  at  each  side  of  the  peri- 
neum behind,  and  one  at  each  side  of  the  pubes  in  front.  The  enck  of 
these  bandage-slips  arc  either  tied  in  position  or  given  to  assistants  to 
hold.  Tlircc  skilled  assistants  arc  required  :  one  to  support  the  tumor, 
and  two  others — one  on  each  side — ready  with  clip-forceps  to  sdzc 
bleeding  vessels. 

The  antiseptic  dressings  are  now  removed  and  the  operator  takes 
his  stand  opposite  the  tumor.  The  first  thing  to  be  done  is  to  free  the 
penis  and  testicles,  Thts  is  accomplished  by  passing  a  long  grooved 
director  down  through  the  preputial  orifice  as  far  as  possible.  The 
puint  of  the  director  is  made  to  hug  the  upper  wall  of  the  channel,  and 
when  buitom  is  struck  it  is  made  to  protrude  on  the  dursul  aspect  of 
the  cutiiiie«>us  covering  of  the  penis.  The  ]>oint  is  cut  down  upon  and 
made  to  protrmle,  and  the  skin  is  slit  by  passing  a  bistoury  along 
the  groove  in  tlie  direction  from  the  root  toward  the  free  edge  of  the 
prqsucc.  The  glans  will  then  be  laid  bare,  when  it  is  seized  by  the 
fingers,  and  the  coverings  dissected  off  until  the  penis  is  freed  for 
some  4  or  5  inches.  The  penis  is  now  wrapped  jn  boric  gauze  and 
kept  out  of  the  way. 

The  next  step  is  to  dissect  out  the  testicles  and  cord.  This  is  done 
by  making  an  incision  from  over  the  pubic  spine  on  each  side  down- 
ward for  a  sufficient  distance  to  expose  the  cord.  The  length  of  tlic 
cord  in  very  large  tumors  is  considerable,  and  the  exact  location  of  the 
testicle  equivocal.  When  the  cord  is  found,  however,  the  tissues  may 
freely  be  cut  downward  along  it  until  the  testicle  is  .seen.  The  testicle 
and  the  cord  arc  then  freed  from  the  surroundings,  partly  by  cutting 
and  piirtly  by  tearing  the  tissues.  Should  a  hernia  be  found,  it  is  to 
be  dealt  with  appruprialely.  Tlie  testicles  and  cord,  wrappetl  in  boric 
gauze,  are  thrown  up  on  the  abdominal  w.ill.  The  further  ste[w  of  the 
opcratifin  consist  in  uniting  the  incisions  made  over  the  penis  and  ctird 
by  a  transverse  incision  on  each  side,  and  then  by  a  boKl  sweep  of  the 
knife  (a  large  ampuLition-knife)  renuning  the  mass,  cutting  from  the 
incision  over  the  right  cord  carrvHng  the  knife  low  down  between  the 
.scrotum  and  perineum,  and  then  upwanl  round  the  left  side  of  the 
tumor  until  the  incision  over  the  left  con!  is  reached.  A  few  strokes 
will  free  the  connections,  and  the  tumor  is  received  into  the  hands  of 
the  assistant.  Tlie  compression  of  the  tourniquet  now  being  with- 
drawn, tlie  hemorrhage  that  ensues  is  at  times  terrific,  but  not  by  any 
means  uncontrollable.  Vessels  arc  seized  and  tied  or  twLstcd.and  atten- 
tion is  directed  to  the  condition  of  the  margins  of  the  wound.  If  they 
are  diseased,  as  proved  by  their  induration,  they  may  be  cut  off".  The 
state  of  the  testicles  is  now  exanirm.'d,  anil  if  fairly  healthy  they  are 
to  be  allowed  to  remain,  hut  if  hojwlessly  diseased  they  must  be 
removed.  The  parts  sliould  he  wt|}ed  with  a  warm  spimge  and  the 
complete  arrest  of  hemorrhage  ensured. 

The  subsequent  steps  merely  consist  in  applying  unirritating  anti- 
septic dressings,  as  no  attempt  can,  or  need  be,  made  to  bring  the 
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edges  of  the  skin  together.  The  testicles,  if  present,  arc  placed  on  the 
front  tif  the  ]K-riiieuin,  the  penis  wrap{>cd  in  wet  boric  hnt,  or  in  strips 
of  lint  soaked  in  carholic  oM,  or  dusteil  over  with  boric  iind  starch- 
powder,  iodofomi.  or  some  such  antise[itic.  The  perineal  wound  is 
similarly  treated,  and  the  surface  supported  by  protective  antiseptic 
woo!,  yauzc,  or  low ;  a  T-bandage,  with  a  slil  for  allowing  of  urination, 
is  applied  to  support  the  dressing,  and  the  patient  is  removed  to  his 
bed.  Dressings  are  to  he  subsequently  applied  according  as  the  case 
proceeds. 

The  results  of  this  operation  arc  suqiiisingly  good,  an  average  of 
95  per  cent,  of  cases  operated  u[jon  recovering.  Tlie  parts  cicatrize  in 
a  way  that  is  astonishing.  The  penis  is  covered  antl  the  testicles  arc 
enclosed  by  a  cicatricial  tissue,  which  acts  as  a  goad  pocket  for  their 
bestowal.  Unless  tlic  testicles  have  been  removed  or  are  wholly  atro- 
phied, sexii.il  power  remains;  and  the  writer's  ]>atient,  from  whom  he 
removed  a  weight  of  49  pounds  and  left  but  one  testicle,  subsequently 
became  the  father  of  a  child.  The  after-Iiistorj'  of  such  cases  ha.s  not 
been  satisfactorily  reported.  That  llic  disease  does  return  in  a  few 
cases  is  known;  but  it  is  also  known  tliat  for  many  years  afterward 
cases  have  remained  free  from  recurrence. 

Seqnelee  of  Filarial  Disease. —  There  arc  several  sequela:  and 
concomitants  of  filnria-  which  call  fur  surgical  interference. 

Retention  of  urine  during  an  attack  of  chylous  urine  is  not  an 
iiticimiTuon  condition.  If  by  |)ercussion  the  bladder  is  found  to  be 
full,  or  if  the  patient  is  distressed,  a  f[il]-si?.e<l  catheter  ought  to  be 
passed.  When  clots  of  coagulated  albuminous  material  clog  the 
channel  of  the  instrument  a  gentle  stream  of  warm  boric  solution  will 
free  the  [>as';agc  and  aid  In  the  breaking  up  of  the  clot. 

Filarial  orchitis  is  by  no  means  a  common  ailment;  but  it  is  just 
po-isible.  as  suggested  by  Manson,  that  the  "  malarial  orchitis  "  of  some 
French  anthors  may  prove  on  closer  investigation  to  be  filarial  rather. 
The  trt-afrnvnt  is  the  same  as  thai  of  orchitis  from  other  catises. 

Tumors  of  the  lymph. itic  nature  peculiar  to  fdarial  infection  arc 
met  with  in  almost  any  part  of  the  bodj-.  The  mamma:  may  be  the 
scat  of  the  disease;  and  huge,  dependent  benign  enlargement  of  the 
breast  may  result.  The  breast  is  to  be  supported,  relieved,  or  removed 
according  as  the  conditions  require.  Here  and  there  on  the  limbs  or 
trunk,  and  on  the  vulv.i.  tumors  of  a  filario-clephantoid  nature  occur. 
The  tumor  of  the  vulva  .at  times  attains  an  enormous  sixe.  and  at  first 
sight  seems  as  though  it  were  certainly  a  pendulous  scrotum,  and  not 
a  vulvaj  with  which  the  surgeon  has  to  deal. 

FILARIA  MEDINENSB  (Guinea-worm). 

tn  several  tropical  countries  there  is  found  deeply  embedded  in  the 
connective  tissues  tif  the  human  bndy.  but  more  es|x"cially  in  those  of 
the  lower  extremities,  a  long,  delicate  worm.  The  countries  in  which 
this  disease  occurs  are  Central  India,  Persia,  Turkestan,  Arabia,  Central 
and  West  Africa,  and  in  a  limited  area  of  Brazil.  The  disease  is  more 
prevalent  during  certain  seasons  than  others,  and  in  some  localities,  as 
on  the  West  African  coast,  almost  every  native  suffers.     The  worm,  of 
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which  only  the  female  is  known,  is  frr)m  ■  to  3I  feci  long,  and  about 
Jjj  inch  in  diameter.  Although  usually  met  with  in  the  legs,  it  maybe 
found  in  any  part  of  the  body — head,  arms,  scrotum,  etc. 

The  presence  of  the  worm  is  made  known  by  the  development  of  a 
small  ulcer,  at  the  bottom  oi  which  is  to  be  seen  an  opening  leading 
down  to  a  recess  which  contains  the  worm.  At  the  fistulous  opening 
a  close  examination  will  sliow  a  filiforni-hvoking  body,  which  is  in  fact 
the  tail  of  the  animal.  If  the  part  is  well  soaked  with  water,  the  pro- 
truded ])iece  of  ihc  worm  will  swell  up  rather  suddenly,  and  will  be 
seen  to  burst,  the  fluid-Iookinij  contents,  on  examination  by  the  micro* 
scope,  revealing  a  mass  of  embryos.  Hach  embryo  measures  about  ^ 
inch  in  length,  and  -njVrr  i"'^'^  '"  breadth.  The  microscopical  field  dis- 
plays an  enormous  number  of  small  worms  coiled  like  a  watch-spring 
or  partly  unfolded  like  a  comma.  Active  movements  characterize 
them,  and  their  power  of  attacking  the  eyclops  can  be  readily  demon- 
strated, Tlte  fresh-water  eyclops  is  the  small  crustacean  which 
Fedschenko,  while  resident  in  TurkesLin.  found  to  be  the  intermediary 
host  in  which  the  |tarasirc  developed.  It  is  inferred  from  this  observa- 
tion that  it  is  through  the  ingestion  of  water  thiil  the  guinea-worm 
gains  access  to  the  human  body. 

Treatment. — The  old-fashioned  plan  of  seizing  ujxm  the  protruding 
part  of  the  worm  and  enlangling  il  in  a  piece  of  wood  that  was  twisted 
day  by  diy,  so  as  to  draw  the  worm  frorn  llu'  wouml,  is  not  a  good 
method.  The  delicate  animal  frequently  breaks  under  the  treatment, 
and,  in  consequence,  the  parts  around  become  injected  with,  and 
inflamed  by.  the  infiltrating  embryos.  Instead  of  this  plan,  several 
others  Iiave  been  devised.  What  might  be  termed  the  physiologi- 
cal, is  that  by  keeping  the  part  well  soaked  with  water  the  female  is 
thereby  enconnigetl  to  go  on  sliedding  her  einbrj-os,  until,  after  soinc 
fourteen  days,  she  hirconies  e.xliausteii.  an<i  can  then  be  dragged  from  the 
wound  with  but  little  difficulty.  Another,  the  therapeutic  plan,  is  to 
inject,  as  recommended  by  M.  Kmily,  the  protruding  part  of  the  worm 
with  a  I  :  iocx>  solution  of  mercuric  chiorid.  Then,  thirdly,  there  is 
the  surgical  plan  of   cutting  down  to  and  evicting  the  worm. 


TROPICAL  ABSCESS  OF  THE  LIVER. 

In  tropical  practice  no  disease  requires  of  the  medical  practitioner 
more  skill  in  diagnosis  and  treatment  than  does  abscess  of  the  liver. 
The  inception  of  the  malady  is  so  insiiiious,  the  existence  of  pus  at 
times  so  obscure,  that  it  is  only  by  careful  study  and  long  experience 
that  the  practitioner  can  become  cither  capable  of  diagnosing  or  of 
treating  the  condition. 

Infiamed  I,iver. — Tnllammatory  and  congested  states  of  tl>c  liver 
arc  a  daily  experiL-nce  in  tfie  tropics;  yet,  with  all  due  attention  and 
acumen,  pus   in  the  liver  at  times  escapes  the  most  able  practi tinners. 

Treatment  of  Inflamed  Liver. — Inflammation  of  the  liver  can  be. 
and  frequently  is,  relieved  by  surgical  treatment.  When  counterirrita- 
tinn  applied  externally,  draining  of  the  liver  by  inducing  purgation, 
and  relief  of  the  portal  .system  by  drugs,  baths,  wet  packs,  etc.,  fail  to 
afford  relief,  great  good  is  obtained  by  bloodletting.    The  blood  should 
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be  withdrawn  from  the  organ  itself  by  the  aspirator,  by  the  use  of  which 
hepatitis  is  often  readily  subdued.  There  is  no  diRicuity  and  but  Utile 
danger  la  hepatic  aspiration,  its  application  being  extremely  simple.  In 
most  cases  a  general  anesthetic  is  unnecessary;  local  anesthesia  by 
salt  and  ice,  by  a  freezing  spray,  or  by  cocain,  will  allay  the  pain  of  the 
skin-puncture,  and  after  the  skin  is  traversed  there  is  but  little  pain. 
Sometimes,  however,  acute  pain  is  induced  in  the  right  shoulder  dur- 
ing the  deep  passage  of  the  needle.  This  pain  seems  to  occur  when 
the  needle  traverses  the  diaphragm,  and  it  is  but  natural  to  suppose 
that  a  wound  of  a  large  branch  of  the  right  phrenic  nerve  is  the  occa- 
sion of  the  coincidence.  lieforc  inserting  the  needle  of  the  aspirator  a 
small  incision  in  the  skin  is  made  by  the  knife.  The  needles  of  the 
aspirators  in  common  use  arc  u.sually  too  short  for  tropical  work.  In 
hepatitis  the  liver  is  greatly  increased  in  bulk,  and  as  the  large-sized 
branches  of  either  fhe  hepatic  or  portal  vein  arc  therefore  deeply 
seated,  the  needle  must  be  at  least  6  inches  long.  A  needle  8  inches 
in  length  ought  to  be  supplied  with  every  aspirator  iiiadL-  for  use  in  the 
tropics,  as  at  times  a  needle  short  of  that  will  not  reach  the  .seat  of  an 
ab.scess  if  approached  from  the  right  lower  costal  region.  The  needle 
used  for  hqjatJc  phlebotomy  should  be  6  inches  long  and  of  the  widest 
size  made. 

The  initial  puncture  is  best  made  in  the  axillary  line,  between  the 
sixth  and  seventh  or  the  seventh  and  eighth  ribs;  or  anywhere  in  the 
lateral  Inwer  right  costal  region  where  hep;itic  dulness  is  pronounced. 
When  phlebottimy  pure  and  simple  is  intendttd,  the  needle  ought  to  be 
driven  up  to  the  hilt,  the  tap  connecting  it  with  the  exhauster  opened, 
and  the  needle  slowly  wiihtlrawn.  Should  a  fair-sized  vein  have  been 
traversed,  blood  will  flow  freely  from  the  needle  when  the  point  lies 
in  the  channel  of  the  vein.  When  the  quantity  of  blood  advisable  to 
be  with^lniwn  is  obtained  the  needle  is  pulled  nut,  the  wound  covered 
with  a  small,  thin  pad  of  cotton-wool  soaked  in  collodion,  and  a  6rm 
roller-bandage  applied  roumt  the  costo-alxlomtnal  region.  It  is  best 
to  begin  to  bandage  from  below  upward,  covering  the  body  from  imme- 
diately above  the  umbilicus  to  just  below  the  nipples. 

Should  little  or  ni">  blood  escape  when  the  needle  is  first  introduced, 
it  may  be  {Ktrtially  witlidnuvn  and  again  pushed  home,  taking  a  direc- 
tion more  b:)ckward.  If  disappnintet!  again,  the  same  manipulation  is 
to  l>e  rejXMted,  but  the  point  is  to  be  made  to  travel  more  forward. 
Should  bicjod  still  rcfustr  to  flow,  the  lu-rdle  may  be  completely  with- 
drawn and  reintroduced  eithor  failhcr  forward  or  farther  back,  accord- 
ing ;is  the  hepatic  dulness  indicates.  As  many  as  half-a-dozen  punct- 
ures may  be  safely  made  in  the  search  after  blood  (or  pus :  see  beUnv). 
Practically,  the  dangers  attending  this  operation  arc  nil.  The  punctures 
of  the  lung,  pleura,  and  diaphragm  have  never  been  known  to  give  rise 
to  untoward  symptoms,  and  the  escape  of  blood  into  the  peritoneum 
is  harmless. 

That  hlood  Aae^  .icttuUy  flow  from  lh#  puncfurr  in  ■  ronK^stcd  lircr  thr  writer  has  had 
Ihr  '>[>porliinity  of  proving.  While  liLp]>iii|;  an  ascitic  abdomen  by  the  onJinitry  mrdiod 
wiih  B  trocar  and  cnnnula  tntrodui~«l  between  iht  umhiUciu  and  pubw,  ihe  writer  pltin};cd 
the  needle  of  an  aTpiralut  into  liie  enlarf^ed  liver.  In  »  few  minuter,  after  a  ^oocl  man^r 
uunren  of  btiKtd  were  otitained,  the  reedle  yn%  wilhdrawii,  and  as  the  ascitic  fluid  cnniinued 
lo  Anw  ihmugh   the  ranmili  the  straw-colored  fluid  bccftioe  tinfced  with  blood.     Toward 
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Uic  cfid  of  the  Birilic  flow  ihc  fluid  Itecanic  very  deeply  tinged  with  bloud,  pmving  Uut  the 

EunciuM^  in   ihc  liver  wer«   bleeding  frc«ly.      No  ilnubt  nlicn  ihc   woundii  were  clotcd 
lood  cM:a|Hx)  for  Mime  tune  iiilu  the  einplied  peiituiieal  cavity.     The  palicni.  it  may  be 
menuoncd.  made  au  excellent  reaivery.  ntwl  it  is  interesting  to  know  ihni  ahet  seven  up 
pings — extending  over  eigliicen  inwntii> — ttic  palicni  (a  Lhinuiian)  attircly  ivcuvncd. 

Abscess  of  tlie  I/ivCTi — The  scut  and  etiology  of  Hvcr-absccss 
alTect  the  prognosis  as  to  the  beneficial  effects  of  operation.  Abscesses 
may  be  supranepatic,  intrahepatic,  and  subhepatic;  and,  in  the  opinion 
of  the  writer,  the  sent  of  the  abscess  lia.s  tu  tlo  with  the  cause  of  the 
disease.  The  question  of  the  association  of  hepatic  abscess  and  dys- 
entery is  a  vexed  one ;  and  most  medical  men  trj,'  to  induce  patients 
suffering  from  hepatic  abscess  to  confess  to  a  previous  dysenteric 
attack.  This,  however,  is  not  in  many  cases  successful.  Whether 
dysentery  be  an  antecedent,  a  concomitant,  or  a  sequela  of  hvcr- 
abscess  is  a  question  in  dispute,  many  believing  that  the  dysenterj'  is 
induced  by  the  hepatic  state.  In  the  writer's  belief  ]ntrahei>atic  abscess 
i.s  frequently — in  fact,  generally — a  sequela  of  dyscntcr>-.  or,  at  any  rate, 
intimately  associated  with  it.  Suprahcpatic  abscesses,  wrongly  classed 
with  liubdiapliragmatic  abscesses,  on  the  other  hand,  may,  and  in  fact 
do.  develop  independently  of  dysentery  altogether.  To  make  this  clear, 
the  writer's  opinion  as  to  suprahcp;itic  abscess  will  be  first  stated. 

Suprahepatic  Abscess  {Abutss  of  Ou:  Dome  of  rfw  /Jvn- ,  Ahscrss 
at  till  Hack  of  the  Liver). — In  the  region  between  the  liver  and  the  dia- 
phragm there  is  often  encountered  a  collection  of  pus. 

Of  27  cases  of  abscess  of  the  "  liver"  that  came  within  the  writer's 
notice  and  treatment,  20  were  suprahepatic;  the  remaining  7  being 
classed  as  intrahepatic  (or  6  intrahepatic  and  i  subhejKilic).  The  veri- 
fication of  the  position  of  several  of  these  abscesses  was  obtained  at 
post-mortem  examination  ;  and  ihe  fict  of  pus  on  the  dome  of  the 
liver  being  a  separate  disease  established  by  clinical  and  pathological 
evidence. 

Att'tf-'miidl  irnJ  Palht'/c'^iiut  Ciaracfrrs.—An  a  jKJHl-mortem  cKamination  upon  ■  case  of 
snpnihepaik'  aljH:c»  of  the  liver,  it  may  be  secti  after  opening  the  ahdomen  thai  ihe  liver 
is  perfectly  nmuriil  in  size,  shape,  colfir,  and  conMMcncc.  On  exAmiitaiton  nf  ihe  right  che-rt 
ami  (ileura  tlic  ccwtal  anil  viiteral  pleural  layers  may  be  smiiitth.  gli-ilening,  ami  normal.  No 
sign  or  pn;  or  inHammalory  change  is  m  be  leen,  and  it  would  s«ero  as  thoush  the  absceu 
hud  healed,  and  tlut  •ome  oltier  di^ea^e  had  cauud  death.  Ity  clo«er  evaminntioii  of  the 
luiig  it  will  be  found  ihal  ii  cannot  be  raided  frr>m  the  diaphragm,  and  on  tiimtng  to  Uic 
hepatic  region  it  will  he  fotind  tU-tI  the  coronary  lig^amcnt  of  the  liver  appears  to  bulc* 
ahiionnatly.  Here,  wtiliin  the  foliU  uf  (he  tx>n)nsr>-  ligament,  is  the  seal  of  the  diwaie, 
the  houndnric*  of  Che  locality  are  .ifxrif  ibe  diaphragm,  Ac/(w  Ihe  piece  of  Ihe  liver  desiitme 
of  petiloiieum,  and  eiri-um/fretiii.tllv  the  peritoneum  passing  between  the  livef  and  dia- 
phragm forming  the  coronary  or  8UHp<rii*ory  linnniCHt.  The  piu  tnav  have  Oiostlv  eKaiicii 
tbrnigh  un  opening  in  ibr  diaphmgm  above,  have  hurmwed  Uiraugh  the  lung,  and  fmimi  its 
way  inwnrt)  and  inton  hmnrbus.  The  Itvcr-surl'ace  will  be  wen  lo  be  scooped  out  to  a 
variable  depth,  tbc  niaximutn  being  \  inch,  and  ihe  exposed  surface  coveted  with  inrtaimna- 
lury  malrrinl.      The  peritoneum  nrouml  will  be  »ern  lobe  thickened  in  the  \i«iiftl  way. 

The  inferior  vena  tava  and  the  right  suprarenal  capsule  are  i«jt  involve*!.  It  i*  in  the 
lym)>liatic»  Ihsi  the  inn.imnuition  commence^  and  the  lymphangitis  tr>duced  goes  i>b  to  sup- 
puration. We  knnw  from  thr  researches  of  Vaughaii  Marlry  the  conneitton  between  the 
it  vet- functions  and  (he  thoracic  duct.  Harlcv  hat  -ihnwn  thai  when  the  ductus  cotninunif 
choledochti«  i«  ligatufrtl  jaundice  ensues;  but  ihat  when  in  the  ^ame  lubjetl  the  thoracic 
duct  is  ligatured  jauiMiicc  falls  lu  apjiear.  This  experiment  proves  that  the  coloring  atut 
other  m.nltcr«  nf  the  bile  gain  entrance  to  the  blwil  by  the  tlioracic  duct  ;  and  to  gmin 
Ihe  thoracic  duel  ihcy  must  e»cape  from  ihc  liver  by  the  lymphatics.  The  writer  coniendi 
that  when  ihe  liver  i*  wbjeeted  to  sudden  ehil!.  causing  congeidon.  hyperemia,  and,  it  may 
be,  inflammation.  Ihc  lymplialicn  becomr  intlctmed,  hloclcetl.  and  break  down,  causing  a 
supmhriMlic  abscess.     The  pus  from  such  an  absrcaii  icutually  sterile. 
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It  will  thus  be  seen  tltat  tliere  is  no  preliminary  dyscnlcry  required 
to  account  for  the  ciisL-asc,  iiric!  it  is  we!l-iiigJi  inijiussihle  to  uiHk-rst.ind 
how  dysenteric  infetlifiii,  fluid  or  emJMilic.  could  prinwrily  ;iftetl  the 
lymphatics  Uainn^  the  Hver. 

The  chief  cause  of  the  ailment  ts  chill.  Just  as  in  temperate  regions 
exposure  gives  rise  to  chest  troubles,  bronchitis,  pleurisy,  and  pneu- 
monia, so  in  tropical  countries  the  li\er  is  altiicked.  causing  hepatitis, 
jjcri hepatitis,  or  .supra hepatitis. 

Signs  ami  Symptiuns. — The  symjitunis  uf  Mipraliqwtic  abscess  are 
a  sudden  |Min  in  the  rit;ht  lower  costal  reginn.  deeper  seated  than 
pleuritic  pain  and  less  sharp.  There  is  difficulty,  or  rather  dread,  in 
breathing,  and  fever  (102"  or  103"  I'.),  with  its  usual  accompaniment  of 
nausea,  licadache,  backache,  foul  tongue,  dry  skin,  and  hard  pulse. 

By  rest  in  bed  and  appropriate  treatment  the  acute  symptoms  may 
subside,  admitting  of  more  careful  examination  of  the  chest.  On  per- 
cussing out  the  liver  it  will  he  ftiund  that  the  lower  border  does  not 
advance  appreciably  below  the  normal  level.  The  surface  of  the  liver 
itself  shows  hut  little  tenderness  to  percu.ssion ;  but  when  the  liver  i-s 
grasped  by  one  hand  over  the  right  lumbar  region,  and  the  other  in 
the  epigastrium,  a  sharp  pain  shooting  up  to  the  acromioclavicular 
angle  is  elicilctl.  Percussion  along  the  upper  lw>ri!er  nf  the  liver,  how- 
ever, betrays  the  nature  of  the  disturbance.  Here  there  will  be  fdlind 
an  aliimrmal  area  of  dulness  extending  ujjwartl  and  L-ncroaching  on 
the  right  lung.  In  the  early  stages  the  dulness  is  in  the  axillary  line; 
but  as  the  disease  advances,  and  more  especially  in  the  later  stages, 
when  pus  has  formed  in  some  quantity,  the  dull  area  is  met  with  more 
in  the  nipple-line  or  even  internal  to  it.  The  shape  of  the  swelling 
alters.  In  the  early  stages  it  is  round  and  more  diflusc;  later  it 
assumes  an  almost  conical  shape,  with  its  apex  upward  and  the  b;ise 
continued  into  the  gcncnd  ma.ss  of  the  liver.  At  times  the  swelling 
can  be  readily  discerned,  the  lung-tissue  around  being  normal  as 
regards  resonance  and  vocal  frenjilus.  But  the  condition  of  the  lung 
varies  from  day  to  day,  almost  from  hour  to  hour,  and  the  area  of  dul- 
ness may  at  consecutive  examinations  puzzle  the  surgeon.  When  the 
increased  area  of  dulness  is  present,  the  surgeon  may  assume  that  opcr- 
atiiX'  measures  nntst  be  forthwith  undertaken  ;  but  if  some  huitrs  inter- 
vene before  the  next  examination  preliminar>'  to  operating,  he  may,  in 
deference  to  the  clearing  up  of  the  lung,  be  induced  to  po-stpone  ofjcr- 
ation.  So  pronouriced  may  be  the  improvement  in  the  condition  of 
the  lung  that  it  would  seem  as  though  the  wliole  trouble  was  about  to 
resolve.  This,  however,  usually  proves  illusorj',  and  sooner  or  later 
the  patient  suddenlj'  coughs  up  a  quantity  of  pus,  This  may  be  a 
fortunate  ending  to  a  train  of  symptoms,  but  it  is  a  condition  for  which 
no  surgeon  Ls  justified  in  waiting.  When  the  suspicion  of  pus  is  pres- 
ent no  delay  is  warranted,  and  the  .symptoms  of  temporary  clearing 
up  of  the  lung-condensation  arc  delusive.  As  exploration  of  the  liver 
by  aspiration  is  preliminary  to  dealing  with  the  pus.  there  need  not  be 
any  hesitation  in  advancing  the  diagnosis  by  employing  this  harmless 
procedure.  It  is  necessary  to  have  all  the  instruments  ready  in  case 
pits  is  found.  If  no  i«is  is  found,  whether  it  is  actually  there  or  not. 
good  only  can  result  to  the  inflammation  from  the  needle-punctures. 
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Opt'raliotts. — The  treatment  of  liver-abscess  will  be  consiiJcrcil 
under  two  groups,  the  method  by  trocar  and  cannula,  and  the  method 
by  incision. 

A.  Operation  by  the  Trocar  and  CnnnuUi. —  This  method,  on  account 
of  its  simplicity  and  the  chances  of  rccovcrj'  it  affords  the  patient,  is 
eminently  satisfactory.  If  deep-seated  abscesses  arc  to  be  reached,  the 
trocar  and  cannula  is  most  efficient,  and  with  this  instrument  tl»e  >iur- 
gcon  will  be  induced  to  oi)erate  at  a  much  earlier  stage  than  if  the 
knife  is  to  be  relied  upon.  Given  pus  between  the  liver  and  diaphragm. 
situated  some  4  or  5  inches  from  the  surface,  to  reach  the  pus  by  a 
cutting  operation  is  a  tusk  few  practitioners  care  to  undertake  at  an 
early  stage  of  the  disease.  Of  course,  if  llie  abscess  has  been  neg- 
lected and  allowed  to  mn  its  coursi:,  and  to  bulge  or  point  either  in 
the  costal  region  or  toward  the  alxlomiiial  wall  in  front,  an  incision 
may  be,  and  no  dtjubt  is,  effectual;  but  deep-seated  abscess  of  the  liver 
—anil  few  are  not  so  in  their  initiation — should  not  be  thus  treated. 

Of^eralian. — After  administering  an  anesthetic  the  aspirating-ncctlle 
is  introduced  in  the  same  way  and  with  the  same  precautions  as  in 
hepatitis  (sec  above).  Should  pus  flow  through  the  needle,  it  must  be 
immediately  withdrawn,  as  it  is  not  desinibic  to  empty  the  abscess- 
cavity.  Having  by  this  manipiilaticin  settled  the  ]it>sitii>n  and  depth 
of  the  pus,  the  further  steps  are  as  follows  :  With  a  large  trocar  and 
caruiula,  measuring  in  leiiLjtli  from  li])  tn  handle-root  6  inches,  and  in 
diameter  not  less  than  |  inch,  puncture  the  side,  entering  at  the  same 
point  and  pursuing  the  same  track  as  that  followed  by  the  pioneer 
needle.  The  depth  to  be  gained  will  be  gauged  by  the  depth  at  which 
the  aspirator-needle  reached  pus.  When  the  trocar  has  penetrated  the 
prescribed  area  withdraw  the  trocar,  and  when  pus  apjjcars  close  the 
orifice  of  the  raniuila  by  placing  the  tluinib  over  it,  so  as  to  retain  the 
pus  until  tlu-  tube  is  itUroducetl.  The  ne.\t  step  is  to  introduce  nn 
India-rubber  tube  of  a  large  size — larger  than  the  caliber  of  the  can- 
nula. To  effect  this  the  probe  here  described  is  passed  along  the  lube 
and  made  to  catch  into  a  slit  near  its  end.  The  probe  is  a  stout  piece 
of  steel.  I  foot  long,  measured  off  in  inches,  and  with  blunt  ends. 
Close  htrhind  one  end  <if  the  rod  is  a  short,  cur\-ed  steel  spine,  which, 
when  the  rod  is  passeil  aUing  the  lumen  of  the  tube,  catches  the  side 
of  the  tubing  and  allows  the  tube  to  be  drawn  tightly,  so  that  when 
it  is  so  attenuated  it  can  he  introduced  along  the  cannula.  The  writer 
had  this  steel  rod  manufactured  by  Montague,  of  New  Bond  Street, 
London.  The  tubing  is  not  less  than  \  inch  in  diameter,  and  8  inches 
long,  with  ajjcrturcs  cut  near  the  end  to  allow  of  the  ready  entrance 
of  pus.  With  the  tube  stretched  tightly  over  the  probe  it  is  reducet! 
to  a  size  that  renders  it  capable  of  being  passed  along  the  cannula. 
When  the  end  of  the  probe  bearing  the  tube  reaches  the  bottom  of  the 
track — that  is,  the  abscess-cavity — it  is  held  there,  and  the  cannula 
withdrawn  completely,  slipping  it  over  the  tubing.  When  the  cannula 
has  emerged  completely  the  tube  is  allowed  to  slacken  and  the  prube 
is  withdrawn.  We  have  then  a  wide  tube  leading  to  the  bitttom  of  the 
cavity,  and  hy  its  bulk  completely  blocking  up  the  skin-n[»crture  and  the 
variou.s  tissues  traversed  by  it.  The  piece  of  drainage-tube  projecling 
from  the  side  is  now  cut  off  to  within  one  or  two  inches  of  the  skin,  a 
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piece  of  thread  passed  througjh  it  in  case  of  accident,  and  the  whole 
covered  over  by  a  large  mass  of  absorbent  wool,  secured  by  a  light 
bandage  or,  belter  still,  by  strapping. 

If  favorable  .symptoms  tuntinue  the  tube  is  gradually  wiihdiawii 
day  by  day,  until,  wJicii  the  (Jischarge  ceases,  it  is  completely  removed. 
A  smaller  tube  may  be  .substituted  if  the  track  is  not  quite  closed. 

The  rcAukt  t)f  ihis  ii|(»atinii  art  nmst  sati^rMCliiry.  Knur  eases  ihu^  trfated  Tjv  Miiilit-K 
Cowi^  in  Hong  Ktjnc  all  nnuxctcA  ;  3  cndCK  In-atnl  by  ln«pecior-t>mral  Alex»iiilvr  '1  tiiii- 
bull,  K.  N.,  at  llic  N:iviil  llospilAl,  lluti^  Kiiii|:.  nK  rrcoiL-iu-d  ;  ueh)  uf  21  va>r>  tiralnl  by 
ihc  wriltr,  17  tfCdvcrciI  and  4  died.  The  upcrniion  lictc  ircrniMncndevt  is  a  miMlilWalioii  of 
lilt;  (ilai)  of  crcdlnu-iil  follownl  by  Muiimjh,  uud  vltnwn  tu  Uic  wriici  in  Huii^  Konf>.  It 
will  be  iib.icrvcd  llial  mi  n*a'v|tin|<  wil  of  the  cavity  is  recommended.  The  only  cases  Id 
which  Uic  wrilcc  follnwcd  (hat  pluii  i«iiutl«i  in  tlcath,  a)lh«JU|;h,  in  llie  li.indK  of  ollirr  w|kt- 
nlon,  it  seeing  tii  bave  (lutic  goiid.  Il  mnv  be  si  onet  iuil*^l,  hcwcrcr,  dlJil  \<ii  sU|>ra)i«rF>alii: 
KbKCsa  it  is  an  unnccc^^ry  iiml  an  unwii>«  pnnccding.  If  the  diaplttagin  is  intflct  ihcre 
will  be  a  iwidency  lu  cuinpfc^  the  cavity  and  tu  *(iu«w  <\VA  the  piih.  in  it  wrre,  frum 
between  the  <lia]>hn)i:m  nnd  liver.  It  is  quite  puM^blc,  bowuvrr,  wa.-shia^;  mi£ht  (tt>  K(>^>d 
in  luge  inmhcpRlK  absccBftes. 

The  length  of  time  a  tube  may  be  worn  is  indefinite.  As  long  as  dis- 
charge comes  it  should  be  retained.     It  gives  rise  to  no  inconvenience. 

One  patic!n(  npi^raicd  upon  by  the  writer  went  throU(;h  the  (-lii no  Japanese  ramgiaicn  as 
»  war  cormpundciit  with  (be  lube  in  his  siile,  and  il  wa»  unly  when  the  war  wa»  i^rrr  tlial 
he  linally  wiihdiew  the  tube. 

Suprahcfiatic  ab-sccsf;  may  ht  multiple,  as  may  intrahepatic  lesions. 
It  is  le-ss  fre()uently  so;  but  the  writer  has  seen  post-mortem  evidence 
of  one  or  two  small  unruptured  ab.sce.sses  between  the  layers  of  tlie 
broail  ligament  alongside  of  an  ab.scess  that  had  been  tapped  and 
drained.  The  cause  of  death  after  tapping  and  draining  a  supnihcpatic 
abscess  i.s  probably  the  formation  of  another  alongside.  If,  after  suc- 
cessfully reaching  and  draining  an  abscess,  the  symptoms  do  not 
rapidly  improve,  suspicions  ought  to  be  rou.sed  that  another  abscess 
is  present,  in  such  circumstances  it  must  be  promptly  found  and 
drained.' 

Intrahepatic  Abscess.— An  abscess  in  the  substance  of  the  liver 
may  be,  and  often  is,  associated  with  dysentery,  and  may  form  some 
lime  after  the  attack  of  dysenter>'  has  ceased.  The  connection  between 
the  two  diseases  is  accounted  for  by  the  absorption  of  infective  prod- 
ucts from  the  surface  of  the  intestine,  which,  gathered  by  the  radicles 
of  the  portal  vein,  arc  caught  in  the  bnmches  of  that  vein  in  the  liver. 
If  this  etiology  be  the  true  one,  it  is  not  surprising  that  multiple 
abscesses  are  present.  Although  ulcers  of  the  intestine  from  other 
causes — ^typhoid,  tubercular,  cancerous,  etc. — arc  rarely  followed  by 
abscess  of  the  liver,  it  must  be  remembered  thai  dysenteric  inflamma- 
tion of  the  intestine  is  of  a  totally  iliflerent  nature  to  that  met  with  in 
other  di.seascs.  The  attack  is  rapid  in  its  onset,  violent,  and  associated 
with  gangrenous  and  degenerative  processes  little  calculated  to  obliter- 
ate the  veins,  but  rather  to  leave  them  open  and  ready  to  transmit 
infective  fluids  and  particles. 

A  hepatic  abscess  may  attain  enormous  size.  One  half  of  the 
liver  may  be  converted  into  a  bag  of  pus,  while  the  other  half  remains 
healthy  and  carries  on  the  work  of  the  economy.  Hepatic  abscesses 
may  be,  on  the  other  hand,  numerous,  although  one  frequently  pre- 
dominates and  develops,  while  the  others  remain  in  abeyance. 
<« 
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T/u-  Course  of  l^ts. — Suprah;;patic  abscesses  always  tend  to  travel 
upward  toward  the  clicst ;  but  jntrali(;|>atic  abscesses  may  burst  into 
tlie  stomach,  diiudetiitiii,  colon,  the  peritoneal  CJivity,  or  the  cavity 
of  tlie  pleura  ;  they  may  |)crfiiratc  ihc  lung  ami  reiich  a  bronchus, 
or  a<lvaiu:e  aitd  reach  live  abdominal  wall.  It  is  when  the  last  direc- 
tion is  taken  that  surj^ical  intt:rference  is  promnincedly  called  for.  An 
abscess  pushing  forward  toward  the  anterior  abdominal  wall  causes 
inflammation  of  the  peritoneum  on  the  Uver  and  on  the  parietal  patch 
opposite.  At  first  perihepatic  friction  can  be  felt  or  heard ;  but  as  the 
^jerilonilis  advances  the  two  surfaces  become  bound  together,  and  on 
auscultation  it  will  be  foimd  that  in  the  center  tif  the  area  no  frictitm- 
sounds  aro  to  be  heard,  tiut  in  a  circle  arounil  they  are  distinctly  pres- 
ent. This  condition  of  ]iarts  yuides  the  operator  where  to  cut  or 
puncture,  n;imcty.  in  the  center  of  the  dull  patch,  where  the  peritoneal 
surfaces  are  firmly  adherent,  and  where  a  path  is  formed  for  the  pus  to 
reach  the  surface.  The  operation  requires  but  little  skill,  and  is  vcr^' 
difTereiit  in  its  inception  and  manipulation  from  that  required  in  abscesses 
which  protrude  toward  the  back  of  the  liver.  When,  however,  the 
abscess  liuli;es  at  an  inlereostal  siwce,  it  may  be  freely  cut  down  upon 
or  the  pus  drawn  off  by  a  trocar  and  cannula,  and  a  draina{;c-tubc 
inserted. 

Some  operators  recommend  removal  of  a  piece  of  rib  in  almost  all 
liver-abscesses  bulging  laterally,  a  wholly  unjustifiable  step,  unless  the 
abscess -cavity  is  enormous  and  the  delay  in  ojieration  has  allowed  the 
pu-^  to  ]>iish  up  ami  atisarb  the  diaphntgtn,  thereby  attaining  the  nature 
of  an  empyema  ratlier  than  a  hepatic  abscess. 

Delay  in  operation  has  the  most  faUil  consequences  in  all  abscesses 
in  the  hepatic  area.  Careful  examination  of  the  liver  by  percussion 
and  auscultation,  combined  with  the  jjcncral  symptoms  and  signs  when 
they  suggest  the  possibility  of  pus,  ought  to  lead  to  exploratorj'  punct- 
ures. To  allow  an  abscess  to  attain  the  dimensions  and  position  of 
an  empyeni;i.  to  occupy  a  large  area  of  the  liver,  to  advance  and  point 
anywhere  u]H>n  the  wall  of  the  abdomen,  is  unjustifiable.  The  notion 
that  it  is  .safe  to  allow  the  pus  to  determine  its  own  course  and  exit  is 
pernicious. 

If  the  abscess-cavity  is  lai^e,  if  the  chwt-wall  for  some  distance 
forms  part  of  the  boundar)',  a  counteropening  is  adsisable.  If  the  pus 
in  an  ahscess  of  siicli  dimensions  and  adhesions  is  foul,  the  cavity  may 
be  wast  led  mit  with  a  disinfecting  lotion.  Perhaps  crcolin  (i  :6oo)  is 
the  best  for  the  purpose.  With  a  cnunteropening  there  is  not  the  same 
danger  in  washing  out  the  cavity  as  wJien  only  one  opening  leads  to 
the  abscess. 

H.  Opt'ratioH  by  Incision. — /.  hi  the  Abdominal  Wall. — {a)  Whtu 
Adht-sions  lutvc  OccurrM. — Into  the  area  at  which  pus  in  the  liver  has 
beer  diagnosed  an  aspirator- needle  is  thrust;  and  while  the  cannula  is 
left  in  position  as  a  guide,  an  incision  some  3  inches  long  is  made  m 
the  abtlnminjl  wall.  When  the  parictcs  is  fully  incised,  and  firm 
adhesions  art;  seen  to  obtain,  a  sinus-forceps  is  pushed  along  the 
cannula  into  the  ab3CC5S-ca\it}'.  The  neetlJe  is  now  withdrawn  and 
the  blades  of  the  forceps  expanded.  Through  the  ai>erttire  thus  made 
the  forefinger  is  introduced  and  the  abscess-cavity  examined.  A  large- 
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sized  drain agt:-tu be  of  a  suilablc  IcnRtli  and  some  \  inch  in  diameter  is 
inserted,  and  when  the  abscess-cavity  is  fairly  well  drained  of  pus  an 
antiseptic  dressing  is  applied. 

It  ni;iy  be  said  about  lliis  u|>eratiQn  that,  for  the  sake  of  the 
patient,  livirr-ahscesses  should  nut  be  allowed  to  reach  such  a  stage. 
That  pus  shouhl  lie  allowctl  to  collect  in  the  hvcr  in  sufficient  quan- 
tity to  destroy  thu  tissue,  until  such  lime  as  the  wall  adliercs  to 
the  parietes  of  the  abdomen,  can  be  explained  cither  b)'  the  patient 
havinjj  come  for  treatment  at  a  late  period  (a  thing  not  at  all  likely), 
or  that  tile  practitioner  has  failed  to  diagnose  the  disease.  W'lien 
such  is  the  case,  then  the  operation  described  above  '•»,  of  course,  nec- 
cssar>-.  What  gout!,  however,  can  come  of  disturbing  the  friable  and 
tender  wall  of  the  abscess  by  introducing  the  finger,  or  wliat  better 
chance  the  patient  ha.s  by  the  infonnation  so  gained,  one  fails  to  see. 

{b)  WluH  fto  adhesions  limr  taken  place  betuxen  the  liver  and  the 
abdominal  parietes,  or  when  such  adhesions  are  unreliab/e,  the  surface 
of  the  liver  is  to  be  stitched  to  the  margins  of  the  abdominal  wound 
by  a  double  row  of  sutures.  The  parts  arounil  may  then  be  pro- 
tected by  packing  with  antiseptic  gauze  and  opened  immediately;  or 
the  wound  covered  with  an  antiseptic  dressing  and  tlic  pus-cavi^  cut 
into  a  day  or  two  later. 

There  are  various  difficulties  withwliich  to  contend  hi  this  proceed- 
ing. In  the  first  place,  it  is  very  difficult  to  get  stitches  to  hold  in  an 
inflamed  liver.  The  material  is  very  friable  at  best,  but  much  more 
so  when  it  is  inflamed  and  on  the  point  of  breaking  down  before  the 
advancing  pus  beneath.  Moreover,  if  the  pus  is  near  the  surface  of 
the  liver,  which  in  nine  cases  out  of  ten  it  is,  there  is  a  great  chance 
of  the  needle  used  in  applying  the  suture  penetrating  the  abscess- 
cavity  and  allowing  the  pus  to  escape. 

//.  //;  ///(■  Oiest-tcall. — When  the  aspirator-needle  inserted  through 
the  chest-wall  proclaims  pus  to  be  present,  the  slt-jw  adopted  by  some 
surge<ins  are  as  follows  :  An  incision  of  .suflficient  size — some  4  inches 
in  length — is  made  in  the  skin  adjacent  to  the  spot  punctured  by  the 
needle.  If  it  is  evident  that  the  ribs  encroach  on  the  intercostal  space 
so  as  to  interfere  with  the  subsequent  manipulations,  2  inches  or  more 
of  the  obstructing  rib  must  be  excised.  The  diaj»hragm  is  then  to 
be  stitched  to  the  (skin)  margins  of  the  wound,  and  a  forceps  thrust 
through  the  diaphragm  and  expanded.  When  an  ajK-Tture  J^  niaile  in 
the  diaphragm  sufficiently  large  to  gain  .«ighl  of  the  liver,  the  two  are 
stitchetl  together.  The  abscess-cavity  is  then  opened  and  a  drainage- 
lube  pushed  into  the  cavity.  When  empty,  suitable  dressings  are 
applied  and  rcnewcvl  as  often  as  occasion  requires.  One  point  of  great 
consequence  in  this  operation  is  the  danger  run  in  opening  the  pleura. 
When  such  an  untoward  cx'cnt  occurs  pneumothorax  will  ensue  or 
pus  will  find  its  way  in  the  pleural  cavity.  To  obviate  such  catastro- 
phy.  it  is  necessary  to  sew  up  the  pleural  wound  before  any  farther 
step  is  taken.  About  this  o|>cration  the  only  remark  to  be  made  is 
that  when  the  pus  is  absolutely  bulging  at  an  intercostal  space,  it  is 
no  doubt  within  the  sphere  of  rational  surgery ;  but  with  a  deep-seated 
abscess  the  sooner  such  an  operation  is  held  to  be  obsolete,  the  l)etler. 

Neil  MacLeod,  of  Shanghai,  uses  a  metal  drainage-tube  which  has 
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some  advantages.  He  condemns  excision  of  a  part  of  a  rib  as  unnec- 
essary, and  declares  it  inexpedient  to  attempt  to  stitch  the  liver  to  the 
coverings. 

In  dealing  with  liver-abscesses  the  writer  has  successfully  employed 
the  plan  shown  him  by  Manson — namely,  by  the  trocar  and  cannula — 
and  he  has  seen  it  used  in  the  hands  of  others  with  even  better  results. 
(See  the  cases  of  Cowie  and  In  specter- General  Turnbull  mentioned 
above.)  The  writer's  method  differs  from  that  of  Man.son's  in  being 
more  simple  and  easy  of  performance;  but  in  principle  it  is  Manson's 
plan  which  he  has  followed,  and  with  pronounced  success.  The  ques- 
tion resolves  itself  into  this:  If  the  patient  is  left  until  pus  bulges  at 
either  the  abdominal  or  intercostal  walls,  there  need  be  no  hesitation 
of  putting  a  knife  into  the  abscess  more  than  .in  any  other  part  of  the 
body;  but  no  practitioner  is  justified  in  allowing  a  liver-abscess  to 
reach  that  stage.  Aspiration  is  not  only  easily  performed,  but  is  so 
directly  beneficial  to  the  inflamed  liver  that  there  need  be  no  hesitation 
in  even  the  first  days  of  threatening  abscess  so  to  act.  When  pus  is 
found,  say  5  inches  from  the  surface,  more  especially  when  the  needle 
has  entered  by  an  intercostal  space,  then  the  trocar  and  cannula  is  the 
only  rational  method  of  treatment. 

MYCETOMA {  MADURA  FOOT;  THE  FUNGUS  FOOT  OF  INDIA. 

The  disease  indicated  by  the  above  names  is  usually  spoken  of  as 
"  Madura  foot."  Madura  is  a  large  city  in  Southern  India,  in  the  dis- 
trict around  which  the  disease  is  most  prevalent.  The  disease  also 
prevails  in  several  parts  of  India,  however,  more  especially  in  the  dis- 
trict north  from  Bombay,  between  the  valleys  of  the  Indus  and  the 
Ganges,  and  again  in  Kashmere.  If  report  be  true,  it  is  not  confined 
to  India,  for  it  exists  in  the  French  provinces  of  Indo-China.  Hut 
even  in  Europe  cases  have  been  described  which,  according  to  the 
Italian  observers,  exactly  resemble  Madura  foot.  Xor  are  the  conti- 
nents of  Africa  and  America  exempt,  for  we  have  accounts  of  myceto- 
matous  disease  from  Algeria  and  from  both  North  and  South  America. 
{For  the  patliology  of  this  afiection  see  Vol.  I.,  Chapter  VII.) 
Surgical  treatment  is  usually  confined  to  amputation  of  the  dis- 
eased part. 
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Abrasions  of  the  cornea,  833 
Abscess,  alveolar,  45 
treatment,  47 
anal,  507 
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chronic.  509 
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Acute  catarrhal  rhinitis,  80 
diffuse  cellulitis  of  neck,  114 
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intestinal  obstruction,  339 
mastitis,  349 
prostatitis,  544 
treatment,  545 
Adenocarcinoma  of  breast,  363 
Adenoid  growths,  removal  of,  84 
Adenoma  of  breast.  340 
treatment,  343 
of  esophagus.  178 
of  larynx,  136 
of  male  breast.  273 
of  pharynx,  76 
of  stomach,  369 
of  thyroid  gland,  153 

treatment.  156 
of  vulva,  631 
Adhesions,  intestinal  obstruction  by,  349 
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Age,  influence  of,  in  acute  intestinal  obstruc- 
tion, 741 
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Ainhum,  907 
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treatment.  47 
periostitis,  47 
process,  tumors  of.  43 
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Anastomosis,  intestinal,  by  Landerer's  potato 
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of  skin,  995 
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of  renal  artery,  595 
Anger's  operation  for  ingrowing  nail,  909 
Angina,  Ludwig'^,  115 
Angioma  of  auricle,  845 
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of  heart,  248 
of  larynx,  136 
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of  nose,  82 
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Aniridia.  805 
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treatment.  67 
Anomalies  of  kidney,  575 

of  ureter.  568 
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Anteversion  of  uttrus.  666 
Antrum  of  Highmore,  empyema  of,  93 
Antrum-empyema,  48 
AntTum-operation  fur  mastoiditis.  865 
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treatment,  586 
Anus,  abscess  of.  507 
artificial,  394 
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treatment,  524 
congenital  malformations  of,  504 

treatment,  506 
diseases  of.  ■,04 
fissure  of,  512 

treatment.  513 
injuries  of,  506 

treatment,  507 
irritable  ulcer  of,  51a 

treatment,  513 
prolapse  of,  518 
treatment,  510 
Apparent  reduction  of  hernia,  467 
Appendieeclomy,  closure  uf  stump,  412 
drainage  in,  413 
simple  method.  410 
Appendicitis,  acute,  operation  in.  416 
catarrhal,  400 
chronic.  404 
diagnosis,  405 
etiology,  397 
gangrenous.  403 

influence  of  age  and  race  in,  738 
in  nav;il  service.  965 
occurrence  iif.  398 
paihcilnKy,  397 
perfornlive.  402 
prognosis,  404 


Appendicitis,  recurrent.  404 
relapsing.  404 
suppurative,  401 
symptoms.  399 
treatment.  406 
medical,  407 

operative,  change  of  dressings,  424 
closing  stump,  412 

Dawbarn's  method,  412 
McBurney's  method.  413 
dramage,  413 
fistula:  after,  425 
in  acute  stage.  416 

in  which   peritoneum    need  not  be 
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when  the  jwritoneal  cavity  must  be 
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McBurney's  method,  414 
simple  niethoil.  410 
when  to  operate  in  acute  stage,  417 
surgical.  407 
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Appendicular  colic,  399 
Appendix  vermiformis.  anatomy  of.  396 

inflammation  of.  396.     See  ApfendUith. 
strangulation  of  intestine  by,  349 
Arcus  juvenilis,  799 

senilis,  800 
Argyll-Robertson's  pupil.  805 
Arthritis,  gonorrheal,  756 
Artificial  anus,  closure  of,  394 
pupil,  iridectomy  for,  835 
respiration,  220 

in  asphyxia  during  anesthesia.  223 
Sylvester's  method.  220 
Artillery  guns,  development  of,  917 
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operation  for  deviations  of  nasal  septum.  91 
Asphyxia  during  anesthesia,  artificial  respira- 
tion in,  223 
Association-neuroses,  1008 
Ataxia,  hysterical,  1000 
Aihelia,  233 
Atresia  of  meatus,  846 
of  vagina,  633 
treatment,  634 
Atrophic  rhinitis,  Bi 
Alrophy  of  breasi,  236 
of  choroid,  80C 
of  optic  nerve.  822 
of  retina,  818 
of  thyroid  gland,  150 
optic,  hereditary.  821 
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Autophony,  847 
Avenoliths,  354 
Axillary  bodcr  of  heart,  cancer  of,  364 

Bacillus  of  syphilis,  757 
lialanilic  hypospadias,  530 
Balanitis,  531 

in  gonorrhea,  754 
Balnnoposthitis,  531 
Balloltemcnt  of  kidney.  576 
B.inds,  intestinal  obstruction  by,  349 
Bassini's  method  for  radical  cure  of  femoral 
hernia,  501 
for  radical  cure  of  hernia.  493 
Beni^rn  neoplasm,  influence  of  age  and  race  in, 

737 
tumors  of  rectum.  523 
Beriberi,  influence  of.  in  tropical  surgery.  1035 
Bile-ducts,  cancer  of,  447 
Biliary  p.issages.  cancer  of,  446 

surgery  of,  439 
Bisection  of  kidney,  603 
Biskra  button,  890 
Bladder,  affections  of,  553 
epithelioma  of,  5^3 
female,  diseases  of.  708 

hyperemia  of,  709 
hernia  of,  484 

treatment.  485 
puncture  of,  for  retention  of  urine,  538 
rupture  of,  553 
atone  in.  556 

due  to  foreign  bodies.  SS7 
operations  for.  558 

lateral  lithotomy,  559,  560 
lilhotrity,  561 
median  lithotomy,  558 
perineal  lithotrity,  561 
suprapubic  lithotomy,  559 
symptoms,  557 
tuberculous  disease  of,  555 

tre;)imenl.  556 
tumors  of,  563 

trcatmtjnt.  564 
wounds  of,  553 
Blepharitis,  marginal.  839 
treatment.  830 
pustulosa,  8^9 
squamosa,  839 
ulcerosa.  839 
Boil,  oriental.  890 
Boiler  explosions  on  shipboard.  963 
Bond's  operation  for  hydatid  of  liver.  434 
Bones,  gunshot  wounds  of.  936 
Brain,  concussion  of,and  traumatic  neuroses, 

983 

otitic  diseases  of,  870 
Brain-abscess  from  ear-disease,  874 

treatment.  876,  881 
Branchial  clefts,  gg 

dermoids,  99,  103 

fistula,  too 
Breiusl,  abscess  of,  252 

absence  of.  232 

adenocarcinoma  of,  263 

3dcn<ima  of,  24a 
treatment.  243 

anatomy  of,  227 

angiiima  of,  248 

arteries  of,  231 

atrophy  of,  236 

atrophying  scirrhus  of,  360 

carcinoma  of,  257 


Breast,  carcinoma  of,  acinous,  358 
axillary  border  of,  364 
colloid.  360 
diagnosis,  367 
influence  of  race  in,  735 
medullary,  358 
scirrhous.  359 
symptoms,  264 
cancereus  cachexia,  367      . 
secondary  deposits,  266 
treatment.  367 
tubular.  358 
varieties.  258 
chondroma  of,  248 

chronic  suppurative  inflammation  of,  353 
cold  abscess  of,  353 
cys Ill-adenoma  of,  243 
cysts  of.  343 

treatment,  246 
development  of,  325 
diffuse  hypertrophy  of,  334 

treatment,  236 
evolution-cysts  of,  246 
fibro-adcnoma  of,  338 
fibroma  of,  237 
cystic,  339 

treatment,  240 
pathology,  237 
solid,  338 

treatment.  238 
infantile  hypertrophy  of,  339 
inflammation  of,  348.     See  KtaslUis. 
lipoma  of.  347 
lymphatics  of,  228 
male,  adenoma  of.  372 
benign  tumors  of,  372 
diseases  of.  371 
fibroma  of.  275 
involution-cysts  of,  373 
mastitis  of,  373 
myumu  of.  272 
sarcoma  of,  274 
scirrhous  cancer  of,  373 
tuberculosis  of.  273 
mucoid  cysts  of,  246 
myxoma  of.  256 
nerves  of,  331 
osteoma  of,  248 
regions  of,  228 
sarciima  of.  254 
cystic,  354 
prognosis.  356 
solid,  256 
supernumerary,  333 
surgery  of,  325 
syphilis  of,  353 
tulicrculosis  of,  253 
tuberculous  abscess  of,  353 
villous  papilloma  of,  343 
Breasts,  supernumerary,  333 
Hridge  of  nose,  sunken.  86 
Broad  lip^ment,  hematoma  of.  696 
Brodie's  operation  for  fissure  of  anus,  513 
Bronchi,  foreign  bodies  in,  129 

treatment,  132 
Bronchocele,  cystic,  153 

fibrous,  15a 
llmnchus.  rupture  of,  igr 
hrophy's  operation  for  cleft  palate,  36 
Bubo,  bullet-.  759 
in  gonorrhea.  750 
parotid.  r62 
Bubonocele,  472,  474 
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Buccal  cleft.  19 

Bull  and  Coley's  method  for  radical  cure  of 

hemia.  496 
Bullet,  heat  of,  produced  by  penetration,  927 

rifle,  varieties  of,  915,  916,  917 

Tweed  ie,  917 
Bullct-hubo,  759 
Buphthalmos,  799,  815 
Burn,  deforiDity  of  mouth  from,  19,  20 
Burns  of  eye,  623 

of  skin,  887 

Cachexia,  urinary,  589 
Caesarean  section,  683 
Calcareous  deposits  of  ovary,  648 
Calcification,  701 
Calculi  in  water,  573 
prostatic,  547 
sahvary,  34 
Calculous  anuria,  584 

treatment,  586 
Calculus,  impacted,  53S 
in  bladder,  556 
nasal,  83 

obstruction  of  urethra  by,  538 
renal,  589 
cause,  583 

complications  of,  584 
diagnosis,  584 
medical  treatment,  585 
pathological  anatomy,  5S2 
prognosis,  584 
surgical  treatment.  585 

nephrectomy,  586,  587 
nephrolithotomy,  585,  586 
nephrotomy,  585.  587 
pyelolithotomy,  585 
symptoms,  583 
salivary,  161 
vesical,  in  female.  71 

influence  uf  age  and  race  in,  744 
Canal  of  Nuck,  hydrocele  of,  631 
Cancer  en  cuirasse.  266 
of  bile-ducts,  447 
of  biliary  passages,  446 
of  cystic  duct,  446 
of  gall-liladdcr,  446 
of  lip,  31 
of  penis.  532 

of  scrotum,  chimney-sweeps',  902 
of  skin,  897.  See  Skin,  cancer  of. 
of  tongue,  36 

Kochers  ciccision  in,  39 
symptoms,  37 
treatment,   38 

Whiteheads  excision  in.  40 
Cancennis  cachexia  in  carcinoma  of  breast,  267 
Cancrum  oris,  35 
Canister.  918 

Capsulopupillary  membrane,  805 
Carbuncle  of  lip,  30 
Carciniima,  influence  of  race  in.  733 
intestinal  oljstruciion  by,  380 
of  anus,  523 

trc;itment,  524 
of  bri'.ist,  257 
acinous,  358 
axillary  border,  264 
diagnosis,  267 
influence  of  race  in,  735 
medullary.  258 
scirrhous,  359 
symptoms,  364 


Carcinoma  of  breast,  treatment,  367 
tubular,  958 
varieties,  358 
of  cervical  lymphatic  glands,  136 
of  chest- wall,  306 
of  esophagus,  179 
of  Fallopian  tubes,  644 
of  jaw,  60 

treatment,  61 
of  kidney,  592 
of  male  breast,  373 
of  meatus  of  ear.  852 
of  mesentery  and  omentum,  395 
of  nose,  82 
of  ovary,  650 
of  parotid  gland,  164 
of  prostate,  546 
of  rectum,  524 
treatment,  536 
colotomy,  528 
excision,  526 
linear  proctotomy,  538 
of  stomach,  369 
of  testicle,  623 
of  tonsils,  74 
of  uterus,  726 
diagnosis,  738 
influence  of  race  on.  735 
prognosis,  728 
symptoms,  728 
treatment,  728 
Caries  of  costal  cartilages,  206 
of  ribs,  3o6 
of  sternum,  306 
of  teeth,  62 
of  tympanum,  860 
Cartilages  of  larynx,  fracture  of,  106 
Caruncle,  urethral,  631 
Casper's  iiretercystoscopc,  567 
Castration  for  enlarged  prostate,  552 
Cataract,  808 

anterior  polar,  808 
concussion,  823 
congenital,  808 
diabetic,  809 
dotted,  808 

due  to  local  causes,  809 
extraction  of,  836 
hypermature,  808 
infantile.  809 
lamellar.  808 
malure.  808 
nuclear,  808 
operations  for.  835 

curet-evacuation  and  suction,  B36 
discission.  835 
extraction,  836 
posterior  polar,  808 
pyramidal,  808 
senile,  809 
treatment.  810 
7imular,  80S 
Catarrh,  spring,  792 
Catarrhal  appendicitis,  400 
Catheter,  evacuating.  560 
Catheterization  of  ureters,  566 
Catheters,  silver,  536 

soft,  536 
Cecum,  hernia  of,  487 
Celiotomy,  technic  of.  275 
Cellulitis  of  neck,  114 

acute  diffuse,  treatment,  115 
pelvic,  663 
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Cellulitis,  submaxillary,  115 

Cemcntomes,  64 

Central  sarcoma  of  jaw,  59 

Cerebellar  abscess  from  ear-disease,  treatment. 

883 
Cervical  auricle,  99 
dermoids,  103 

lymphatic  glands,  acute  inflammation  of.  [l6 
carcinoma  of,  136 
diseases  of,  116 
inflammation  of,  116 

treatment,  \\^ 
sarcoma  of.  135 
syphilis  of,  135 
tuberculosis  of,  itB 
treatment,  121 
rib,  id6 
Cervix  uteri,  amputation  of,  675,  676 

laceration  of,  674 
Chalazion,  831 
Chancre,  hard,  758 
characters,  759 
diagnosis,  761 
prognosis,  762 
Hunterian,  738 
of  lip,  30 
Chassepot  rifle,  916,  919 
Cheiloplasiy,  ai 
Cheloid,  893 
Chest,  concussion  of,  186 
exploratory  puncture  of,  309 
gunshot  wounds  of,  936 
injuries  of,  186 
operations  on,  309 
penetrating  wounds  of,  r88 
Chest-wall,  actinomycosis  of,  ao7 
carcinoma  of,  306 
caries  of,  306 
contusions  of.  186 
diseases  of,  206 
gummata  of,  307 
necrosis  of,  ao6 
sarcoma  of,  3o6 
tumors  of.  ao6 
wounds  of,  187 
Chilblains,  S87 

Chimney-sweeps'  cancer.  611,  903 
Choked  disk,  830 
Chulnngitis,  446 
Cholecystectomy.  441 

remarks  on,  445 
Cholecystondysis,  441 
Choice  ys ten  Icrostomy.  444 

remarks  on,  446 

Chok-cystolomy,  440 

ideal,  441 

remarks  on,  444 

Choledochoduodcnolomy,  444 

Choledochotomy,  442 

remarks  on.  445 
Cholelithiasis.  439 

operative  trt>atment,  440 
choll■cystcndysi^,  441 
cholccystenterostomy.  444.  446 
cholecystolomy,  440 
choledochoduodencHomy,  444 
choledochotomy,  442 
ideal  cholecystotoniy,  441 
sympliims.  439 
Cholelilliolrity.  443 
Chondroma  of  breast.  248 
of  chest-wall,  306 
of  larynx,  136 


Chondroma  of  nose,  83 

Chonlcc.  750 

Choroid,  affections  of,  805 

atrophy  of,  806 

congenital  abnormalities,  807 

hemorrhage  from,  807 

inliammatinn  of,  805 

rupture  of,  823 

sarcoma  of,  807 
Choroiditis,  805 

central,  806 

circumscribed,  806 

disscminatcii,  806 

syphilitic,  806 

tubercular,  806 
Chronic  appendicitis,  404 

intestinal  obstruction,  379 

lar>'ngitis,  133 

prostatitis,  545 
Chyluria,  filarial,  1039 
Cicatricial  stricture  of  esophagus,  183 

tissue,  contraction   of,  deformity  of  mouth 
from,  19 
Ciliary  body,  affections  of,  801 

muscular  disturbances  of,  805 
Circular  enterorrhaphy,  382 
Circumcision  for  phimosis,  530 
Cirrhosis  mamma;,  250 
Cirrhotic  rhinitis,  81 
Clap  threads.  754 
Clark's  pustural  drainage,  283 
Clavus,  890 
Cleft  palate.  18 

operations  for.  34 
Hriiphy's  36 
Killebrown's,  37 
l^tngenbcck's,  25 
I'orter's,  36 
Rose's.  35 
treatment,  21 

by  mechanical  appliances,  38 
Clefts,  branchial.  99 
Clergymen's  sore  lliroal.  69 
Closure  of  jaws,  65 
Cold  abscess  of  breast,  252 
Colic,  appendicular,  399 

intussusception.  337 
Colles's  law,  795 
Colloid  carcinoma  of  breast,  360 
Coloboma,  805,  807,  833 

Icntis,  811 

of  auricle.  843 
Colon,  ciingcnilal  entargctneni  of, 344 

idiopathic  enlargfment  of,  344 
Co1on>1>ai-illiis  and  peritonitis.  318,  319 
Colopexy,  393 
("oliislomy,  393 
Colotiimy  for  cancer  of  rectum,  538 

inguinal.  392 
Colpitis,  637 

Colpo[H'rineorrhapliy.  668 
C^olumnar  cartilage,  dislocation  of  89 
Columns  of  rectum.  504 
('ommnn  bile-duct,  anatomy  of,  430 
Commotio  Ihor.icica,  186 
Concussion  of  brain,  neuroses  from.  983 

of  chest,  1B6 

"f  chesi-wall.  treatment.  187 
('oncu*>sion-calaract,  833 
Coni'ussion-injunes  of  eye.  823 
Condyloma  acuminatum.  8g3 

syphilitic,  763 
Congenital  cataract,  808 
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Congenital  cecal  )iernia,  487 

deformilies,  influtnct'  of  race  on.  739 
cnlnrgemcnt  of  culon.  344 
fistula  of  auricle,  842 
hernia,  450 

malformations  of  anus,  504 
of  crystalline  lens,  811 
of  Fallopian  tubes.  636 
of  neck.  99 
of  ovary, 625 
of  penis.  530 
of  rectum,  504 
of  stomach,  360 
of  uterus,  626 
of  vagina.  639 
syphilis,  770.     See  Syphilis,  keredilary. 
Congestion  of  conjunctiva.  789 
Conical  cornea,  operations  for,  833 

dilating  sounds.  541 
Conjunctiva,  affections  of,  789 
congestion  of.  789 
hyperemia  of,  789 
inftammation  of.  789 

treatment.  792 
new  growths  of.  794 
thickenings  of,  794 
wounds  of,  833 
xerosis  of,  794 
Conjunctivitis  excited  by  drugs,  793 
follicular,  793 

treatment,  794 
purulent.  790     ' 
treatment.  793 
Consecutive  hernia  of  lung,  aoo 
Contraction  of  cicatrical  tissue,  deformity  of 

mouth  from.  19 
Contracture,  hysterical,  1000 
Contusion  of  kidney,  579 
prognosis,  580 
ircatmi-ni,  580 
of  lung,  191 
Contusions  of  chest-wall,  186 
of  neck,  106 
of  scrotum,  6ro 
of  testicle,  610 
of  vulva.  629 
Coprostasis.  355 
Cornea,  abrasions  of,  833 
affections  of,  795 
alterations    in  size,  shape,  and  transparency 

of.  799 
conical,  operations  for.  833 
dermoid  tumor  of,  800 
foreign  bodies  in.  823 

removal  of,  833 
inflammation  of.  795 
nebula  of.  797 
new  growths  of,  800 
operations  on,  8,53 
tattooing  of,  B33 
transverse  film  of,  800 
ulcers  of.  796 
dendritic.  797 
gray.  796 
neuropathic,  798 
serpiginous,  797 
suppurating.  796 
torpid,  796 
tr.iumalic,  797 
trcatmi-nl,  798 
with  febrile  affections.  798 
with  ophth.ilmia.  797 
Corns.  B90 


Corns,  treatment.  890 
Cornu  tiitancum,  891 

of  auricle,  846 
Cornual  gestation  or  pregnancy.  691,  707 
Corpus-luteum  cysts.  654 
Catling's  operation  for  ingrowing  nail.  909 
Cowperitis,  751 
Cricoid  cartilage,  cysts  over,  104 

fracture  of,  106 
Critchetts  method  of  tenotomy,  837 
Cross-body  truss.  454 
Crural  hernia.  478.     Sec  Ftmoral  hernia. 
Crystalline  lens,  affections  uf.  808 
congeniLil  malformations  of,  811 
dislocation  of,  823 
subconjunctival  dislocation  of,  834 
Curet-cvacunlion  of  cataract,  836 
Curettage  of  uterus,  643 
Curtis's  nasal  trephine,  90 
Cutaneous  horns,  891 
Cutis  pendula,  S96 
Cut -throat.  107 

peculiarities  and  dangers  of.  108 

treatment  of,  108 
Cyclitic  membrane,  811 
Cyclilis,  801 

constitutional,  803 

treatment,  804 
Cycloplegia,  805 
Cyst,  lacteal,  346 

lymphatic,  of  neck,  105 
Cystic  bronchocele.  153 

duct,  anatomy  of,  430 
cancer  of,  446 

hydrocele,  616 

hygroma  of  neck,  104 

sarcoma  of  breast.  354 

tumor  of  lip.  30 
of  nose.  83 
Cystitis.  554 

in  femaie,  708 
treatment.  710 

treatment.  555 
Cysto-adennma  of  breast,  34a 
Cystocelo.  666 

o])eration  for,  668 
Cystoma  of  esophagus.  178 

of  ovary,  653 
Cvsionephrosis,  595     ■ 

infected,  599 

ncin-infccied,  595 
Cystoscope.  537 

use  of,  537 
Cysts,  branchial.  103 
dermoid,  99 

corpus-Iutcum,  654 

of  breast,  343 
evolution,  246 
treatment.  246 

of  hyoid  bone,  103 

of  jaws,  53 

of  larvnx.  136 

of  lower  jaw.  55 

of  omentum  and  mesentery.  395 

of  ovary,  653 

of  tongue,  103 

of  tonsils,  73 

of  upper  jaw.  denligerous.  54 
treatment.  54 

of  urnchus,  395 

of  vagina.  635 
treatment,  636 

of  vulva,  631 
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Cysts,  pancreatic.  447 
sebaceous.  887 
thyrolin^a],  loa 
Czcrny's    method    fdr  radical  cure  of  hernia, 

49a 
Cierny-l-cmbcrt  suture.  38a 
Czcrny-Kisel  mtthod  for  radical  cure  of  hernia, 
492 

Dacryocystitis,  acute.  839 

chronic.  Sag 
LUcryoliths,  838 

Diwharn's  method  of  closing  stump,  413 
Deafness,  hysterical.  997 

diagnosis.  loia 
Deformities  of  tips,  17 

of  mouth.  17 

of  nose,  repair  of,  85 

of  teeth,  61 
Delhi  boil,  890 

Dendritic  ulcers  of  cornea,  797 
Dentitfurous  cysts  of  jaw.  54 
Derbyshire  neck,  155 
Dermatitis,  885 

calorica.  8S7 

congelationis,  8S7 

medicamentosa,  886 

rhus,  885 

traumatica,  885 

treatment,  886 

venenata,  885 
Dermoid  cysts  of  auricle,  846 
Dermoids,  branchi.-tl,  103 

cervical.  103 

cutaneous.  888 

of  ovary,  652 

sublitigunl.  103 

thyrolingual,  103 
Desqu,im:itive  inflammation  of  meatus  of  ear, 

851 
Detachment  of  retina.  818,  834 
Deviations  of  nasal  septum.  90 
Diabetes,  influence  of,  in  tropical  surgery.  loas 

po5t-traumatic,  989 
Di.)bc1ic  cataracts,  809 

xanthoma,  697 
Diaphragm,  rupture  of,  1B9 

wounds  of.  189 
Diaphragmatic  hernia,  189,  334 
symptoms.  190.  334 
treatment,  190,  336 
Dilatation  of  esophagus  by  bougies.  183 

of  ureter,  573 
Diphtheritic  ophthalmia,  791 
treatment,  793 

pharyngitis.  69 
Diptera-eggs  in  nose.  83 
Direct  inguinal  hernia,  478 
Discission,  835 
Dislocation  of  coUimnar  cartilage,  89 

of  crystalline  lens,  833 

of  teeth,  61 
Displ.icements.  uterine,  664 
Distichiasis,  831 

Diveriieul.i,  pharyngeal,  99,  loi 
Drainage  in  .ibdominal  surgery,  383 

of  pericardium,  318 

of  pleural  cavity,  sto 
Dres-;]ni;s  in  abdominal  surgery,  386 
t)riiij.eruplion'i,  887 

Dudley  s  operation  for  procidentia  uleri,  669 
Duodenum,  ulcer  of,  379 
Duplay's  operation  for  hypospadias,  530 


Dysmenorrhea,  664 
Dysparcunia,  637 

Ear,  foreign  bodies  in,  853 
middle.     See  Tympanunt. 
secretion  anomalies  of,  847 
surgery  of,  84a 
Ectopia  ienlis,  811 
pupillx.  805 
vesicae,  553 
Ectopic  gestation,  690 

concurrent  with  uterine  gestation,  706 
diagnosis,  695 
after  fourth  month,  697 
prior  to  fourth  month,  695 
etiology,  691 
pathology.  693 

primary  extraperitoneal  rupture  in.  696 
primary  intraperitoneal  rupture  in,  695 
repeated,  706 
symptomatology,  695 
traumatic,  707 

treatment  after  fourth  month,  704 
prior  to  fourth  month,  701 
septic  cases.  703 
twin.  706 

utero -abdominal,  707 
Kctropion,  831 

operation  for.  840 
ftdema  of  glottis.  133 

lilectrical  injuries,  neuroses  from.  980.  983 
Elephantiasis  congenita  fibrosa.  896 
nevoid,  1031 

of  extremities,  treatment.  1030,  1031 
of  vulva,  630 
scroti,  103 1 

treatment,  I033 
Elephantoid  fever,  1030 
Embolism  of  retinal  arteries,  817 
EmmeCs  operation  for  laceration  of  perineum, 

680 
Emphysema,  196 
treatment,  197 
Empyema.  199 
double,  treatment,  314 
of  antrum.  48.  93 
of  frontal  sinus.  96 
of  maxillary  sinus.  93 
treatment.  199 
Enchondroma  of  jaws,  57 

treatment,  57 
Encysted  hernia.  474 
Endocervicitis,  639 
Kndognathion,  18 
Endometritis,  639 

treatment,  641 
Endosalpingilis,  gonorrheal.  645 
ICndothelioma  of  ovarv,  6i;o 
End-lo-en<i  intestinal  anastomosis.  38a 
Enfield  rifle.  916 

Engineer's  force  in  navy,  dangers  of.  961 
English    navy,  relative   frequency  of  surgical 

diseases  in.  958 
Enlarged  prostate,  547 
treatment,  550 
castration,  c^^a 
prostatectomy,  S5* 
vasectomy,  551 
Enierectomy,  381 
Enteric  intussusception,  337 
Enlero-anasiomosis,  38a 
Enlerocele.  459 
partial.  463 
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En tero -enterostomy,  394 
Enteroliths,  354 

intestinal  obstruction  by,  354 
Enteroplasty.  380 
Enterorrhaphy,  382 

circular,  382 

Maunsell's  method,  385 
Enterostomy,  38a,  391 
Enterotomy,  378 
Enterovaginal  fistula.  689 
Enterovcsical  fistula,  689 
Entropion,  831 

operation  for,  839 
Enucleation  of  eyeball,  838 
Epicanthus,  832 
Epididymitis.  618 

chronic,  619 
Epididymo-orchitis,  61S 
Epigastric  hernia.  488 
Epiphora,  828 

operation  for.  840 

treatment,  829 
Episcleritis,  800 
Epispadias,  530 
Epithelial  odontome,  64 
Epithelioma  molluscum.  S93 

of  auricle,  845 

of  bladder,  563 

of  gums,  44 

of  larynx,  137 

of  lip,  31 

of  parotid  gland.  165 
■    of  pharynx,  76 

of  skin,  897.     See  also  Skin,  epithelioma  of, 

of  submaxillary  gland,  165 

of  trachea,  138 
Epulis,  43 

Equatorial  region,  climate  of.  ioi6 
Erysipelas,  influence  of  age  and  race  in.  740 

of  scrotum,  610 
Esophagectomy.  185 
Esophagismus.  181 

treatmeni,  18a 
Esophagoslomy,  185 
Esophag'itomy.  exlernn],  183 
Esophagus,  carcinoma  of.  179 

cicatricial  contraction  of.  treatment  by  esoph- 
aKecIomy.  185 
by  csophagostomy.  185 

cicatricial  stricture  iif,  i8z 

treatmL-nt  by   retrograde    dilatation  by 
gastrostomy.  184 
by  dilatation  by  bougies,  i8a 
by  e.ttcrnal  esoph.igotomy,  183 
by  permanent  tubage,  183 

foreign  bndies  in.  17a 
treatmeni.  175 

injuries  of.  167,  205 
treatment,  169,  205 

malfurmations  of,  176 
treatment,  177 

rupture  of,  170 
Ireatment,  171 

sacculations  of,  177 

sarcoma  of.  179 

spasmodic  stricture  of,  181 

surgery  of.  166 

tumors  of  benign,  178 
malignant.  178 
Esophoria,  Sa*) 
Ethmoid  disease,  97 

sinus,  77 
Ethmoidal  cells,  inflammation  of.  97 


Ethmoiditis,  97 
Evacuating  catheter,  568 
Evisceration  of  eyeball,  839 

of  tympanum,  Soo 
Evolution-cysts  of  breast.  246 
Excision  of  isthmus  of  thyroid,  153 
of  larynx,  143 
of  rectum,  526 
of  tongue.  39 

Koeher's  method,  40 
Whitehead's  method.  40 
Exenteration,  tympanomastoid.  867 
Exognathion.  18 
Exophoria,  Sa6 
Exo|>hthalmic  goiter,  158 

ireatment,  159 
Exostoses  of  meatus  of  ear,  850 
Exostosis  carlilaginca  of  meatus  of  ear,  852 
Exploration  of  urethral  tract,  535 

instruments  for.  536 
Exploratory  puncture  of  chest,  209 
Explosions  of  boilers  on  ship.  963 
of  ordnance.  962 
steam,  on  shipboard,  963 
Explosive  effect  of  bullets,  930 
External  piles,  514.  515 

urethrotomy.  541 
Extraction  of  cataract,  836 
of  teeth,  63 

hemorrhage  after,  63 
Extraperitoneal  hernia  of  bladder,  485 
Extravasation  of  urine.  54a 

from  impacted  calculus.  544 
from  rupture  of  urethra,  542 
from  stricture.  543 
treatment.  543 
Eye,  burns  of.  823 
concussion-injuries  of  823 
foreign  bodies  jn,  83a 
injuries  of,  822 
operations  on.  83a 
perforating  wounds  of  824 
pieces  of  steel  in,  825 
surgery  of,  789 
Eyeball,  disturbances  of  movements  of,  826 
from  defect  in  muscles,  826 
from  interference  with  nerves,  827 
treatment.  827 
enucleatii)n  of.  838 
evisceration  of  839 
rupture  of.  825 
Eyelids,  affections  of  829 
displacement  of.  831 
foreii^n  bodies  beneath.  8aa 
glands  of.  affections  of.  831 
inflammation  of  borders  of,  829 
operations  on.  839 

Face,  gunshot  wounds  of,  936 

Facial  cleft,  19 

Fallopian  lubes,  absence  of,  6a6 

accessory,  626 

carcinoma  of  644 

congenital  malformations  of  626 

diseases  of  644 

excision  of,  66r 

hemattima  of.  69;:; 

infeciious  diseases  of,  645 

neoplasms  of  644 

polypi  (if,  644 

resection  of,  661 
False  labor,  700 
Fauces,  foreign  bodies  in.  75 
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Fauces,  syphilis  of,  74 
tuberculosis  of.  75 
tumurs  of,  76 
Fecal  fistula,  closure  of,  394 

impaction,  355 
Femoral  hernia,  478 

anaiomical  rclaiions,48o 
analomy,  479 
clinical  features.  481 
diagnosis,  481 
operative  trealmi.-nt.  501 
Fibro-adenoma  of  breast,  338 

of  male  breast,  373 
Fibroid  tumors  of  ulcrus,  713 
diagno-iis.  718 
etiology.  716 
pathology.  713 
prognosis,  718 
symptom^.  717 
treaimeni.  719 
Fibrokeratiim:!.  893 
Fibroma  mulluscum,  631,  89S 
of  auricle,  844 
of  breast.  237 
cystic,  239 

treatment,  340 
pathology,  237 
solid,  338 
of  chest-trail.  306 
of  esophagus,  178 
of  gums,  43 
of  jaw,  56 
of  larynx,  136 
of  male  breast.  373 
of  mesentery  and  omentum,  395 
of  nose.  83 
of  ovary.  647 
of  trachea,  136 
of  vulva,  631 
simplex  of  siiin,  895 
Fibromyoma  of  vagina,  636 

of  vulva.  631 
Fibroneuroma  of  chest-wall,  206 

of  hypoderm,  895 
Fibrosarcoma  of  ovary,  650 
Fibrous  bronclioccle.  153 
Field  of  vision,  examination  of,  998 
Field-hospitals,  division,  947 

equipment  of.  955 
Filaria  mcdinensis.  1035 
sangumis  hominis.  1037 
noclurnn,  1037 
Filarial  abscess,  1039 

orchitis.  1035 
Filariasis,  1027 
sequeliK  of,  1035 
treatment,  1030 
Fillebrown's  apparatus,  sS 

operation  for  cleft  palate,  37 
Fin-arms.  915 

effects  of  recent  changes  in.  918 
First  aids  in  naval  service,  972 
First-dressmg  packet.  946 
Fissure  of  anus,  513 

of  .auricle,  843 
Fissures  of  mouth,  an 
Fistula  auris  congenita.  843 
branchial,  100 
enterovaginal,  689 
entcrovesical,  68g 
feciil.  closure  of.  304 
gastric,  cliwure  ol,  373 
horseshoe,  509 


Fistula,  in  ano,  509 
treatment,  511 
lacrimal.  829 
of  ureter.  572 
parotid  salivary,  160 
rectovaginal,  688 
urelero-uterine,  688 
urethrovaginal,  687 
urinary.  685 
vesical.  554 
vesico-uterinc.  686 
vesico- Uterovaginal,  687 
vesicovaginal,  685 
Floating  kidney,  578 

liver,  437.     See  Nffaioplosu. 
iobes,  437 
Follicular  conjunctivitis,  79a 
udi)ntome.  63 
pharyngitis,  69 
Folliculitis  in  gonorrhea.  750 

treatment,  753 
Fool,  perforating  ulcer  of,  906 
Foramen  of  W'inslow.  hernia  into.  333 
Forceps,  urethral.  539 
Foreign  bodies  beneath  eyehd.823 
in  bronchi,  129 
in  cornea.  832 

removal  of.  853 
in  i-iophagus.  173 
in  fauces.  75 
in  intestines.  377 
in  larynx,  139 
in  lung,  198 
in  meatus  of  ear.  859 
in  nose.  83 
in  pharynx.  75 
in  rectum.  506 
in  stomach,  361 
in  trachea,  139 
in  urethrii.  538 
intestinal  obstruction  by,  355 
Fracture,  gunshiit.  938,  939 
of  cartilages  of  larynx,  106 
of  hyoid  bone,  1116 
of  meatus  of  ear,  849 
of  teeth,  62 
of  vomer,  89 
Fnictures  in  navy,  960 

of  nasal  bones.  84 
Frambesia,  889 
French  truss,  455 
Frontal  sinus,  77 

acute  catarrhal  inflammation  of,  95 
chronic  cmpvema  of,  96 
Fundus  of  hernia,  453 
Fungus  fo<it  of  India.  1044 

h;<-ma1odcs  of  retina,  819 
Furlev's  stretcher.  971 
Furunculosis  of  meatus,  847 
Fusion  of  roots  of  teeth,  61 

GAI-VCTfHKl.K,  346 

Gall-bladder,  anatomy  of,  499 
cancer  of,  44') 
surgery  of,  437,  439 
Gall-stones,  439 

influence  of  age  and  race  in,  740 
iniestinal  obstruction  by.  353 
ojKTative  treatnient.440 

eholecystendysis,  441 

cholecy.tenli'rosti>my.  444,  446 

cholecvstotomv,  440 

choledochoduodvnotomy,  444 
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Galt-stones,  operative  treatment,  choledochot- 
oniy,  442 
idenl  ch  ok  cystotomy.  441 

symptoms,  439 
Gangrenous  appendicitis,  403 
Gastrectomy,  374 
Gastric  ti:>tula,  closure  of,  373 

ulcer,  3612 

perforation  of,  363 
treatment.  363 
Gastro-anastomosis,  368 
Gastroduodenostomy,  374 
G:istro-enlerostomy,  374 
Gastrogastroatomy.  363 
G.islrogastrotomy.  368 
Gastro-ileostomy,  374 
Gastrojejunostomy.  374 

Von  Meeker's.  375 
Gastrolysis.  306 
Gastropexy.  368 
Gastroplasty,  368 
Gastroplication,  366 
Gas  I  ro  ptosis,  368 
Gastrorrhaphy,  366 
Gastrostomy,  370 

Kader's  method,  373 

Marwcdel's  method,  373 

retrograde  dilatation  of  esophagus  by,  184 

Ssabanajew-Franck  method.  370 

Von  Hacker's  operation,  370 

Witiel's  method,  37a 
Gaslrotomy,  exploratory,  36a 

for  foreign  bodies  in  stomach,  361 
General  paresis,  post-traumatic.  991 
Genital  tract  beyond  uterus,  septic  infection  of, 

643 
Gestation,  comual,  707 
ectopic.  690 

concurrent  with  uterine  gestation,  706 
diagnosis,  695 

after  fourth  month,  697 
prior  to  fourth  month,  695 
etiology,  691 
pathology,  693 

primary  cxtraperiloneal  rupture  in,  696 
primary  intraperitoneal  rupture  in,  695 
repe;iie(l.  706 
symptonial'ilocy.  695 
traumatic,  707 

treatmi-nt.  aftur  fourth  month,  704 
prior  to  fourth  month,  701 
septic  cases.  703 
twin,  706 

ulero-alnlominal,  707 
Gingivitis.  41 
mercurial,  41 
trtMtmi-nt,  42 
Glandi-rs  of  nr>st;.  80 
Glands  of  cyi'litls.  affections  of,  830 
Glans  penis,  warts  of,  53a 
Glaucoma,  813 
in  children.  815 
iridectomy  for,  034 
sclfrolomy  for.  833 
secoiulary,  801 
symptoms.  814 
trealmi'nl.  815 
Glioma  rrnlophytum,  819 
cxophytum,  819 
of  retina,  8io 
trr'alllieiil,  820 
Glo5sitl^.  nculc.  33 
chronic.  33 


Glottis,  edema  of.  133 
Goiter,  151 

exophthalmic,  158 

treatment,  159 
malignant,  157 
parenchymatous,  151 
simple,  151 
treatment,  152 

excision  of  isthmus,  153 
excision  of  one-half  of  gland.  153 
Gonorrhea.  748 

alHirtive  treatment,  752 
acuie,  treatment,  751 
chronic,  treatment,  754 
clinical  course,  749 
acute  stage,  749 
stage  of  decline,  750 
stage  of  inculiaiion.  749 
complications,  750 
hubo, 750 
Cowperitis,  751 
folliculitis,  750 
posterior  urethritis,  750 
diagnosis,  748 
in  female,  756 
pathology.  749 
Gonorrheal  arthritis,  756 
endosalpingitis,  645 
ophthalmia,  790 
vaginitis,  638 
Gouttiere  dc  IJonnet,  969,  971 
Graefe's  method  of  tenotomy,  837 
Granular  ophth.almia,  79a 
'  Granulations  of  tympanum,  859 

Granuloma  of  gums.  44 
:  Gras  rifle.  916 

Graves'  disease,  158 
I  post-traumatic,  991 

I  Guinea-worm,  1035 

Gumma,  766 
j      of  bone,  767 
I      of  muscles.  769 
of  viscera,  769 
Gummala  of  chest-ivall.  207 
i       cjf  fauces.  74 
I      of  heart,  253 
'  Gums,  angioma  of,  44 
I       diseases  of,  41 

epithelioma  of.  44 
fibroma  of.  43 
granuloma  of,  44 
hyperlrophy  of,  42 

inflammation  of,  41.      See  ijingtvitis. 
papilloma  of,  44 
sarcoma  of,  45 
tumors  of,  43 
Guushi)t  wounds,  923 

liv  new  artillery  missiles.  94a 

by  pistol.  943 

clolhinf;  in.  gafi 

exjilosive  effect,  930 

foreign  mailer  in,  926 

heat  of.  927 

hemorrhage  from.  932 

lacerated,  930 

todgement  in.  926 

of  abiliinien.  937 

of  liones,  038 

of  chest,  93(1 

of  f.ice,  936 

of  head.  934 

of  heart.  936 

of  Joint,  938 
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Ciunshol  wounds  of  neck,  936 

pain  of,  934 

perforating,  929 

proportion  of,  by  different  arms,  923 

regional  distribulion  of,  933 

ricochet  shots,  936 

shock  in,  933 

stability  of  buliei  in,  936 

with  small  caliber  bullet,  939 
Gynandria,  629 
Gynecology.  625 
Gynecomastia,  373 

H;eMATi)MA  auris,  844 

scroti,  610 

testis,  610 
Hahn's  method  of  pylorodiosis,  365 
Halsted's  hammer,  444 

inflatable  rubber  cylinders,  387 

method  for  radical  cure  of  hemia.  496 

operation  for  cancer  of  breast,  368 
Hands,  preparation  of,  for  abdominal  surgery. 

278 
Hard  chancre,  758 
Harelip,  18 

inter-intermaxillary,  tS 

intermaxillary.  18 

maxillo-mandibutar.  19 

median,  18 

operations  for.  sa 
Mirault's.  23 
Nelaton's,  23 
Warren's,  24 

treatment  of.  21 
Harris's  instrument  for  obtaining  urine  sepa- 
rately from  the  ureters,  567 
Head,  gunshot  wounds  of,  934 

wounds  of.  naval,  960 
Head-injuries,  neuroses  from,  983 
Heart,  gunshot  wounds  of,  936 

injuries  of,  202 

paracentesis  of,  218 

rupture  of  302 

suture  of,  203.  204 

wounds  of,  203 
treatment,  203 
Heat-ex hauslion  in  nav.il  service,  977 
Heinekc-Mikuticz  operation.  366 
Hematocele  of  cord,  617 
Hematocolpos,  634 
Hematoma  of  broad  ligamont,  696 

of  ear,  844 

of  Fallopian  tube.  695 

of  mesentery,  359 

of  scrotum,  610 

of  stcrnomastuid  muscle,  109 
Hematometra.  634 
Hematosalpinx,  634 
Hemelvtromcira  lateralis,  638 
Hemoptysis,  19!; 
Hemorrhage  after  extraction  of  teeth,  63 

due  to  typliiiid  ulcer  of  intestine,  379 

from  choroid.  S07 

from  gunshot  wounds,  93a 

from  lung.  104 

from  stomach.  3^14 

into  pli'ur.il  cavity,  195 

into  vitreous,  8ia 

retinal,  817 
Hemorrhoids.  e;i;i 

bleeding,  515,  nifi 

classilicalion  of,  514 
(  etiology.  514 


Hemorrhoids,  external.  515 
treatment,  515 
infernal,  516 
treatment,  517 
Hemothorax,  195 
Hentrotins  method  of  amputating  cervix  uteri, 

67s 
Hepatic  duct,  anatomy  of,  430 
Hepalopcxy,  439 
Hepatoptosis.  437 

treatment,  438 
Hereditary  syphilis,  770.     See  Syphilis. 
Hermaphroditism,  629 
'Hernia.  451 
acquired,  451 
anatomical  varieties,  470 
apparent  reduction  in.  467. 
bursx  omentalis,  333 
clinical  varieties,  453 
congenital,  451 
contents  of  sac,  452 
covering  of  sac,  45a 
diaphragmatic,  189,  334 
causes,  334 
symptoms,  190,  334 
treatment,  igo,  336 
diiodenojcjunalis,  331 
symptoms,  333 
treatment,  333 
encyslL-d.  474 
epigastric,  488 
etiology,  45a 
femoral,  478 

anatomical  relations,  480 
anatomy,  479 
clinical  features,  481 
diagnosis.  481 
irrcducilile,  458 
operative  treatment,  501 
truss  in,  4t;7 
fundus  of,  45a 
infaniilo,  474 
inHami'd.  459 
synipionis,  4^0 
triMiment.  460 
inguinal,  comgtlete,  diagnosis,  476 
ilirei't.  478 

relations  of  sac  to  cord,  478 
shape  of  tumor.  478 
indiri:ft.     See  Hir»ia,  injruinal,  obliqut. 
irrt'ducible,  458 
oblique,  470.  473 

anatomical  relations,  473 

of  sac  to  cord,  473 
diagnosis,  474 
encysted,  474 
infantile,  474 
in  women,  474 
serotal,  47a 
in  naval  service,  964 
internal.  331 
inteq>arietal,  486 
iniersigmoid.  333 
inlersiiii.U.  4811 
into  foramen  of  W'lnslow,  333 

treatment,  334 
irreducible,  457 
femoral.  4i;8 
inguinal,  458 
trcalmenl,  4158 
isrhiatic,  401 
lumbar.  480 
mesentenc,  331 


1056 


INDEX. 


Hernia,  mode  of  development,  451 
neck  of,  451 
obslrucU-d,  459 

treatment,  459 
obturator,  489 

treatment,  490 
of  bladder,  484 

treatment,  4S5 
of  cecum,  487 
of  lung,  consecutive,  aoo 
of  ovary,  625 
pelvic,  491 
pericecal,  333 
perineal,  491 
properitoneal ,  333,  486 
pudendal,  491 
radit^nl  cure  of,  491 
rectal,  491 
reducible,  453 

raeclianical  treatment,  454 
reduction  of,  454 
treatment,  454 
truss,  application  of,  456 
trusses  for.  454 
retroperitoneal,  331 
Richter's,  463 
scrotal,  472 

diagnosis.  476 
shape  of  sac,  451 
sigmoid,  487 
strangulated.  460 
complications,  465 
diagnosis,  464 
mechanism,  460 
pathological  anatomy,  461 
prognosis,  465 
symptoms,  463 
treatment,  466 
herniotomy,  468 
taxis,  466 
taxis  in.  466 
treatment,  nidical.  491 

Hashini's  method,  49a 
choice  of  methods,  497 
contra-indicalions,  umbilical  hernia,  500 

undescended  testicle,  500 
C;!erny's  method,  492 
dangers  of,  497 
fenuiral.  501 
Hal.sled's  method,  496 
indications  iind  conira-indications.  500 
in  umbilical  hernia.  502 
in  ventral  hernia,  503 
Kocher's  method,  496 
Macewen's  method,  495 
modem  methods,  491 
mortality  of,  496 
principles  underlying.  491 
results  of,  498 
suture   of   canal  without   transplanting 

cnrd,  496 
truss  after,  503 
umbilical.  483 
eongenil.ii,  482 
in  adults.  484 
infantile,  483 

mechanical  treatment.  456 
operative  treatment,  502 
ventral,  488 

following  laparotomy   489 
operative  treatment,  502 
Herniotomy,  468 
mortality  after.  466 


Herpes  of  penis,  531 

treatment,  532 
Hetero-epidermic  grafts,  910 
Heterophoria,  826 
Hilton's  line.  504 
Hinged-cup  truss,  458 
Hip-disease,  hysterical,  looo 
Hippus,  805 
Hood  truss,  454 
Hordeolum,  831 

externum,  831 

internum,  831 
Horns,  cutaneous,  891 
Horseshoe  lislula,  509 

kidney.  575 
Hospital  corps  pouch,  946 

ships,  973 
Hour-glass  stomach,  congenital,  361 
Huguicr.  paradox  of,  344 
Huntcrian  chancre,  758 
Hutchinson's  teeth,  778 
Hydatids  of  liver,  433 

treatment.  433 

Hydrocele,  acute,  611 

treatment,  611 

chronic,  611 
treatment,  614 

communis,  611 

cystic,  616 

fibrinosa,  613 

filarial.  1029 

hemialis.  613 

of  canal  of  N'uck,  631 
treatment,  632 

of  cord.  616 
diagnosis,  618 
treatment,  618 

of  hernial  sac,  452 

of  tunica  vaginalis,  fitarial,  1032 
Hydronephrosis,  595 

accjuired  597 

congenital,  _!;96 

etiology  and  pathogenesis,  595 

inlcrmiitcnt,  597 

pailiological  anatomy,  597 

symptoms,  598 
Hydrosalpinx,  647 
Hydro-ureter.  573 
Hygroma,  cystic,  of  neck,  104 
Hymen,  imperforation  of,  629 

malformations  of,  629 
Hyoid  bar,  99 

bone,  fr.icinre  of,  106 

thyrolingual  dermoids  in,  103 
Hyomandihular  cleft,  99 
Hyperemia  of  conjunctiva.  789 
Hyperesthesia,  999 
Hyperostosis  of  jaws,  53 
Hyperphoria,  826 
Hypi'rtrophic  rhinitis.  81 
Hypertrophy  of  breast,  diffuse,  334 
infantile,  332 

of  Rums,  43 

of  thyroid  gland,  151 

of  tongue,  233 

of  tonsils,  7a 

of  uvula,  72 
Hypopyon,  747,  803 
Hypospadias,  530 

balanitic,  530 

penoscrotal.  530 

treatment.  510 
Hysteria,  post-traumatic,  990,  993 
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Hysteria,  post- traumatic,  diagnosis,  loio 

prognosis,  1005 
HysterL'ctomy  for  uterine  fibroids,  733,  735 

vaginni,  739 
Hysterical  anesthesia,  995 

deafness,  997 

diagnosis,  loia 

disorders  of  sensibility,  995 

hip-disease,  1000 

paralyses,  999 
diagnosis,  ton 
medicolegal  aspects  of,  1007 

Potts  disease,  looi 

psychoses,  993 

tremor,  1000 
Hysteroid  symptoms,  post-traumatic,  993 
Hysteromyomectomy,  723 
Hysterorrhaphy,  abdominal,  670,  671 

Ideal  cholecystotomy,  441 
Ileocecal  intussusception,  337 
Ileocolic  intussusception,  337 
Ileostomy,  391 
Ileus,  339 

paralyticus,  351,  355 
Impacted  calculus,  538 
Implantation  of  ureter,  573 
Incontinence  of  urine,  posl-tranmatic,  988,  989 
Induration  in  primary  syphilis,  758 
Infantile  cataract,  806 

hernia,  474 

umbilical  hernia.  483 
Infection  of  genital  tract  beyond  uterus,  643 
Infectious  diseases  of  ovary,  660 
Inflamed  hernia,  459 
Inflammation  of  accessory  sinuses  of  nose,  93 

of  cervical  lymphatic  glands,  116 

of  conjunctiva,  789 
treatment,  79a 

of  cornea,  795 

of  ethmoid  sinus,  97 

of  frontal  sinus,  acute,  95 
chronic,  96 

of  gums,  41.     See  Oin^^tvilis. 

of  kidney,  suppurative  infective,  587 

of  larynx,  133 

of  meatus  of  I'ar,  847 
desquamative.  851 
diffuse.  848 

of  mouth,  35,     &t:a  Stomatitis. 

of  nose,  80 

of  pancreas,  448 

of  pharynx,  68,  69.     See  Pharyngitis. 

of  scrotum,  610 

of  seminal  vesicles,  633 

of  skin,  885 

of  sphenoidal  sinus,  97 

of  thyroid  gland,  160 

of  tongue.  33.     Sec  Glossitis. 

of  tonsils,  71.     See  Taasillitis. 

of  tympanum,  854,     Sec  Tympanum. 

of  ureter,  573 
Inflammatory  intestinal  obstruction,  380 
Infundibular  tubal  pregnancy,  690 
Ingrowing  toe-nail,  908 
Inguinal  colostomy,  393 

glands,  varicose,  from  filanasis,  1039 

hernia,  470 

complete,  diagnosis,  476 
direct,  478 

indirect.     See  liguinal  ktmia,  otlique. 
oblique.  470.  473 
anatomical  relations.  473 

AT 


Inguinal  hernia,  oblique  anatomical  relations 
of  sac  to  cord,  473 
diagnosis,  474 
encysted,  474 
in  women,  474 
infantile.  474 
scrotal,  473 
Injuries  of  anus,  506 
of  chest,  186 
of  esophagus,  167,  205 
of  heart,  303 

of  large  thoracic  vessels,  904 
of  larynx,  isS 
of  liver,  433 
of  lung,  191 
of  mediastinum,  204 
ol  neck,  106 
of  pericardium,  301 
of  pleura,  191 
of  rectum,  506 
of  thoracic  duel,  305 
of  trachea.  128 
of  vagina.  635 
Inslruiiienis  in  tropical  surgery,  1018 
Insufficiency  of  ocular  muscle,  836 
Intercostal  arteries,  wounds  of,  188 
Inter-intcrmaxill.iry  harelip,  18 
Intermaxillary  bone,  18 

harelip,  16 
Internal  hernia,  331 
mammary  artery,  wound  of,  189 
piles,  514,  516 
urethrotomy,  540 
Inlerparietai  hernia,  486 
Intersigmoid  hernia.  333 
Interstitial  hernia,  486 
treatment,  487        . 
Intestinal  anastomosis  by  AUingham's  bobbin, 
387 
by   Halsted  s  inflatable    rubber  cylinder, 

387 
by  Laplace's  forceps.  387 
by  Mayo-Robson's  bobbin,  387 
by  mechanical  aids,  385 
by  Murphy  buttons,  386 
by  suture,  383 
choice  of  method,  389 
end-to-end,  383 

I^tnderer's  potato  button  {11,387 
lateral,  382 
exclusion,  394 
obstruction,  acute.  339 

by  intussusception,  336 
by  Meckel's  diverticulum.  347 
by  volvulus,  343 
causes,  339 

from  diaphragmatic  hernia,  334 
from  internal  hernia.  331 
general  symptoms,  330 
general  treatment,  330 
by  adhesions,   349 
by  appendix  vermiformis,  349 
by  bands,  349 
symptoms,  351 
treatment,  351 
by  enteroliths,  353 

treatment,  355 

by  foreign  bodies.  355 

by  gall-stones.  35a 

symptoms,  354 

treatment,  355 

chronic.  379 

by  benign  tumors,  380 
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Intestinal  obstruction,  chronic,  by  malignant 
tumoYs,  380 
treatment.  381 
colostomy,  392 
enterecloniy,  381 
enterostomy,  391 
ileostomy,  391 
jfjuTioslomy,  391 
inflammaiory,  380 
from  fecal  impaction,  355 
from  occlusion  of  mesenteric  vessels,  356 
influence  of  age  and  race  in,  741 
post-operative,  351 
worms,  iiitiuence  of,  in  tnapical  surgery,  1023 
Intestine,    acute    obstruction    of,    3*9.       See 
Intfstinal  obitruction,  acute. 
benign  tumor  of.  380 
carcinoma  of,  380 
foreign  bodies  in,  377 
injuries  of,  359 
knots  of,  345 
laceration  of,  359 
malignant  tumors  of,  380 
obtujation  of.  352 
penetrating  wounds  of,  359 
perforating  typhoid  ulcer  of.  378 
resection  of,  381 
rupture  of,  359 
sarcoma  of.  380 
surgery  of,  359 
syphilis  of,  379 
tuberculosis  of,  379 
Intrahepatic  abscess,  1041 
Intraperitoneal  abscess.  377 

hernia  of  bladder,  485 
Intubation  of  larynx,  142 
after-treatment.  I47 
extraction  of  tube,  146 
instruments,  144 
operation,  145 
Intussusception,  course,  338 
diaRnosis,  34O 
etiology,  338 

influence  of  age  and  race  in,  741 
paralytic  form.  336 
spasmodic  form,  336 
symptoms,  338 
treatment,  340 
enterostomy,  342 
excision.  342 

excision  and  end-to-end  suture,  342 
intestinal  anastomosis,  343 
lapnr'itomy,  341 
varieties,  337 
Inlussuscejitum,  33f> 
Intussuscipiens.  336 
Inversion  of  uterus,  680 

treatment,  681 
Involution-cysts  of  male  breast,  273 
Iridectomy,  834 
for  artificial  pupil,  835 
for  glaucoma,  835 
Iridodialysis,  823 
Iridodonesis,  824 
Iridotomy,  8.15 
Iris,  affections  of,  801 
bombe,  801 

congenital  abnormalities  of,  805 
dibturb;meps  of  muscles  of,  805 
operations  on,  834 
Iritis,  801 

c.iuses  of.  802 
cunslitutiunal,  803 


Iritis,  gonorrheal,  804 

gouty,  804 

plastic,  802 

purulent.  Boa 

sympathelic,  802 

symptoms,  801 

syphilitic,  803 

traumatic,  802 

treatment,  804 

tubercular,  804 
Irreducible  hernia.  457.     See  Htmia. 
Irrigating  solutions  in  abdominal  surgery.  978 
Irritable  ulcer  of  penis.  512 
Ischiatic  hernia.  491 
Ischiorectal  abscess,  508 
acute.  508 
chronic,  509 
Isthmian  tubal  pregnancy,  690 

JacoH's  ulcer.  898.  899 
Jaw,  ankylosis  of,  65 
treatment.  67 

carcinoma  of.  60 

closure  of,  65 

due  to  osseous  ankylosis,  67 

cnchondroma  of,  57 

fibroma  of,  56 

hyperostosis  of,  53 

lower,  cysts  of,  55 

necrosis  of,  49 

i>steoma  of.  58 

periostitis  of.  47 

phosphorus- necrosis  of.  50 

sarcoma  of,  58 

tumors  of,  55 

upper,  cysts  of,  53 
Jaw-closure  due  to  ankylosis  of  temporomaxil- 
lary  articulation,  65 

due  to  osseous  bridge,  treatment.  67 
Jaws,  diseases  of,  41 
Jejunostomy,  391 
Joints,  gunshot  wounds  of,  938 
Jugular  vein,  phlebitis  of.  from  ear-diseasc. 
877 

KAriKR's  method  of  gastrostomy,  373 

Kaplt-Mozin  rifle.  920 
Keloid,  893 

treatment,  894 
Kelotomy,  468 
Keratitis  punctata.  802 

synhiiitic  interstitial,  796 
Keratoconus.  790 
Keratosis.  903 

oblurans.  851 

treatment.  904 
Kidney,  absence  of  575 

anomalies  of,  575 

ballotlemeni  of,  576 

benign  tumors  of.  594 

bisecticm  of.  603 

calculus  in.  582,     See  Rfnal calcmtrnt. 

carcinoma  of.  502 

contusion  of,  570 
treatment,  580 

dr.ainage  of,  601 

examination  of.  576 
dir'-cl,  578 

floating,  578 
treatment.  578 

horseshoe.  575 

incision  in,  f>ot 

inspection  of,  576 


INDEX. 


1059 


Kidney,  malignant  tumors  of,  59a 
treatment,  594 
operations  on,  600 
drainage.  6oi 
incision.  601 
lumbar  nephrotomy.  60$ 
narcosis  in,  600 
nephrectomy,  606 
nephrolithotomy.  603 
nephrolomy,  603 
puncture,  6oa 
pyelotomy,  603 

treatment  of  operation-wound.  600 
p.nlpation  of.  576 
percussion  ot,  576 
physiology  of,  576 
puncture  of.  6os 
sarcoma  of,  593 
suppurative  infective  inflammation  of,  587 

treatment,  569 
surgery  of.  575 
tulx-Tculosis  of,  590 

treatment,  591 
wounds  [if,  5S0 
treatment.  581 
Knight  truss,  454 
Knot  of  intestine,  345 
Knox's  spots,  99 
Kocher's  method  for  radical  cure  of  bcmia,  ] 
496 
ot  excising  tongue,  39 
Kocherle's  serrenceud,  734 
Krag-Jorgensen  ritle,  930 
Kraske's  operation  for  excision  of  rectum,  537 
Kraurosis  vulvie,  630 
Kraussc's  method  of  skin-grafting,  913 

Labdk.  false,  700 

spurious,  700 
Labyrinth,  suppuration  of.  S63 
Laceration  of  cervix  uteri,  674 

of  intestine.  359 

of  perineum.  676 

of  stomach.  359 
Lacrimal  abscess,  839 

apparatus,  disease  of,  838 

tisiula.  839 

obstruction,  operation  for,  840 
L,icrimation,  838 
Liicteal  cyst,  346 
I^gophthalmos.  831 
Landcrcr's  potato  tmtton.  387 
Langenbeck's  method  of  extirpating  tonsils,  73 
of  removing  pharynx,  76 

opention  for  cleft  paliile.  23 
Laparotomy  for  intussusception.  341 

technic  of.  375 
Laplace's   forceps  for   intestinal   anastomosis, 

387 
Laryngectomy,  142 
Laryngitis.  133 

acute  c.itarrhal.  133 
edematous,  13^ 
hemorrhagic.  13a 

chronic,  133 
treatment,  134 

sicca,  134 
Laryngorrhea,  134 
l-aryngolomy,  138 
Larynx,  aili-nonvi  of.  136 

angi<>m:i  i>l,  13') 

benign  lumors  of,  136 
treatment.  137 


Larynx,  chondroma  of.  136 

cysts  of,  136 

excision  of,  143 

fibroma  of,  136 

foreign  bodies  in.  139 
treatment.  131 

inflammation  uf,  133.     See  Laryngitit. 

injuries  of,  138 

intubation  of.  143 

lipoma  of,  136 

lupus  of,  136 

malignant  tumors  of,  137 

myxoma  of.  136 

new  growths  of,  T36 

operation  on,  138 

papilloma  of,  136 

pericliondriiis  of,  134 

scald  of,  139 

s(|uamous  epithelioma  of,  137 

syphilis  of.  134 

tuberculosis  of.  135 
Laterxd  implantation  uf  intestine,  3S4 

intestinal  anastomosis,  383 

lithotomy,  560 
[.cbel  rifle,  916.  930 
ix-e-Mctford  rifle,  930 
l^ns,  808.     See  CrystiUiiu  Umt. 
[.enticnlar  carcinoma  of  skin,  901 
I.t-onIiasis  ossea;  53 

I^prosv.  influence  of,  in  tropical  surgery,  1025 
Leptomeningitis  from  ear-disease,  87a 
diagnosis.  873 
progniisis,  874 
symptoms.  873 
treatment,  880 
leukoma.  797 
leukoplakia*  33 

treatment.  34 
Ligation  of  uterine  arteries  of  uterine  fibroids, 

731 
ligatures  in  abdominal  surgery.  377 
Lingual  glands.  116 

tonsil,  inflammation  of.  74 
Lip,  angioma  of,  30 

cancer  of,  31 

carbuncle  of.  30 

cystic  tumors  of.  30 

epithelioma  of,  31 

lower,  median  fissure  of,  19 

nevus  of.  30 

syphilis  of,  30 

wounds  of.  33 
Lipoma  of  breast,  347 

of  chest-wall,  30ft 

of  larynx,  130 

of  mesentervand  omentum,  395 

of  neck, 148 

3ci[uired  cireumscrilwd,  148 
congenital,  148 
difl'usc<l,  148 

of  stomach.  369 

of  vulva.  631 
Lippitudo,  830 

Lips,  congenital  deformity  of,  17 
Liihopeilion,  701 
Lithotomy,  lateral,  560 

median,  558 

sujirapuliic.  559 
l.ithvilrite.  5*10 
Lilhotrity,  561 

pi-rineal,  <;'u 
Lithdtritv-evacuator,  561 
I  jver,  abscess  of,  43a 
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Liver,  anatomy  of,  429 
excision  uf  portions  of,  434 
floating.  437.     See  Htpateptosis. 
hydatids  uf,  433 
inflamed,  1036 
injuries  of,  432 

treatment,  432 
surgery  of,  427 
tropicfil  ahstcss  of.  1036 
intralii'iiiiiic,  1041 
suprahcpatic.  1038 
tumor  of,  434 
operation,  436 
Lobular  mastitis.  250 
Loreta's  method  of  pylorodiosis,  365 
Lowmoor  jacket.  970 
Ludwig's  iingin;!,  115 

incus-hooks,  861 
Lumbar  hernia.  489 
Lung,  consecutive  hernia  of,  soo 
treatment,  201 
contusion  of,  191 
foreign  bodies  in,  198 

treatment,  199 
hemorrhagi'  from,  194 
injuries  of,  191 

complications,  consecutive  hernia  of  lung, 
200 
emphysema,  196 
empyema,  199 
hemorrhage.  194 
hemothorax.  195 
pleurisy,  199 
pneumonia.  300 
pneumothorax,  197 
prolapse  of  lung,  198 
prolapse  of,  198 
treatment,  198 
rupture  of,  191 
wounds  of,  191 
prognosis,  193 
symptoms.  193 
treatment,  194 
Lupus,  764 
of  larynx,  136 
of  nose,  78 
Lusk's  metliod  of  skin-grafting,  910 
Lymphadcnoma  of  stomach,  369 
Lymphatic  cyst  of  neck,  105 

glands,  cervical,  diseases  of,  116 
Lymphaiics  of  breast,  228 
Lymphoma  of  neck.  125 
Lymph -scrotum  from  filariiv,  1029 

Macewkn's    operation    for    radical    cure  of 

hfrnia,  495 
Macroglossia.  33 
Macrostoma,  19 
Macrotia,  842 
Madarosis.  829 
Madura  foot,  1044 
Malaria  in  tropics,  treatment,  1025 

influenef  of,  in  tropical  surgery,  1023 
Male  breast,  adenoma  of,  272 

benign  tumors  of,  373 

diseases  of,  271 

fibroma  of,  372 

involutinn-cvsts  of,  273 

mastiiis  of,  273 

myoma  of,  273 

sarcoma  of,  374 

scirrhous  cancer  of,  373 

tuberculosis  of,  373 


Malformations  of  chest,  186 
of  esophagus,  176 
of  meatus.  846 
of  neck.  99 
Malignant  disease,  influence  of  race  in,  733 

goiter,  157 
Malingerers,  1009 
Malum  pcrforans,  906 
Manmia.     See  Breast, 
Mamma;  erratica;.  233 
Mammary  artcr\',  internal,  wound  of,  189 

gland.     See  liri\tst. 
Mandibular  bar.  99 

cleft,  19 
Mannticher  rifle,  data  of.  930 
Mannlichcr-Carcano  rifli-,  920 
Martin's  artificial  bridgi'.  88 
Marwedel's  method  of  gastrostomy.  373 
Mastitis,  acute,  348 
elioldgy,  349 

prophylactic  treatment,  249 
symptoms,  349 
chronic,  350 

treatment.  251 
circumscribed,  250 
diffused,  350 
lobular,  350 
of  male  breast,  273 
pubescentium  virilis,  27a 
puerperal,  249 
Mastodynia,  253 
treatment,  354 
Mastoid  glands,  116 
Mastoiditis,  863 
symptoms.  863 
treatment.  864 

antrum-<>peralion,865 
tympanomastoid  exenteration,  867 
Maunsell's  method  of  enterorrhaphy,  385 
Mauser  bullet,  penetration  of,  919 

rifle,  data  of,  920 
Maxillary  sinus,  empyema  of.  93 
Maxillomandibulnr  harelip,  19 
Mayer's  hollow  splint,  93 
Mayo-Robson.  decalcified  bobbin  of,  387 
McBumey's  method  of  closing  stump  in  ap- 
pend iccc  torn  y,  413 
of  operating  in  appendicitis,  414 
point,  396 
Mears's  method  of  treating  jaw-closun-   from 
cicatricial  contraction,  66 
of  treating  jaw-closure  from  osseous   an- 
kylosis, 67 
Meatus  of  ear,  atresia  of,  846 
carcinoma  of.  853 
diseases  of,  846 
exostoses  of,  850 
exostosis  cartilaginca.  852 
foreign  bodies  in.  852 
fnriure  of.  847 

fiirimctilosis  <)f,  treatment.  848 
inflammation  of,  847 
destjuamative,  851 
diffuse.  848 
Ircalmenl.  849 
malformations  of,  846 
osleomata  of,  850 
secretion  anomalies  of,  847 
Mechanical  treatment  of  cleft  palate,  28 
Meckel's    diverticulum,  obstruction    of    intes- 
tine l>y,  347 
Median  harelip.  18 
lithotomy,  558 
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Me(Ii;istin!il  abscess,  304 

treatment,  305 
Mediastinum,  injuries  of,  304 

lymphatic  glands  o(,  330 

posterior,  opening  of.  319 
Medical  department  of  army  in  field,  948 

organization  of,  944 
Medicine-panniers.  946 
Medicine-wagon,  946 
Medicolegal    claims    in    traumatic    neuroses, 

1006.  1014 
Medullary  carcinom.i  of  breast,  358 
Membranous  ujihthalmia,  791 
treatment,  793 

pharyngitis,  69 

(onsillilis,  71 
Menorrhagia.  664 
Menstruation,  disorders  of,  664 

hysterical  atTections  of,  989 
Mental  affections,  post- traumatic,  993 
Mesenteric  hernia,  331 

vessels,  occlusion  uf,  356 
treatment  357 
Mesentery,  hematoma  of.  359 

tumors  of.  395 
Mesognathion,  18 
Metritis,  diagnosis,  641 

etiology  and  pathology,  640 

prognosis,  641 

treatment,  641 
Microcornea,  799 
Micromazia,  233 
Microstoma,  19 
Microtia,  842 

Middle  ear,  diseases  of,  854.     See    Tympanum. 
Mikulicz's  method  of  extirp.iting  tonsils,  74 
Military  sanitary  organization,  944 
commissioned  officers,  945 
company  instruction.  945 
material  for  field  service.  945 
non-commissioned  personnel,  945 

surgery,  915 
Milk  line,  335.  22S.  339 
Minie  rifle,  916 

Miraull's  operation  for  harelip,  33 
Mixler's  esophageal  instruments,  183 
Mole,  tubal,  693 
Moles,  903 
Molluscum  conLigiosuin,893 

epitheiiale,  893 

fibrosum,  895 
Montgomery's  glands,  337 
Motion,  hysterical  disiurbancrs  of,  999 
Mouth,  congonilal  deformity  of,  17 

development  of,  17 

fissures  of,  39 

inflammation  of,  35 
Mucocele,  839 
Mucoid  cysls  of  breast.  246 
Mucous  membranes,  anesthesia  of,  996 

p.itches,  763 
Mummification,  701 
Mumps,  161 

treatment.  163 
Murphy's  buiion.  intestinal  anastomosis  by,  3S6 
MusciC  volitante.s,  813 
Mycetoma,  1044 
Mycosis  fungoidcs,  88B 
Mydriasis.  Zo~^ 
Myelitis,  posi-traum^tic.  001 
Myeloiil  sarcoma  of  j.iw.  59 
Myles's   operation   for  chronic   empyema   of 
frontal  sinus.  96 


Myofibroma  of  ovary,  648 
Myoma  of  esophagus,  178 

of  male  breast,  372 

of  mesentery  and  omentum,  39S 

of  stiimath,  368 

of  vagina,  636 
Myoma-screw,  733 
Myomectomy,  732 
Myxoma  of  breast.  256 

of  esophagus.  178 

of  larynx,  136 

Nam,,  ingrowing,  908 
Nails,  surgery  of,  908 
Nasal  bones,  fractures  of,  S4 

calculus.  83 

fossa;.  77 

septum,  deviations  of.  90 
spurs  of,  91 
Natiform  swelhng  in  hereditary  syphilis,  772 
Naval  casualties,  history  of,  965 

service,  boiler  explosions  in,  963 
first  aids  in,  973 
heat-exhauslion  in,  977 
hernia  in,  964 

ordnance  explosions  in,  962 
poisoned  wounds  in,  964 
transportation  of  wounded  in,  968 
venereal  disease  in,  976 
wour.Os  in,  959 

surgery,  957 
Navy,  frequency  of  surgical  diseases  in.  958 

.surgical  injuries  in.  959 
Nebula  of  cornea.  797 
Neck,  carcinoina  of.  ia6 

cellulitis  of.  114 

congenital  malformations  of,  99 

cuntusiuns  of.  106 

cystic  hygroma  of,  104 

cysis  of,  102-105 

gunshut-wounds  of,  936 

injuries  of,  106 

lipoma  of,  148 

lymphatic  cyst  of.  105 

lymphoma  of,  135 

malignant  cystic  tumors  of,  149 

of  hernia.  451 

sarcoma  of.  135 

sebaceous  cysts  of,  148 

surgery  of,  99 

tumors  of.  148 
Necrosis  of  chest-wall.  206 

of  jaw, 49 

of  teeth.  62 

phosphorus-,  of  j:iw,  50 
Needle  gun.  016 

Nelalcm's  operation  for  harelip,  33 
Neoplasms  of  ovary,  647 

of  sromiich.  3')8 
.Nepli recto mv,  586,  587,  606 

accidents  during.  bo8 

lumbar,  605,  (^oo 

ojieralive  results.  609 

regular,  606 

subscapular.  607 

symptoms  following.  608 

transperitoneal,  607 
.Nephritis,  ';a7 
Ne]ihrohihiasis.  583 

svmptoms.  t;Sj 

treatment.  ";85 
Nephrolithotomy,  5B5.  586,  603 
Nephropexy,  579 
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Nephrorrhaphy,  579 
Nephrotomy,  585,  587,  603 
Neurastheniii,  post-traumaiic,  993,  1001 
Neurasthenic  complex.  loio 
Neurectomy  in  torlicolhs,  114 
Neuritis,  acute  retrobulbar,  831 

optic,  830 

ascending,  820 
descending.  820 
tre:itmcnt.  8zi 

post-traumatic.  991 

retrobulbar,  820 
Ncurotibronia,  695 
Neuropathic  ulcers  of  comej.  798 
Neuroses,    traumatic,    979.       See     Tr,iumatu 

neuroses. 
Nevi  of  skin,  908 
Nevoid  eli'phantiaais,  1031 
Nevus  of  lip,  30 
Nipple,  338 

Paget's  diseiLse  of.  363 
Nipples,  absence  of,  333 

supernumerary,  position  of.  339 
Noma.  35 

treatment,  35 
Nose,  anatomy  of.  77 

angioma  of.  83 

benign  tumors  of,  83 

carcinoma  of,  82 

chondroma  of,  83  \ 

cutaneous  diseases  of.  78 

cystic  tumors  of.  83 

deformities  of,  angular.  86 
repair  of.  85 

diptera-cggs  in.  83 

(ibruma  of,  83 

foreign  bodies  in.  83 

functions  of.  78 

glanders  of,  80 

inflammation  of  mucous  membrane  of,  80 

lupus  of.  78 

mali);nant  tumors  of,  83 

osteoma  of.  83 

papilloma  of.  83 

polypi  of,  82 

sarcoma  of,  82 

surgery  of,  77 

syphilis  of,  79 

tuberculosis  of,  79 
Notched  leeih,  61 

Nutrition,  impairment  of,  post -traumatic.  I003 
Nyctalopia,  81S 
Nystagmus,  826 

Ohi.iqie  inguin.il  hernia.  470.  47a 
Ohsiructed  hernia,  459.     Sec  Hernia. 
Obstruction,  iiiiesiinai,  339.     See  Intestinal  ob- 
struftion. 
chronic.   379.      Sec  Intestinal  oi>strMCtion, 
(liroitir. 
Obturation  of  intestine,  352 
by  enlerohliis,  334 
by  foreign  bodies,  355 
hy  gall-Mones,  35a 
Obturator  for  cleft  palate,  38 
hernia,  48() 

clinical  features,  490 
trcalmcnt.  41)0 
Occlusion  (if  mesenteric  vessels,  356 
Odoalalj;ia,  62 
OdontfirnDt.i,  6^ 
Odoniome,  epithelial.  64 
follicular,  63 


(Edema  glottidis,  133 
Ollier-Thiersch's  grafts,  911 
Omentum,  tumors  of,  395 
Onychia,  908 
Oophoritis,  660 

Operating-rooms  for  abdominal  surgery,  376 
Operations  on  chest,  309 
Ophlhalmic.  acute  catarrhal.  790 
treatment,  793 
diphtheritic,  791 
treatment,  793 
gonorrheal,  790 
granular,  792 

IriMtmcnt,  793 
membranous,  791 
treatment,  793 
neonatorum,  790 
treatment,  79a 
phlyctenular,  789,  791 
ircaimcni.  793 
Ophlhalmic  surgery,  anesthesia  in.  S33 
Ophthalmitis,  sympathetic,  802 
Opium-habit,  relation  of.  to  surgery,  1022 
Optic  atrophy,  hereditary,  8ai 
nerve,  affections  of,  Sao 
atrophy  of.  8b2 
inflammation  uf,  Sao 
neuritis,  820 
treatment,  821 
Orchitis,  acute,  619 

filarial,  1035 
Ordnance  on  ships,  explosions  of,  961 
Oriental  boil,  B90 
Orthophoria.  826 
Ossicles,  carious,  860 
Osteoma  of  breast.  348 
of  chest-wall,  ao6 
of  jaw,  58 

treatment,  58 
of  meatus  of  ear,  850 
of  nose,  83 
Othematoma,  844 
spontaneiim,  844 
Iraumaticum,  844 
Otitic  diseases  of  brain,  870 
brain-abscess,  874 
leptomcninRiti--.  87a 
pachymeningitis  externa  purulenta.  873 
sinus-phlebitis,  877 
treatment.  879 
Otitis  externa  diffusa,  848 
follicularis,  847 
media  suppurativa,  854 
Otomycosis.  849 
Ovarian  abseess,  660 

growths,  influence  of  age  and  race  in.  743 
I)rei;nancy,690 
Ovaries,  accessory,  635 
supernumerary,  625 
Ovari(jlomy.  661 
Ovaritis,  &60 

treatment.  661 
Ovary,  absenc*-  of.  635 

calcareous  deposits  in,  648 

carcinoma  of.  (150 

cirrhosis  of,  660 

congenital  malformations  of,  625 

corpus-iuieum  cysts  of,  654 

cvslic  tumors  of,  653 

•  lermoiiis  of,  652 

diseases  of,  647 

displacement  of,  625 

endothelioma  of.  650 
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Ovary,  excision  of,  661 
fibroma  of.  647 
fibrosarcoma  of,  650 
hernia  of,  6a5 
infectious  diaeiises  of,  660 
myofibruma  of,  648 
neoplasms  of,  647 
papilloma  of,  659 
resection  of.  661 
sarcoma  of.  648 
sclerosis  of,  660 

teratoma  of,  653  ' 

tumors  of.  647 

diagnosis,  658 

prognosis,  659 

symptomatology.  657 

treatment,  659 
Ozena.  81 

PAniVDERMATOCELE,  896 

Pachymeningitis  externa  purulenta  from  ear- 
disease.  873 

from  ear-disease,  treatment,  879 
Pack-animals  in  military  medical  department, 

95a 
Pads  of  truss,  456 
Pagct's  disease  of  nipple,  963 
Painful  subcutaneous  tubercle,  895 
Palate,  cleft,  18 

soft,  syphilis  of.  74 
tumors  of,  76 
Pancreas,  anatomy  of.  430 

cysts  of,  447 
treatment.  448 

inflamm:»tion  of,  448 

surgery  of.  447 

tumors  of,  448 
Pancreatic  cysts,  447 

treatment,  448 
Pancreatitis,  448 

symptoms,  448 

treatment,  450 
Pannus,  795 
Panophthalmitis,  Sii 

suppurative.  803 
Papillary  epithelioma  of  skin.  900 
Papillitis,  Sao 
Papilloma  of  esophagus,  178 

of  gums,  44 

of  larynx,  136 

of  nose,  83 

of  ovary,  639 

of  stomach,  369 

of  trachea,  136 
Papillomata.  891 
Paracentesis  of  anterior  chamber  of  ejre,  833 

of  heart,  218 

pericardii,  ai7 

thoracis,  210 
Paradox  of  Hugnier,  344 
Paraffin-canrer  of  skin,  903 
Paralysis  .ii^it.ins,  post-traumatic.  looi 
hystirical.  999 
diagnosis,  looi 
mi'ilicolfgal  aspects  of,  1007 

po5t-Iraum:iiic.  999 
Paramammary  glands,  228 
Paraperitoneal  hernia  of  bladder,  4B5 
Paraphimosis.  531 

in  gonorrhea.  7514 
Parapleijic  anesthesia.  996 
Parenchymal nus  goiter,  iji 
Paresthesia.  999 


Parotid  bubo.  163 
treatment.  163 
gland,  anatomy.  160 
calculus  of,  161 
carcinoma  of,  164 
squamous  epithelioma  of,  165 
surgery  of,  160 
tumors  of,  163 
mixed,  163 
treatment,  164 
lymphatic  glands,  116 
salivary  hstula.  160 
treatmi-nt,  [61 
Parotiditis,  infectious.  161 
simple,  itii 
suppurative,  163 
Parovarian  tumors,  655 
Patient,  preparation  of,  for  abdominal  surgery, 

375 
Pelvic  cellulitis,  663 
treatment,  663 

disease,  septic,  637 

hernia:,  491 

infection,  general,  643 
septic,  637 

peritonitis,  663 
Pelviutomy,  586 
Pendejeh  sore.  890 
Penetrating  wounds  of  chest,  188 
Penis,  amput.ilion  for  cancer  of,  333 

cancer  iif,  53a 

congenital  malformations  of,  530 

herpes  of,  531 

surgery  of,  530 
Penoscrotal  hypospadias,  530 
Perforating  typhoid  ulcer  of  intestine,  378 

ulcer  of  foot,  906 
Perforation  of  gastric  ulcer.  363 

treatment,  363 
Perforative  appendicitis,  403 

pi-ritonitis,  31a 
Peri-.ip|iendicular  abscess.  403 
Pericardium,  drainage  of.  318 

injuries  ()f,  aoi 

paracentesis  of,  ai? 
Pericecal  hernia,  333 
Perichondritis  of  auricle,  846 

of  larynx,  134 
Perineal  hernia,  491 

lithotrity.  s'-H 
Perineoscrotal  hypospadias.  530 
I'erineum.  laceration  of,  676 
Perineuritis,  optic,  Sao 
Periostitis,  alveolar,  47 

of  jaw,  47 
treatment.  48 
I*eriovahtis,  660 
IVriphlehiiis.  uterine,  643 
Peritonitis.  317 

etioliigy,  318 

general,  320 

hematogeniius.  318 

locali/eil.  320 

p;ilhciU)gv,  320 

pelvic,  6<)3 

perforative,  318 

pr<>i;niisis,  323 

svniptoms,  321 

treatment.  324 

lul>erciiUir.  pathology,  330 
symptoms,  333 
treatment,  328 
Peritonsillar  abscess.  73 
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Peri-ureihral  suppuration  in  gonorrhea,  750 

treatment,  753 
Peter's  operation  for  procidentia  recti,  531 
Pharyngeal  diverticula,  99,  loi 

glands,  116 
Pharyngitis,  66 

acute  catarrhal,  66 
treatment.  69 

diphtheritic.  69 

follicular.  69 
treatment,  69 

membranous.  69 
trt-atmcnt,  70 
Pharynx,  adenoma  of,  76 

epithelioma  of.  76 

foreign  bodies  in,  75 

sarcoma  of,  76 

syphilis  of,  74 

tuberculosis  of,  75 

tumors  of,  76 
Phimosis.  530 

circumcision  for,  530 
in  gonorrhea,  754 
Phlebitis  from  car-disease,  877 

uierme,  643 
Phlyctenular  ophthalmia.  7S9.  791 
Phosphorus-necrosis  of  jaw,  50 

treatment.  52 
Phthisis  bulb),  806 
Pian,  889 
Piles,  513.     See  Htmorrkoids. 

bleeding,  514 

blind,  515 

external,  514.  S'S 

internal.  514.  516 

intero-extcrnal,  515 
"  Pin-grafts,"  910 
Pinguecula.  794 
Pinhole  prepuce,  530 
Pistols,  development  of,  917 
Plaijucs  muqueuses,  763 
Pleura,  injuries  of,  191 

wounds  of,  191 
Pleural  cavity,  drainage  of,  210 
hemorrhage  into,  195 
incision  of,  aio 
Pleurisy,  199 

treatmcni.  190 
Pneumonectomy.  217 
Pneumonia.  Iraum.itic,  300 

tre.ilment,  200 
Pneumothorax,  197 

symptoms,  ig? 

treatment,  197 
Pneunioiomy,  zi'i 

Poisoned  Wiiunils  in  naval  service,  964 
Polymastia.  233 
Polyotia,  84a 
Polypi  of  Fallopian  tubes,  644 

of  ni)^e,  82 

of  tympanum.  850 
Polypus  of  rectum.  521 
Pomerov  truss.  454 
Porro's  operation,  684 
Porter's  cipcration  for  cleft  palate,  a6 
Post-ope r.itive  obstruction  of  intestine.  351 
Post- tr.iu  mat  ic  anesthesia,  995 

diabetes,  989 

hip-iliseasc.  1000 

hyperesthesia.  999 

hysteria.  900 
diagnosis,  loio 
prognosis,  1005 


Post- traumatic  hysterical  deafness,  997 
impairment  of  nutrition.  1003 
incontinence  of  urine,  988,  9S9 
menstrual  disorders,  989 
neurasthenia,  looi 
neuritis,  991 
paralyses,  999 
psychoses.  993 
Postural  drainage,  283 
Potato  button  of  I^anderer,  387 
Putt's  disease,  hysterical.  1001 
Powder-stains,  removal  of  913 
Pregnancy,  cornual,  691,  707 
ectopic,  690 
ovarian,  690 
tubal,  690,  691 
Prepuce,  warts  of,  53a 
Procidentia  recti.  519 
treatment,  520 
uteri,  666 

treatment,  669 
Proctotomy,  linear.  526 
Projectiles,  915 
Prolapse  of  lung,  198 
of  uterus,  666 

non-operative  treatment,  666 
operative  treatment,  668 
Prolapsus  ani.  518 
treniment.  519 
Properitoneal  hernia,  333.  486 
Prostate,  affections  of,  544 
carcinoma  of,  546 
enlarged,  547 
etiology,  547 

influence  of  age  and  race  in.  739 
pathology,  548 
operations.  550 
symptoms,  549 
treatment.  550 
castration,  552 
prostatectomy,  552 
vasectomy,  551 
sarcoma  of.  546 
tuberculous  disease  of,  546 
tumors  of,  546 
malignant,  546 
Prostatectomy,  552 
I'rostatic  abscess,  545 

calculi,  547 
Prostatitis,  acute.  544 
treatment,  545 
chronic,  545 
treatment,  546 
Prostalorrliea,  546 
Pruritus  vulvae,  639 

I'ryor's  method  of  treating  retrodeviations,  671 
I'scudfiglicima,  891 
Pseudogonococci,  748 

Pseudoiigamcnis.  intestinal  obstruction  by,  350 
:  I'soriasis  of  tongue,  33 
I  I'syclioses,  post-traumatic,  993 
l'ter\gium,  795 
Plnsis,  827.  831 
Puilendal  hernia,  491 
i'uerpera!  mastitis.  248 
Pug  nose.  89 

I'uncla.  lacrimal,  eversion  of.  830 
Puncture,  exploratory,  of  chest.  209 
iif  bladder,  538 
of  kidney,  602 
Punctured  wounds  in  navy,  9e;9 
Pupil,  closed,  iridectomy  for,  635 
occlusion  of  801 
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Pupillary  membrane,  peisistcnt,  805 
Pyeiiiis.  587 
F^elolithotomy,  gSs 
F^cloncphritis,  587 

diagnosis,  589 

etiology,  587 

paiholugicai  anatomy,  587 

proKno^is,  589 

treatment,  589 
Pyclotomy,  603 
Pylorcclomy,  373 
Pyloritis,  364 
Pylorofiiosis,  365 

Hahn's  methoil,  365 

I»reta's  method,  365 
Pyloroplasty,  306 
Pylorus,  stenosis  of,  congenital,  360 

stricture  of,  beni>;n,  364 
treatment,  365 
gasiroplication.  366 
pylurodiosis,  365 
pyloroplasty,  366 
Pyonephrosis.  587,  599 

treatment,  599 
Pyosnlpinx,646 
I^ouretcr,  573 

Race,  influence  of,  in  acute  intestinal  obstruc- 
tion, 741 
in  aneurysm,  737 
in  appendicitis,  738 
in  benign  neopl.asms,  737 
in  congenital  deformities,  739 
in  enlarged  prostate,  739 
in  erysipelas.  740 
in  gall-stones,  741 
in  malignant  disease,  733 
in  ovarian  growths,  743 
in  rectal  diseases.  743 
in  sionc  in  bladder,  744 
in  surgical  aHcctions.  733 
in  tetanus,  745 
in  tuberculosis,  746 
in  varicocLic,  746 
in  varicose  veins.  747 
Radical  cure  of  hernia.  491 

B[issini's  method,  4(^2 

Hull  and  Coley's  method,  496 

clioict;  of  methods.  497 

contra-indications,  500 

enemy's  method.  49a 

dangers  of,  497 

Halsicil's  method,  496 

Kocher's  method,  4i/j 

indications  and  contra-indications,  500 

Maeewen's  operation,  49;; 

modern  methods,  491 

morlality  of,  496 

principles  underlying,  4^1 

results  of,  496 

truss  after.  503 
Railroad  collisions,  ni-uroscs  from,  979 
Ranula.  34 

Rapid  fire,  efTeet  of.  qal 
Rechis-M.iydl  oper.ition  of  colotomy,529 
Rectal  diseases,  influence  of  age  and  race  in, 

743 

hernia.  401 
Rectocele,  6W1 
Rectopexy,  520,  521 
Roetovaginal  fisiula,  6B8 
Rectum,  abscess  of.  507 

anatomy  of,  504 


Rectum,  benign  tumors  of.  533 
carcinoma  of,  524 
treatment,  526 
colotomy,  528 
excision,  536 
linear  proctotomy,  538 
congenital  malformations  of,  504 

treatment.  506 
diseases  of.  504 
excision  of,  516 

Kraske's  operation,  537 
perineal  operation.  536 
foreign  bodies  in.  506 
injuries  of,  506 

Ircatment,  507 
polypus  of.  531 
prolapse  of,  519 
treatment,  520 
stricture  of.  533 
ulceration  of.  521 
simple.  523 
syphilitic,  522 
tuberculous,  533 
Rectus  muscle,  separation  of,  488 
Recurrent  appendicitis,  404 
Reducible  hernia.  453.     See  Htrnia. 
Reflexes  in  traumatic  neuroses,  1013 
Relapsing  appendicitis,  404 
Ken  mobilis,  578 
Renal  artery,  aneurysm  of,  595 
calculus.  582 
cause,  583 
complications,  584 
diagnosis,  584 
medical  treatment.  585 
pathological  anatomy,  583 
prognosis,  584 
surgical  treatment,  585 

nephrectomy,  586,  587 
nephrolithotomy.  5S5.  586 
nephrotomy.  585.  587 
pyeiolithotomy.  585 
symptoms,  583 
Resection  of  Falb.ipian  tube,  661 
of  intestine,  381 
of  liver,  434 
of  ovary,  661 
of  rib,  313 
Respiration,  artificial,  330 

in  asphyxia  during  anesthesia,  223 
Sylvester's  method,  220 
Restoratives  in  abdominal  surgery,  378 
Retention  of  urine,  534 
diagnosis,  534 

due  to  foreign  body  in  urethra,  538 
due  to  obstruction  by  calculus,  538 
prognosis,  535 
sympliims.  534 
Ircalinent,  531; 
Retenlion-cvals  of  stomaeh,  369 
Retina,  affi-ciions  of.  81'i 
alrophv  of,  818 
detacbinent  of.  818.  824 

tre.itnienl.  8H) 
fungus  liivm.Utides  of.  819 
ghtima  of.  819 
intl.inimati'in  of.  8if> 
Retinal  arteries.  I'mbolism  of,  817 

hemorrhage.  817 
Retinitis.  81') 
idliummuric.  816.  817 
circinata,  816 
dla>>etic,  817 
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Retinitis  from  exposure  to  sunlight,  817 

hemorrhagic,  817 

pigmentosa.  818 

punctata  albescens,  816 

syphilitic,  816 
Retroflexion  uf  uterus,  667 

non-operative  trialmcnl,  667 
operative  treatment,  670 
Retroperitoneal  hernia,  331 
Retroversion  of  uterus,  667 

non-operative  trcjitment,  667 
operative  treatment,  670 
Rcverdin's  method  of  skin-grafting,  910 
Rhinitis,  80 

acute  catarrhal,  80 

atrophic,  81 

cirrhotic,  81 

hypertrophic,  80 
Rhtnolitli,  83 
Rhinophyma,  896 
Rhinoscleronni,  78 
Rh  US-dermatitis.  884 
Rib,  cervical,  ioi5 

resection  of,  313 
Ribs,  caries  of,  206 
Richter's  hernia,  463 
Ricochet  shots.  936 

Rifle,  new.  caliber  of  greatest  effectiveness.  935 
experiments  with,  935 

development  of.  915,  916,  917 
Rodent  ulcer,  899 

Roe's  method  of  correcting  angular  deformity 
of  nose,  86 
pug  nose.  89 

operation  for  cleft  palate,  35 
Round  ligaments,  intra-abdominal  shortening 

of,  670,  673 
Rupia  in  syphilis,  764 
Rupture  of  bladder,  553 

of  bronchus,  191 

of  diaphragm,  189  ' 

of  esophagus,  170 

of  eyebiill,  S34 

of  heart,  203 

of  intestines.  359 

of  lung,  191 

of  stiimacli,  359 

Sacculations  of  esophagus.  177 
Sactosalpinx.  647 
Salivary  calculus,  34,  i6t 

in  submaxillary  gland,  165 
treatment,  35 
fistula,  parotid.  160 
Salpingectomy,  661 
Salpingitis,  645 

treatment,  647 
Sal|iingo-odphoreclomy,  731 
Same-side  truss,  455 
Sanitary  orgnniiation,  military,  944 
Sarcoma,  influence  of  race  in.  733 
intestinal  obstruction  by.  380 
multiplex  cutaneiim  durum  album,  905 
Rumiu.itoides,  905 
inolle,  905 
of  breast,  254 
cystic.  254 
prciKuiisis,  236 
solid,  25(> 
of  cerviod  glands,  125 

treatnii.'nt.  126 
of  chest-wall.  206 
of  choroid,  807 


Sarcoma  of  esophagus.  179 
of  gums.  45 

of  jaw,  58 
treatment,  S9 

of  kidney,  592 

uf  male  breast.  374 

of  mesenterj-  and  omentum,  395 

of  nose.  83 

of  ovary,  648 

of  pharj'nx.  76 

of  prostate.  546 

of  skin,  904 

of  stomach,  369 

of  testicle,  622 

of  tonsils,  73 

of  uterus.  729 
Scald  of  larynx,  129 
Schinit-Rubin  rifle,  930 
Schwartzc's  knives,  861 
Schwart^e-Stacke  operation,  867 
Schwartie'Z.iufal  o[)eration,  867 
Scirrhous  cancer  of  male  breast.  273 

carcinoma  of  breast,  259 
Scirrhus,  atrophying,  uf  breast.  360 
Scieritis,  800 
Sclerosis  of  ovary.  660 
Sclerotic,  affections  of,  800 

inflammations  of,  800 

operations  on,  833 
Sclerotomy,  anterior,  833 

posterior,  833 
Scrotii!  hernia,  47a 
diagnosis,  476 
Scrotum,  cancer  of,  chiraney-sweeps',  909 

contusions  of,  6to 

diseases  of,  610 

erysipelas  of,  610 

inflammations  of,  610 

injuries  of,  610 

new  growths  of.  6n 

wounds  of.  610 
Sebaceous  cysis,  887 
of  auricle,  846 
<if  neck,  148 
treatment.  888 
Seminal  vesicles,  diseases  of,  633 
inflamtnatirin  of,  633 

treatment,  624 
malignant  disease  of,  624 
tuberculosis  of,  '124 
Senili-  cataracts,  809 
Sean's  bone-ptates,  38'^ 
Sensibility,  hysterical  disorders  of,  995 
Separation  of  rectus  muscle,  489 
Septic  diseases  of  uterus.  639 

pelvic  infection,  637 
Septum,  nasal,  deviations  of,  90 
spurs  of,  91 

vagin;e,  (128 
Ser]>iginous  ulcers  of  cornea,  797 
Sexton's  forceps,  861 
Shock  in  gunshot  wounds,  933 
Shock-symptom'i.  986 

treatment,  1013 
Shrapnel.  918 
Sigmoiil  hernia,  487 

Simonss  incision  for  drainage  of  kidney,  6ox 
Sini|)le  parotiditis.  161 
Simulation  of  injury,  1009 
Sinos-])lilebitis  from  ear-disease,  877 

treatment,  88a 
Skin,  anesthesia  of,  905 

benign  neoplasms  of,  890 
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Skin,  bums  of.  887 
caDcvr  of.  S97 

dink;il  clussification.  898 
de«[>-s<^aieil.  900 
diaigno5:s.  901 
from  cicj.inct'S,  903 
from  nevi,  90J 
iifnticutar.  i)oi 
paraffin.  003 
supi-rtici.il .  3^3 
lar.  90  J 
trtratnii-nt.  901 
chronic  spccitic  infeclions  of.  888 
dermoids  ni.  S83 
epilhflioma  uf,  897 

|i.\pill.iry.  900 
fihrom.i  simplex,  895 
hypertrupliif^i  of,  890 
hype  rest  lies!  a  of.  999 
intttmmntion  of,  885 

,-icute  infectious,  887 
maliKnnni  neoplasms  of,  897 

trealmenl.  901 
rodent  ulcer  of,  S99 
sarcoinn  of,  904 
seb.iceous  cysts  of,  B87 
surgery  of,  885 

trophoneurotic  lesions  of,  906 
Skin-gmfiinjj.  910 

Kraus-ies  method.  913 
Lusk's  method,  910 
Ollier-Thiersch's  method.  911 
"  pjn-grafis,"  910 
Reverdin's  method,  910 
Wolfe's  method,  913 
Small  arms,  ivpt's  and  periods  of,  916 
Smi)keless  powder,  917 
Snail-track.  763 
Snuffles,  771 
Solis-Cohen's  saddle,  88 
Sound,  intruduciinn  of,  536 
Sounds,  conical  diluting,  541 
Spasmodic  stricture  of  esophagus,  l8t 

torticollis,  113 
Spencer  Willis's  forceps.  377 
Spermatic  cord,  hematocele  of.  617 

hydrocele  of,  616 
Spermatocele,  617 
Sphenoid  disease,  97 

sinus,  77 
Sphenoidal  sinus,  inflammation  of.  97 
S|>onges  in  abdominal  surgery,  378 
Spring  catarrh.  793 
treaiment,  794 
Spurious  lahnr,  700 
Spurs  of  septum,  91 
Squint.  8a6.     Sec  Sfr,tiiiinn.i. 
Ssiiljanajew-Kranck    method    of  gastrostomy, 

370 
Staphylorrhaphy,  34 
Stcatomaia.  887 
Stenosis  of  pylorus,  congenital,  360 

vagin;K.  633 
Sternum,  caries  of,  ao6 
Stomach,  .abnormal  shape  of,  361 
ailt-nomn  of.  3'x) 
carcinoma  of,  3'S9 

operation,  370 
congenital  malformations  of,  360 
displaccmi'iit  of,  368 
excision  of,  374 
foreign  bodies  in,  361 
hemorrhage  from,  364 


Stomach,  injuries  of.  359 
ijceration  of,  359 
lipoma  of,  300 
lymphatK'noma  of.  309 
I      malignant  tumors  of,  369 
[       myoma  of.  joS 
[      neoplasms  of.  368 
I      papilKinia  of.  309 

penetrating  wounds  of.  359 
rciention-cysls  of.  3O9 
rupture  of.  350 
sarciima  of.  3t>o 
oper.ition.  370 
surgery  of,  359 
syphilis  of.  3O0 
tuberculosis  of.  369 
ulcer  of.  36a 
trfatmeni,  363 
Stomatitis.  35 

treatment,  35 
Stone  in  bladder,  556 

due  to  fon.'ign  tKidics,  557 

in  female,  711 

influence  of  age  and  race  in,  744 

o|K-r;itions  for,  5s8 

later.il  lithotomy.  559.  5t<o 
lithutrity.  561 
median  lithotomy,  558 
perineal  lithutrity.  561 
supntpubic  lithotomy.  559 
symptoms,  557 
Stones  in  ureter.  573 
Strabismus,  836 

advancement  in,  838 
alternating,  8ao 
concumitant.  836 
cimvergi-nt.  Sati 
treatment.  638 
divergent.  830 

treatment,  838 
latent,  826 
monocular,  836 
operations  for.  837 
paralytic,  82I) 
tenotomy  for,  837 
Strains  of  back,  hysterienl,  loot 
Strangulated  hernia.  4f>o.     See  /lerHin. 
Strangulation  0I    miesline  by  appendix  vrrmi* 
formis.  349 
by  Meckel's  diverticulum,  347 
Stricture  of  i-sophagus,  cicatricial,  183 
spasmodic,  181 
of  pylorus,  benign,  364 
treatment.  3^5 
pylorodiosi'i,  365 
pyloroplasty,  366 
of  rectum,  i;33 

ireatnienl.  533 
of  ureter,  573 
of  urethra.  .';33 
treatment,  530 

esternai  urethrotomy.  541 
internal  urethrotomy,  540 
Stye,  831.     See  Hi>rJr.</mn. 
Subhyoid  dermoid,  :<xi 
Sublingual  dentmidN.  103 
Submammary  abscess,  349 
Subniaxill.iry  cellulitis.  I15 
f^l.iiid,  calculus  in.  1(1$ 
epithelioma  of.  |().S 
siirgiTV  of.  i*'5; 
lympli.itie  glands,  It6 
Suljoccipitiil  ghinds,  116 
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Subphrenic  abscess,  208 

ircatnn;nl,  209 
Subtropical  region,  climate  of,  1016 
Supernutner.iry  breasts,  333 
nipples,  position  of,  329 
ovaries,  635 
leoih,  61 
Suppufiition  of  labyrinili,  86a 
Suppurutive  appendicitis,  401 

parotiditis,  162 
Supraclavicular  gland!^.  116 
Suprahepiitic  al>sce>is.  1038 
pathology,  1038 
sympitims,  1039 
treatmL-ni,  1040 
Suprapubic  lithotomy,  559 
Surgeons'  eczema,  885 

treatment,  886 
Surgery  in  tropics,  1015 
military.  915 
naval,  957 
Suspensory  ligaments  of  breast.  338 
Suture,  Czerny-I^mbert,  382 

of  heart,  203.  304 
Sutures  in  abdominal  surgery,  284 
Sylvester's  method  of  artificial  respiration, 
Symhlepliaron,  823 
Symphyseotomy,  681 
Synchysis,  8ia 

sparkling,  813 
Synechia,  anterior,  of  iris,  797 

posterior,  801 
Syphilidcs,  762,763 
Syphilis,  757 

and  vaccination,  777 
bones  and  joints  in,  766 
chancre,  758 
diagnosis,  761 
induration,  758 
prognosis,  763 
scarring,  760 
condvlomata  in,  763 
congenital,  770 
etiology,  757 
eyt'-affections  in,  765 
general  infection  in,  762 
gumma  in,  766 
bones  in,  767 
of  peritonemn  in.  768 
hair-affections  in,  7(15 
heretlitnry,  770 
bones  in.  77a 
Colles's  law.  775 
contagiousness  of,  775 
general  svmptoms,  770 
iritis  in,  774 
late.  777 

bone-lesions  in,  778 
condylomata  in,  780 
keratitis  in.  777 
laryngeal  aflections  in,  781 
malnutrition  in,  781 
pi-rniancnt  tceili  in.  778 
multiple  arthritis  in,  771 
skin-eriiptions  in,  771 
testis  in.  774 
viscera  in,  774 
incubation.  757 
iritis  in,  765 
joini-affcciions  in,  768 

lupus  HI,  764 

marriage  and,  783 
methods  of  infection,  757 


Syphilis,  microbe  of,  757 
mucous  membranes  in,  763 
muscle-affections  in,  769 
nervous  system  in,  769 
of  breast,  253 
of  cervical  glands,  125 
of  fauces,  74 
of  intestine,  379 
of  larynx.  134 

treatment,  135 
of  lip,  30 
of  nose,  79 
of  pharynx,  74 
of  sloniach,  369 
of  tongue,  36 
of  trachea,  134 
papules  in,  763 
periosteum  in,  768 
primary,  758 

diagnosis,  761 

glandular  enlargement  in,  759 

induration,  758 

mixed  infection,  759 

prognosis,  762 

scarring,  760 

secondary  incubation,  760 
prognosis,  782 

effects  of  injury,  783 
retinitis  in,  765 
roseola  in,  762 

rupia  in,  764  . 

sec(mdary,  763 
skin-affections  in,  762 
tertiary  period,  766 
tongue  in,  769 
treatment,  784 

diet  in,  788 

intramuscular  injection,  787 

inunction,  786 
upper  air-passages  in,  769 
viscera  in,  769 
Syphilitic  choroiditis,  806 
interstitial  keratitis,  796 
retinitis,  816 

'I'ABES,  post -traumatic.  991 
Tail's  operation  for  laceration  of  perineum.  680 
Tar-cancer  of  skin,  903 
'I'attooing  of  cornea,  833 
Tattoo-marks,  removal  of,  913 
Taxis  in  hernia.  466 
accidents,  467 
contm-indications.  467 
Tcchnic  of  alidominal  surgery,  375 
Teeth,  ahni)rmal  enlargement  of,  61 

caries  of,  62 

deformities  of,  61 

di.seases  of,  61 

dislocation  of.  61 

extraction  of,  63 

hemorrliagf  after,  63 

friictnre  of.  62 

irritation  fr<)m  «>ruption  of.  61 

necrosis  of,  62 

notched,  61 

supernumerary,  6i 
Tcevan's  urethrotome.  540 
Temporomaxillary  articulation,  ankylosis  of.  65 

treatment,  67 
Tenotomy.  Critchett's  method.  837 

for  strabismus,  837 

Graefe's  operation,  837 
Teratoma  of  ovary,  653 
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Tertiary  syphilis.  766.     Sec  Syphil'u. 
Testicle,  carclnomii  of,  633 
contusions  of,  610 
diseases  of.  611 

hydrocele  iif,  611.     See  HydroctU. 
sarcoma  of,  633 
tuberculosis  of,  619 

treatment,  6a I 
tumors  of,  62a 
wounds  of,  610 
Testicles,  injuries  of,  610 
Tetanus,  influence  of  age  and  race  in,  745 
Thoracic  duct,  injury  of,  305 

wall,  wounds  of  vessels  of,  188 
Thoracoplasty,  214 

Thorax,  congenital  malformations  of,  86 
injuries  of  large  vessels  of.  204 
surgery  i)f,  186 
Three-glass  test  in  gonorrhea.  754 
Throat,  wounds  of.  107 
Thrombophlebitis,  uterine,  643 
Thyroid,  aberrant,  100 
cartil.ige,  cysts  over,  104 
colloid,  151 
feeding,  150 

gland,  acute  inflammation  of,  160 
adenoma  of,  153,  156 
atrophy  of.  150 
congeniMt  absence  of,  150 
excision  of  half  of,  153 
excision  of  isthmus  of,  153 
hypertrophy  of,  151 
surgery  of,  150 
Thyrolingual  dermoids,  loa 
treatment,  104 
duct.  99 
Thyrotomy,  143 
Tobacco-amlilyopia,  831 
Tongue,  cancer  of,  36 

Koctier's  excision  in,  39 
symptoms,  37 
treatment.  38 

Whitehead's  excision  in,  40 
excision  of.  39 

Kocher's  method,  39 
Whitehead's  method,  40 
hyi«:rirophy  of,  33 
inflammation  of,  33 
psoriasis  of,  33 
syphilis  of.  36 

thyrolingu.al  dermoids  in.  103 
tuberculosis  of.  36 
wounds  of,  32 
Tongue-swallowing,  33 
Tongue-tio,  33 

Tonsil,  lingual,  inflammation  of,  74 
Tonsillitis,  71 
symptoms.  71 
treatment.  71 
Tonsils,  carcinoma  of,  74 
cysts  of,  73 
extirpation  of,  73 
hypertrophy  of,  72 

treatment,  73 
sarcoma  of.  73 
tumr)rs  of.  73 
Toothache,  6a 
Tooth-tumors,  63 

Torpedo-boat  service,  dangers  of.  961 
Torticollis,  no 
causes,  1 10 

secondary  changes  in,  no 
spasmodic,  iia 


Torticollis,  spasmodic,  treatment.  113 
treatment,  in 
open  method,  in 
subcutaneous  section,  in 
Trachea,  beni)jn  tumors  of,  136 
treatment.  137 
epithelioma  of.  138 
fibroma  of.  136 
foreign  bodies  in,  139 

treatment.  131 
injuries  of,  138 
malignant  tumors  of,  137 
new  growths  of,  136 
operations  on,  138 
papilloma  of,  136 
syphilis  of,  134 
treatment,  135 
Trachelorrhaphy,  676 
Tracheotomy,  139 

after-trealmenl,  141 
Tracheotomy -tubes,  140 
Trachoma.  793 
Traumatic  neuroses,  979 
anxiety  in,  984 
continued  pain  in,  985 
course,  1004 
diagnosis.  1009 
duration  and  severity  of,  1008 
electrical  injuries  in,  980,  983 
emotional  excitement  in,  982 
etiology,  979 
examination  in,  loio 
excitement  and,  984 
influence  of  age  in,  1005 
of  race  in,  1005 
of  sex  in,  1005 
of  social  status  in,  1005 
lesions  of  central  nervous  system  in.  983 
medicolegal  complications  in,  1006 
operative  influences  at  time  of  accident, 

982 
pathological  anatomy,  1004 
predisposing  causes.  981 

neuropathic  tendencies,  98) 
social  characteristics,  981 
prognosis.  1004 
reflexes  in,  loia 
shock-symptoms.  986 
substitution  symptoms.  989 
symptomatology,  985 
ireatmcni,  1013 
pneumonia,  ^fx) 
ulcers  of  cornea,  797 
Trendelenburg  position  in  abdominal  surgery, 

260,  aSi 
Trichiasis,  830.  831 

operation  for,  839 
Tropical  abscess  of  liver,  1036 
suprahcpatic.  1038 
region,  climate  of,  1016 
surgery.   1015 
anemia  in.  1030 
anesthetics  in,  1020 
cure  of  instruments  in,  1017 
class  of  cases  in.  1018 
compared  witli  that  of  temiiorate  climates, 

1035 
influento  of  beriberi  in,  1025 
of  diabetes  in.  1022 
of  intestinal  worms  in.  1033 
of  leprosy  in,  102s 
of  malaria  in.  1033 
of  opium-habit  in,  loaa 
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Tropical  surgery,  reluctance  of  natives  to  sub- 
mil  to  operation,  1019 
Tropics,  surjicry  of.  1015 
Trunk,  wounds  of.  naval,  960 
Truss  after  radic.il  treatment  of  hernia,  503 

appiication  of,  456 

cross-body.  454 

French,  455 

hingcil-cup,  458 

Hood,  454 

in  femoral  hernia,  457 

in  umbilical  hernia,  456 

Knight.  454 

pads  of.  456 

Pomeroy.  454 

samc-sidt\  455 
Trusses  for  hernia,  454 
Tubage  of  esophagus,  183 
Tubal  abortion,  693 

mole,  693 

pregnancy,  690 
interstitial,  690 
unruptured,  697 
Tubercular  choroiditis,  896 

peritonitis,  pathology,  330 
symptoms,  323 
treatment,  328 
Tuberculosis,  influence  of  age  and  race  in,  746 

of  breiist.  353 

of  cervical  lymphatic  glands,  iiS 

of  fauces,  75 

of  intestine,  379 

of  kidney,  590 
treatment,  591 

of  larynx,  135 

of  male  breast,  273 

of  nose.  79 

of  seminal  vesicles,  624 

of  stomach,  369 

of  testicle,  6ig 
treatment,  fjsi 

of  tongue.  36 

of  ureter,  574 

of  uterus,  729 
Tuberculous  absccsr;  of  breast,  253 

disease  of  bladder.  535 
treatmont,  556 
of  jirostiitc,  546 
Tubular  cancer  of  breast,  258 
Tumor  of  liver,  434 
opi-ration,  436 

symptoms  and  itiiignosis,  436 
Tumors,  fil.irial,  1035 

of  abdominal  wall.  395 

of  bladilt-r.  563 

of  chest-wail,  aoft 

of  corni-a,  800 

of  csoph.igus.  benign.  178 
malignant,  178 

of  Falloiiian  tubes. 644 

of  fauces,  76 

of  gums,  43 

of  jaws,  55 

of  kidney,  benign,  594 
malignant.  59a 

of  larynx.  136 

of  mesentcrv.  395 

of  neck. 148 

of  iimenliin),  395 

of  ovarv.  647 

of  pancreas,  448 

of  parotid  gland.  163 

of  prostate,  546 


Tumors  of  prostate,  malignant,  546 

of  scrotum,  6n 

of  skin,  malignant,  897 

of  stomach.  36S 

of  teeth,  63 

of  testicle,  633 

of  tonsils,  73 

of  trachea.  136 

of  uterus,  fibroid.  713 

of  vulva,  631 

parovarian,  655 
Turbinate  bones.  77 
Tweedie  bullet,  917 
Tympanomastoid  exenteration,  867 
Tympanum,  caries  of.  860 

diseases  of.  853 

evisceration  of,  860 

granulations  of,  859 

inflammation  of,  suppurative,  854 
acute.  855 
chronic,  857 

polypi  of.  859 

reLiined  secretion  in.  859 
Typhoid  ulcer  of  intestine,  hemorrhage  from, 
379 
perforating.  378 

Ulcer,  gastric.  362 

treatment.  363 
irritable,  of  anus,  51a 

treatment,  513 
Jacobs's.  898,  899 
of  duodenum,  379 
of  foot,  perforating.  906 
of  stomach,  362 
rodent,  899  • 
Ulceration  of  rectnm,  53I 

simple,  522 

syphilitic,  53a 

tuberculous,  523 
Ulcers  of  cornea,  796 

dendritic,  797 

gray.  79ft 

neuropathic,  798 

ser|tiginiins,  797 

suppurating,  796 

torpid,  796 

traumatic,  797 

treatment,  798 

with  febrile  affections.  798 

with  ophthalmia,  797 
Umbilical  curd,  congenital  hernia  of,  482 
hernia.  482 

congenital.  482 

in  adults,  484 

infantile.  483 

operative  treatment  of,  502 
Urachus,  cysts  of,  395 
Uranoplasty,  24 
Ureter,  anatomy  of,  565 
anomalies  of.  ^fi% 
catheterization  of,  566 
diagnosis  of  disease  of.  565 
dilatation  of,  573 
fistula   of,  572 
implantation  of,  57a,  573 
stones  in,  573 
strietnrc  of.  573 
surgery  of,  565 
tuhereulrisis  of,  574 
wounds  of.  569 

longitudinal.  <;6g 

transverse,  570 
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Ureter,  wounds  of,  transverse,  vrith  loss  of  sub- 
stance, 573 
Ureleral  disuase,  diagnosis  of,  565 
Uretcrcystoscope,  Casiier's,  567 
Ureteropyelonephritis,  588 
Urctcro-urcterostomy,  571 
Urctcro-ulL-rine  fistula,  688 
Urethra,  examination  of,  755 
foreign  bodies  in,  538 
stricture  of,  533 
pathology,  53a 
symptoms,  533 
treatment,  539 

eKtern;il  urctlirolomy,  541 
internal  urethrotomy,  540 
surgery  of,  532 
Uretlir;ii  caruncle,  631 
forceps,  539 

tract,  exploration  of,  535 
Urethritis,  acute  gonorrheal,  748.     See  Gonor- 
rhea. 
acute  |x>.sierior,  750 
treatnienl,  753 
chronic,  treattnent,  754 
Urethrotome,  Tcevan's,  540 
Urethrotomy,  540 
external,  541 
internal,  540 
Urethrovaginal  fistula,  687 
Urinary  cachexia,  589 

fistuhe.  685 
Urine,  examination  of,  577 
extravasation  of.  542 

from  rupture  of  urethra,  543 
from  impacted  calculus,  544 
from  stricture,  543 
treatment,  543 
quantitative  examination  for  urea,  577 
retention  of,  534 

due  to  foreign  body  in  urethra,  538 
due  to  obstruction  by  calculus,  538 
treatment,  535 

by  puncturing  bladder,  538 
U.  S.  Navy,  surgical  diseases  in.  95B 
Uterine  tli,s[)!acemenbi.  664 

treaiment,  665 
Utero-abdominal  gestation,  707 
Uterus,  anteflexion  of,  666 
anleversion  of,  666 
carcinoma  of,  736 
diagnosis.  738 
influence  of  race  in,  735 
proKFUisis,  728 
symiiionis,  728 
treaiment.  728 
congenital  malformations  of,  626 
curettage  of,  643 
dilatation  of.  643 
diseases  of.  631) 
duplex  biconiis.637 
fibroid  tumors  of,  713 
diagniMS,  718 
etiology,  7iti 
paih.)lo(,'y,  713 
prognosis.  718 
symptoms,  717 
Irciitment.  710 

hysterectomy.  723 
ligation  of  uterin<'  arteries,  731 
mvomectomv,  722 
s.ilinngo-oophoreetomy,  721 
foe  talis.  639 
intintilis,  639 


Uterus,  inversion  of,  680 
phlebitis  of.  643 
prolapse  of.  666 

non-operative  treatment,  666 

operative  treatment.  668 
retroflexion  of,  667 

non-operative  treatment,  667 

operative  treatment,  670 
retroversion  of,  667 

non-operative  treatment,  667 

operative  treatment,  670 
rudimentarius  solidus,  638 
sarcoma  uf.  729 
sepllc  diseases  of,  639 

treatment,  641 
surgery  of,  713 
thrombophlebitis  of.  643 
tuberculosis  of,  739 
unicornis,  637 
vaginal  fixation  of,  670,672 
Uvula,  hypertrophy  of,  73 

VaccinosyI'H  11,1s.  777 

Vagina,  atresia  of.  633 

symptoms.  634 

treatment.  634 

congenital  m.il  format  ions  of,  638 

cysis  of.  635 
symptoms,  636 
treatment.  636 

injuries  of,  635 

myoma  of.  636 

non-inleetiiius  diseases  of,  633 

stenosis  of,  633 

Stricture  of,  633 
Vaginal  lixati<m  of  uterus,  670,  67a 

hysterectomy,  729 
Vaglni->mus.  636 

treatment,  637 
Vaginitis,  637 

aphthous.  638 

catarrhal,  638 

diabetic,  638 

diagnosis.  638 

iliphtheritic,  638 

emphysematous.  638 

goniirrheal.  638 

infantile,  638 

senile.  638 

symptoms,  638 

treatment,  638 
Van   Ituren's  method  of  treating  procidentia 

recti.  521 
Varices  of  vnlva,  629 

tn-atmcnt,  630 
Varicocele,  621 

causes.  621 

influenee  of  age  and  race  in.  746 

j>alholcigv.  6ai 

symptoms,  '122 

treatment,  622 
Varicose  inguinal  glands,  filarial.  1029 

veins,  influi-nee  of  age  and  race  in,  747 
Vanx  lvMt]>haiicus,  1031 
Vasectomy,  S5I 
Venereal  disease  in  naval  service.  976 

w.irts,  632 
Ventral  hernia,  488 

after  laparotcimv.'jSo 
<iperaiive  treatment  of  502 
Vermifrirm  ap[>endiK,  anatomy  of.  396 

inflammation  of,  396.     See  Appendicitis. 
Verruca  lilifurmis,  S93 
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English  of  ihc  w^rldfunoun  Letamann  Medictniachc  Haodatlanten,  wbirh  for  «eu 
entire  accuracy,  pictorial  bvauly,  compaciness,  aiu!  cheapnesa  mirpau  any  umilar 
volumes  ever  put>li.«licU.  Cacti  vwlunic  coiiUiu*  fivui  50  to  loo  colored  plates,  uLcmted 
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is  a  full  aud  sppfv^tn^ie  deacrjpilon  of  each  plate,  and  each  book  contaiot  a  condcnied 
bui  adeqii.-iicr  ouitine  of  the  subject  lu  whicli  it  is  dcvoled. 

One  of  the  mo4  valu.-ilil«^  features  of  iheic  atlasca  is  tbat  iHey  ofTcr  d  ready  and  aatia- 
Cactofy  subititute  for  clinical  obitervatlon.  To  thou  mublc  to  attend  impotum  cLioics 
Iheu  ttooki  will  be  atisolulely  indi&pcitsiiblc. 

Ill  planning  itiii  KcncK  ol  iHioits  arrangements  wtrt  raaiir  wilb  repre«eiiutive  puhlishers 
in  the  chief  medical  centers  ol  '.he  world  for  the  publication  of  iruislntionA  of  the  nliuca 
into  niD«  ditfcrcnt  languages,  the  itlhograpliic  plate  foe  all  LhcKcditioiu  being  nude  in  (.i«r. 
mail}-,  where  wuric  ol  thin  kind  ha«  bren  Itrot^ht  10  Ihc  greatest  perfection.  The  expense  of 
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m  have  been  enabled  to  secure  fitt  thr^c  Atlases  the  beat  anistic  and  profesaional 
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Ill  view  of  Llic  striking  Bucce«»  of  thc«e  works.  Mr.  Saundcrt  has  contjactcd  with  the 
publisher  of  the  original  Gennan  ediiiun  fur  one  bundled  thousand  copiea  of  the  atlases. 
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anil  furnish  special  a<lditinnal  colored  plates,  making  the  series  even  bandsomer  and  inotfi 
complete  than  wn^  originally  intcn^Jcd. 

As  an  indit'alioii  of  ilie  [vaclical  value  of  the  aliases  ai>d  of  the  favor  with  which  they 
have  been  received,  it  shouhi  be  noted  ihal  the  Medical  Dcpartmem  of  the  U.  B.  Army 
has  adopted  the  "  Alias  of  Operative  Surgery  "  lu  itfi  Handard,  and  has  ordered  the  book  in 
large  'yiiaiiiitieii  fur  distribution  lu  the  various  regiments  ami  army  pcala. 

The  same  careful  and  cnm|>clent  editorial  supervision  hat  been  «rciircd  in  the 
En([)Uh  edition  as  in  the  originals,  the  tmnslations  )<eiiig  edited  by  the  leadiof  Americaa 
specialists  in  the  different  subjects. 
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AN  AMERICAN  TEXT-BOOK  OF  APPLIED  THERAPEUTICS. 

By  43  Distingiiished  Practitioners  and  Teachers.  r<iite(l  hy  jA\fES  C. 
WiLsoy,  M.D,,  Professor  of  the  Practice  of  Medicine  and  of  Clinical 
Medicine  in  the  Jefferson  Medical  College,  Phdadelphia.  One  hand* 
some  imperial  octavo  volume  of  1326  pages.  Illustrated.  Cloth, 
^7.00  net ;  Sheep  or  Half  Morocco,  jS.oo  neL     Stf/J  fy  Subseriptien, 

"  As  ft  work  cither  for  stui^y  or  rcfenrrcc  ti  will  he  of  grvtl  value  u>  ibc  ptactili'^ner,  u 
It  is  vinnally  ui  cxpo»iiioi)  of  such  clinical  l)icra)>cutics  as  experience  liu  tuuglii  lu  b«  ot 
the  mem  value.  TnicinK  it  nil  in  all,  no  recent  publicjiiion  on  therapeutics  can  be  compared 
with  [hit  dne  in  praclical  volui;  lo  the  worhtng  pbysiciuL" — C^naga  CVintVo/  /tevtrw. 

•■The  whole  lieM  of  medicine  has  been  well  covered.  The  work  is  thoroughly  pntc- 
tical.aud  wbiJc  it  is  inteiKlcd  for  iinictilioiicn  and  itudcntv,  it  U  n  L-eller  txjoV  for  tliegeiiersi' 
pncliiioncTihan  for  the  sindent.  The  young  pncUtioner  npeciall/ will  find  it  cxtrcnely 
luggeitive  and  hdpJul."— 7Jt«  indian  Lanctl. 

AN  AMERICAN  TEXT-IiOOK  OP  THE  DISEASES  OP  CHILDREN. 
3«con(l  Edition,  Revised. 

By  65  Eminent  Contributors.  Edited  by  Louis  Starr,  M.  D.,  Con- 
sulting rediatri.st  to  the  Maternity  Htrspital,  etc.  ;  ansisled  by  TuoMf- 
SON  S.  WKSTCoi-r,  M.  U-,  Attending  Physician  to  the  Dispensary 
for  Diseases  of  Children.  Hospital  of  the  Univcreity  of  I'ennsyl- 
vnni.i.  In  one  handsome  imperial  octavo  volume  of  1144  P^gcs, 
profusely  illustrated.  Cloth,  S7.00  net;  Sheep  or  Half  Morocco. 
$8.00  net.     Sold  liy  SuhscripHi^a. 

"  This  U  far  and  away  the  best  textbook  on  children's  dise&ies  eTcr  published  in  tha 
Enf^lisb  language,  and  is  certainly  the  one  which  is  bett  adapted  to  Ameriran  rtadei*. 
We  coDi^raiulatc  the  editor  apon  the  tciult  of  his  work,  and  bearlily  coointeud  il  to  llta 
altention  of  every  Modeot  ind  practitioner." — Amtriian  Jonmal ^f  tht  Mfdltat Stienffs. 

AN  AMERICAN  TEXT-BOOK  OF  DISEASES  OF  THE  EYE,  EAR, 
NOSE.  AND  THROAT. 

By  58  Prominent  Specialists.  Edited  by  C.  E.  de  SaiweiNiTZ.  M.D. , 
ProfesKor  of  OphthaImolo[iy  in  the  JcfTerson  Medical  College,  Phila- 
delphia;  and  B  Alexander  Kandall,  M.D.,  Professor  of  Disease! 
of  the  l-jir  in  the  University  of  Pennsylvania.  Imperial  octavo,  1*51 
pages ;  766  illustrations,  59  of  them  in  colors.  Cloth,  J7.00  net  \  Sheep 
or  l!alf  Morocco.  |8.oo  net.     Sold  by  SuhseHpfhn. 
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AN  AMBR1CAN  TEXT-BOOK   OF  OENITO-URINARY  AND  SKIN 
DISEASES. 

By  47   Eminent  Specialists  and  Teachers.     Edited  by  L.  BoLTOir 
Bancs,  M.  D.,  Professor  of  Genito- Urinary  Surgery,  University  and 
Bellevue  Hospital   Medical  College,  New  York  ;   and  W.  A.  Haku- 
AWAV,  M.  D.,  Professor  of  Diseases  of  the  Skin,  Missouri   Medical 
CollL'ge.     Imperial  octavo  volume  of  1329  pages,  with  300  engravings 
and  20  full-page  colored  plates.     Cloth,  JI7.00  net;   Sheep  or  Half 
Morocco,  $8.00  net.     So/J  iy  Sudscnp^on. 
"Thi*  volume  \%  oat  of  ihe  bctt  yci  tMued  of  ilw  publisher'l  Mriet  of  '  Americui  Text- 
Bouk)!.'     Ttie  list  of  conlrtbuion  rqirc&ents  an  cxmoiditiaiy  arraf  of  Ulent  «mI  mended 
cxpciience.     The  tMwk  will  ra*ity  lake  the  pliure   in  comprrlienuveneM  and  vmlue  of  tbe 
half  dazcD  or  initre  oi&ily  wqiIis  on  i tic ^  subjects  nbich  have  heretofore  been  neocssny  to 
ft  wcll-c-qui|^peil  library  " — ,\V7(;   Yark  Paiyclinu: 

AN  AMERICAN  TEXT-BOOK  OF  QYNECOLOOY.  MEDICAL  AND 
SURGICAL.     Second  Edition,  Revised. 

By  10  of  the  Leading  GynecologisLs  of  America.  Edited  by  J.  M. 
Baldv,  M,  U,,  Hrofessor  of  gynecology  in  ihe  Philadelphia  Polyclinic, 
etc.  Handsome  imperial  octavo  volume  of  71S  pages,  with  341  illus- 
trations in  the  text,  and  3)^  colored  and  half-tone  plates.  Cloth,  $6.00 
net;  Sheep  or  Half  Morocco,  J7. 00  net.     Sold  hy  Subsiription. 

"  It  is  practical  Trotn  bejtinmng  to  end.  lis  descriptions  of  canditioni,  its  reconunen'- 
dations  for  treatment,  nnd  ;ibuTc  nlL  tlie  neccwaty  tecliiiiijue  of  diffeieat  w^aiioiu.  aic 
clearly  and  ndminthly  (vrcacnicd.  .  .  .  Il  ii  well  op  to  the  most  advanced twws  o*  die 
day,  and  embodies  all  the  oscntial  polnU  of  advanced  Arocricaii  gjrnccoloay-  It>il  destiDed 
to  maVc  and  hntd  a  place  in  gynecoloj^ical  litcratun  which  will  be  pcciuiariy  its  own."^ 
Mtdical  HetorJ,  New  York. 

AN  AMERICAN  TEXT-BOOK  OF  LEGAL  MEDICINE  AND  TOXi- 
COLOQY. 

Edited  by  Fkkderkk  Pf.terson,  M.D.,  Clinical  Professor  of  Mental 
Diseases  in  the  Woman's  Medical  College,  New  York;  Chief  of  Clinic, 
Nervous  Department,  College  of  Phj-sicians  and  Surgeons,  New  York  ; 
and  Walter  S.  Haines,  M.D.,  Professor  of  Chemistry,  Pharmacy, 
and  Toxicology  in  Rush  Medical  College,  Chicago.    /«  /Reparation. 

AN  AMERICAN  TEXT-BOOK  OF  OBSTETRICS. 

By  15  Eminent  American  Obstetricians.  Edited  by  Richard  C.  Nor- 
Ris,  M.D.;  Art  Editor,  Robert  L.  Dickinson,  M.D.  One  handsome 
imperial  octavo  volume  of  toi.)  pagc^,  with  nearly  900  beautiful  colored 
and  halt-tone  illustrations.  Cloth,  $7.00  net ;  Sheep  or  Half  Morocco, 
$H.oo  net.     Sold  by  Subscription. 

"  Pemiit  ine  to  say  ibnt  your  American  Tcxl-Book  af  Obstetrics  ia  (he  most  magniAcent 
medical  work  that  1  have  ever  seen.  1  «>ngralulatc  you  aiid  Uiank  yen  for  thU  MiperLi  wurk, 
which  alone  is  sofficicnt  10  place  you  first  in  the  ranks  of  medical  pnblishm.*' — .^i  i.XANnm 
J.  C  SKENK,  i'ra/tiior  of  Gyntmlogy  in  tht  Long  hland  CoUrj^t  Hospilal,  SroaJHrtt.  JV.  >'. 

"This  is  ihe  most  sumptuously  illustniicd  work  on  midwifery  that  has  yet  appeared.  In 
the  number,  the  cscellciicc,  and  the  beamy  of  production  of  the  illuatiaiiofu  it  far  sitipaswa 
ev«ry  ether  hook  upcn  the  subject.  This  feature  ainne  makes  it  a  work  vrbicb  no  medical 
libnuy  ihonld  omit  to  purchase." — Brituh  MrJi.nt  Journal. 

"  Aa  an  auilioritv,  as  a  book  of  reference,  ta  a  '  wurkin^  book  '  for  the  student  cr  prac- 
titioner, we  cominend  it  because  we  l>elie»«  there  i*  no  belter." — A»uriean  Jouma!  ef  ikt 
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AN  AMERICAN  TEXT-BOOK  OF  PATHOLOGY. 

Edited  by  I.imvio  Hektoen,  M  D.  Professor  of  General  Palhology 
and  of  Morbid  Anatomy  in  the  University  of  I'ennsylvama ;  and 
David  Riesman,  M.  D.,  I>emon8trator  of  Pathological  Histology  io 
the  University  of  ^^;Ilnsyl\■ani3.      /«  preparaiion. 

AN  AMERICAN  TEXT-BOOK  OF  PHYSIOLOGY. 

By  lo  of  the  leading  Physiologists  of  America.  Edited  by  William 
H.  Howell,  Ph.D.,  M.D.,  Professor  of  Physiology  in  the  Johns  Hop- 
kins University,  Baltimore,  Md.  One  handsunie  in)|jerial  uctavo 
volume  of  1052  pages.  Illustrated.  Cloth,  ;6.oonet;  Sheep  or  Half 
Morocco,  J 7. 00  net.     So!d  fy  Subscription. 

"  We  con  catnmend  it  most  heartily,  not  only  to  al)  s^tudenu  of  phytfotc^,  bat  lo  every 
physkiwi  luid  patboloiBiat,  a*  a.  valuable  and  comprebeosi^e  woik  of  lefeience,  wrilieD  by 
men  who  are  ol  eminent  luihoriiy  in  their  own  s|^ecial  aut>jects. " — L^uiUn  LantH, 

**  To  ibe  praclilioner  of  medicine  iukI  to  the  advanced  studrnt  tliis  Volume  consirtates. 
ive  believe,  the  bi^u  exposition  of  the  present  siaitu  of  the  itclence  of  pbjkiology  In  tbe 
Englisti  \Ar\^^M%x:."—AmtrkanJou'■^la't•/  tht  McJual  Sdntfts. 

AN  AMERICAN  TEXT-BOOK  OF  SURGERY.    Third  Edition. 

By  11  Kmineni  Professors  of  -Surgery.  Edited  by  William  W.  Keek, 
M.D.,  LL.D..  and  ).  William  White,  M.D  ,  Ph.D.  Handsome  im- 
perial octavo  volume  of  ia,^o  pages,  with  4()d  wood  ruts  in  the  text, 
aiid  37  colored  and  half-totie  plate;;.  Thoroughly  revibtxl  and  enlarged, 
with  a  seciioii  devoted  to  "  The  Use  of  tlic  Rcimgcn  Rays  in  Surgery." 
Cloth,  J7.00  net :  Sheep  or  Half  MorQ<:ro,  $S.oo  net. 

*■  I'eniODally,  1  shoold  not  niiiid  it  being  called  THETx-XT-BooK  (inttewl  of  A  TrxT- 
Book)  .  Tor  1  know  o^f  no  «u>i;1e  volume  which  contains  m>  readable  ard  cutn^<1rtc  an  accouol 
of  the  scicDce  nod  twl  of  Suigery  as  tbi»  doe*." — EPM^^D  OwKM.  F-K-Cb.,  Mtmt/tr of 
the  Board  41/  Examinrrt  e/tkt  Reyal  CoUege  ef  Sttr^eotts,  £Hgi'auU. 

"  If  ibis  text-book  is  a  fair  reflex  of  (be  piesent  po»itinn  of  American  Mirgery.  vre  muM 
admit  it  it  of  a  very  high  oHer  of  merit,  and  ihnt  Fnglish  mrgeonft  will  have  lo  look  very 
cvefully  to  tUeir  laurcU  if  they  are  lo  presene  a  pobitioa  in  the  van  ofsuigicil  }>rmctice."^ 
LoiutoM  Lamel. 

AN  AMERICAN  TEXT-BOOK  OF  THE  THEORY  AND  PRACTICE 
OF  MEDICINE. 

By  11  Distinguished  American  Practitioners.  Edited  by  William 
Peppek,  M.D.,  LL.D..  Professor  of  the  Theory  and  Practice  of  Medi- 
cine and  of  Clinical  Medicine  in  the  University  of  Pennsylvania.  Two 
handsome  imperial  ocuvo  volumes  of  about  1000  pages  each.  Iltus- 
liated.  Prices  per  volume :  Cloth,  Js.oonet ;  Sheepor  Half  Morocco, 
f  6.00  nee     Sold  by  Subseription. 

"  I  Btn  quite  iiire  It  will  commend  itielfbolh  10  pnciilionen  and  sludenli  of  medicrac, 
and  become  one  of  our  mo»t  popular  icxi-books," — Alexei)  I.o<ihis,  M.D.,  LL.U,,  /ir»- 
yfeaw  of  Pathoipgy  and  Praclitf  of  AfeJiiitir,  Vtia*rtity  oj  tht  City  ef  A'nf  YerA. 

"  We  reviewed  the  fint  volume  of  thi*  work,  and  uid  :  *  El  ia  undoubtedly  one  uf  (be 
best  tcxi'boolu  on  the  [iraciice  of  medicine  which  we  pouiess.'  A  c»n&ideraiiun  *(  ibe 
•eeood  and  Un  volume  leads  i»  to  modify  that  verdict  end  to  My  thai  the  cocnplcied  work 
!■  io  our  opinion  t/ir  trsi  of  ita  Icind  it  hu  ever  been  our  forluiic  lo  iee."^A^  }eri  Mtdieat 

lOtntrakd  Otalogtic  of  the  **AmerkAa  Tcxt-BooLs'*  acot  bt*  xtfca  applkatloo* 


Medical  Publicatioaa  of  W,  B.  Saunders, 


AN  AMERICAN  YEAR-BOOK  OF  MEDICINE  AND  SUROERV. 

A  Yearly  Digest  of  Scieuiific  Progress  and  Authoriutive  Opinion  in  all 
branches  of  Medicine  and  Surgery,  dniwu  from  journals,  monographs, 
and  text-books  of  the  leading  American  and  Foreign  authors  and 
investigators.  Collected  and  arranged,  with  critical  editorial  com- 
ments, by  eminent  American  specialists  and  teachers,  under  the  general 
editorial  charge  of  George  M.  Gutnji.M.D.  One  handsotne  imperial 
octavo  voliniie  of  about  1200  pages.  Uniform  in  style,  size,  and 
general  makeup  with  the  "American  Text-Hook"  Series.  Cloth, 
J6.50  net;  Half  Morocco,  $7.50  net.     Svld  by  Subscription. 

"  ll  if  difificuli  (o  knAw  vrbich  ro  admire  most — th«  KMMch  aod  industry  or  the  distin- 
guislwd  iiaiid  ol  L'3t))cna  whom  I>t.  Ciould  bas  «iili&(ed  in  the  service  o(  tii«  Vear-Bnok,  nr  ihc 
weoitii  and  aJ)undMK£  of  the  contributions  to  every  dcporlmcnt  of  tcicncc  itul  h.ivc  beeo 
deemed  worthy  of  unalysis.  ...  It  b  much  mute  UtMi  it  mere  ctuDpilaiiuu  of  ml»irocis, 
for,  iL\  eacb  aectjon  i*  mtmsiecl  In  enperienoed  and  able  contribuion,  the  reader  bat  the 
advaoUgc  of  certtuo  critical  cointneitlariesatid  expooUiona  .  .  .  proceediiw  from  wrrlen 
fully  (jualitied  tn[]rrr»nn  ilictc  tasks.  .  .  .  11  is  emi^hAtically  a  hook  wbin  should  find 
a  place  in  every  medinl  library,  and  i*  in  several  respecu  mure  lutefnl  tbso  tbe  famous 
•Jilirbllchrr'  of  Ocrmany." — Ltm^oH  Lancet. 

THE  AMERICAN  POCKET  MEDICAL  DICTIONARY. 

[See  Doriami's  Pocket  Dictionary,  page  10.] 

ANDERS'  PRACTICE  OP  MEDICINE.  Thil^J  Revised  Edition. 
A  Text-Book  of  the  Practice  of  Medicine.  By  James  M.  Anders, 
M-D,,  Pti  U.,  LL.D.,  Prok-ssor  of  tiie  Practice  of  Medicine  and  of 
Clinical  Medicine,  Medico-ChimrgioU  College,  Philadelphia.  In  one 
handsome  octavo  volume  of  1292  pages,  fully  illustrated.  Cloth. 
J5.5anet;  Sheep  or  Half  Morocco,  ^6.50  net, 

*'  It  U  an  excellent  Ixwk,— conclK,  compre  hen  five,  thorottgh,  and  up  lo  date.  It  t«  • 
credit  lo  you  ;  but,  more  than  lliat.  it  is  a  credit  lu  tbe  j>r»feuton  of  Unliidctpliia — to  m." 
James  C  Wilsuk,  Proftitor  of  tke  PrattUe  of  MtdiriHe  anU  Ctinual  MftOtine^  Jtfftnom 
Mttii<al  C^ifgt,  PhUadtlphia, 

ASHTON'S  OBSTETRICS.     Fourth  Edition.  Revised. 

Essentials  of  Obstetrics,    liy  W.  Easterly  AiHroN.  M.D..  Pn>. 

fesior  of  Gynecology  in  the  MiNJico-Chinirgiral  College,  Philadelphia. 
Crown  octavo,  353  pages;  75  illustrations.  Cloth,  ji. 00;  interleaved 
for  notes,  Jtt.?5- 

[See  Saunders*  Question- Comf'endst  page  ai.] 

"  Embodies  the  whole  subject  in  a  nut-*bell.  We  cordially  reconmcDd  it  lo  our  read 
■»." — Ckieago  Atttiital  Times. 

BALL'S  BACTERIOLOGY.    Third  Edition.  Revised. 

Essentials  of  Bacterlolo^  ;  a  Concise  and  Systematic  Introduction 
to  the  Study  of  Micro- organisms.  By  M.  V.  Ball,  M.D.,  Bacteriol- 
ogist  to  St.  Agiiei,'  Hospital,  Philadelphia,  etc.  Crown  octavo,  218 
pages;  82  illustrations,  some  in  colors,  and  5  plates.  Cluth,  fi.oo; 
interleavetl  for  notes,  $1.25. 

[Sec  Saunders^  Question- CompenJs,  page  21.] 

'■TheModent  or  pmclitionercsn  nndily  obtain  a  knowlcttgeof  tbe  subject  from  apntlBal 
of  tbla  book.     I'he  illuitralioos  Mt  clear  and  aatiftfactory." — Mtttieat  Hetitrdt  New  Yock. 
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BASTIN'S  BOTANY. 

Laboratory  Rxercises  in  Botany.  By  Edson  S.  TJastin,  M.A., 
late  Professor  of  Materia  Medica  and  Botany,  Philadelphia  College  of 
Pharmacy.   Ocuvo  volume  of  536  pages,  widi  87  plates.    Cloth,  ^z.^o. 

"It  M  nnqucslioniibly  the  bat  tulbuok  on  the  uih)rrl  thai  fiat  virt  appcKird.  Tbe 
wocli  is  cmini-nily  »  prafticAl  one.  We  rrgund  the  usu«nce  o!  ihi*  l-ook  »s  an  Importaol 
««enl  in  the  hitumrv  of  phattutcculktil  leachin^f  in  itm  cuoniry.  nntl  predict  fur  il  ui  uiiqiuli- 
6ed  «ucceM." — AlttmHt  Htfvrl  to  thi  Philadelphia  College  ttf  Pharmacy. 

"There  is  no  work  like  it  in  ibe  pbumacculical  or  botwiical  lilcniiure  ortbi*  country, 
and  we  prediit  (or  it  a  wide  aTe%i\uian."^AiHfriean  Ji'^urnalo/  fharma.j: 

BECK'S  SURGICAL  ASEPSIS. 

A  Manual  ol  Surf^lcal  Asepsis.  By  Carl  Beck,  M.D,  Surgeon  lo 
St.  Mark's  Hospital  and  the  New  Vork  German  roliklinik,  etc.  306 
pages;  65  tcxc-illusirations,  and  13  full-page  plates.    Cloth,  fi.25  net. 

"  An  excellent  cxjxjtiitton  nf  the  '  veiy  latest '  in  the  treatment  of  wounds  as  practised 
by  leadin;^  (jcnnin  and  Anurican  %\K^Kon%."—Jiirminf;ham  (Kng.)  Mediral  kmirn', 

"'Pits  little  fuluine  can  !«  tecufflmended  to  atiy  wlio  ore  dcnirous  of  learning  the  details 
of  uepnu  in  surgery,  for  il  will  serve  as  a  Itustwgrtby  piidc." — Loutlom  t^ncet. 

BOISLINIERES  OBSTETRIC  ACCIDENTS,  EMERQENCIES,  AND 
OPERATIONS. 
Obstetric  Accidents,  Emergencies,  and  Operations.    By  L.  Ch. 

BoiSMSlERE,  M.D.,  late  Emeritus  Professor  of  Obstetrics,  Si.  I^ouis 
Medical  College.    381  pages,  handsomely  illustrated.    Cloth,  jz.oonec 

"  It  is  clearly  and  concisely  written,  and  is  endctitly  llie  wotk  of  a  teacher  and  (ncti* 
tioocr  o(  laige  experience." — Brititk  Mtdital  Jtturnal. 

•  *■  A  manual  so  useful  lo  the  >(n<lcnl  or  t!ie  grneml  pniclilioer  baa  not  been  brought  to 
mr  notice  in  a  long  time,  'llic  tield  embimccd  in  the  title  is  covered  in  a  terw,  interesting 
way."— Xo^  Mtdiettt  Jimmai, 

BROCKWAVS  MEDICAL  PHYSICS.    Second  Edition.  Revised. 
Essentials  of  Medical  Physics.     Hy  Frrd  J.  Broci;wav,  M.D., 
Assistant  Demonstrator  of  Anatomy  in  the  College  of  PhjTiicians  and 
Surgeons,  New  York.     Crown  octavo,  330  pages;    155  fine  illttstratiuns. 
Cloth,  ^i.oo  net ;  interleaved  for  notes,  fi.ss  net. 

[See  Saunders'  Question- CompendSt  page  »i.J 

"The  student  who  is  well  versed  In  these  ^asffi^  will  certainly  prove  qualified  to  ami 

Cebend  with  ease  and  pleasure  the  great  majoriiy  of  qurqions  involpin([  pbysicat  principal 
cely  to  be  met  with  in  bis  medical  studies." — Amtritan  Praflitwntr  omd  hem. 

"We  knnw  of  nn  triAnual  that  affords  the  medlral  Mudent  a  Setter  or  more  concise 
expm^Uion  of  phy»ii:«,  and  tl>e  book  may  be  commBiided  as  a  most  satisfaciivy  jvesenlation 
of  those  nsentials  dial  are  rei)uiiiie  in  acoiirse  in  iDedicinc."^<VVN'  Yfrk  AfeJieal J>ntrtial 

"  Il  cMitaiiis  all  lliat  one  need  know  OQ  tbe  subject.  U  well  written,  and  is  copraui^v 
illustrated." — Altditai  Hte^rd,   Sew  York. 

BURR  ON  NERVOUS  DISEASES. 

A  Manual  of  Nervous  Diseases.    By  CtiARt  es  W.  Burr,  M.D-, 

Clinical  J'roi'e&or  of  Nervous  Diseases,  Mcdico-Chirurgical  College, 
Piiiladelphia ;  Pathologist  to  the  Orthopedic  Hospital  ani]  Infirmary 
for  Ner>-0(is  Diseases;  YisitiDg  Physician  to  St,  Joseph's  Hospiial,  etc. 
Jh  Preparation- 
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BUTLERS  MATERIA  MEDICA,  THERAPELITICS.  AND  PHAR- 
MACOLOGY. Third  Hditlon,  Revised. 
A  Text-Book  o(  Materia  Medica,  Therapeutics,  and  Pbarma* 
cology.  By  George  K  Bltler,  pH.ti.,  M.U.,  i'mfcssorof  Materia 
Medica  and  of  Clinical  Medicine  in  the  CoUcj^c  of  Pbysiciaiks  find 
Surgeons,  Chicago;  Professor  of  Maii-ria  Mt-dica  and  Therapcut:<:s. 
Northwestern  University,  Woman's  Medical  School,  etc  Octavo,  874 
pages,  illustrated.     Cloth,  J4..00  net;    Sheep,  I5.00  net. 

"  Taken  as  a  witote,  llie  book  tnay  f;iirly  \k  constdeml  m  one  of  I'ae  mnM  sali^ficlory 
of  Btif  Mngl«-v(i1iitn«  workft  on  mattrin  in«lin  in  the  tanVti.^'— Journal  of  tM*  jlmm^aH 
Atiitital  AsiO<ialion. 

CERNA  ON  THE  NEWER  REMEDIES.  Second  Edition.  Revised. 
Notes  on  the  Newer  Remedies,  their  Therapeutic  Applications 
and  Modes  of  Administration.  By  David  Cekna,  Ml).,  I'h.D., 
fomicrly-  Demonstrator  of  and  l/:cliireran  Experimental  Therapeutics 
in  the  University  of  Pennsylvania;  Demonstrator  of  Physiology  to  the 
Medical  Department  of  the  University  of  Texas.  Rewntien  and 
greatly  enlarged.     Fost-octavo.  353  pages.     Cloth,  11.35. 

"The  >[>p«nuafKff  of  tbU  nrw  million  of  Dr.  Cems's  very  valuable  work  shows  that  it 
is  properly  a]i{irccialc4].  The  book  ought  to  be  in  the  (w^scuion  of  every  pracitaing  phfsi- 
riao." — AVrr  Yvrk  .XJrJuyil Journjl. 

CHAPIN  ON  INSANITY. 

A  Compendium  of  Insanity.     By  Jouk  B.  Chapin,  M.D.,  LL.D.t 

Physician-in-Chief,  Pennsylvania  Hospital  for  ilie  Insane;  late  PhysJ- 
cian-Su|ierintendcnt  of  the  Willard  Staic  Hospital,  New  York  ;  Hon- 
orary Meinl»er  of  the  Medico-Psychological  Society  of  Great  nritain, 
of  the  Society  of  Mental  Mediriiic  ol  Belgium.  121U0,  234  |iages, 
illustrated.     Cloth,  $\.2^  net, 

"  I'hc  prnciicnl  paiti  of  Dr.  Chapin's  hook  are  what  coDsitniie  in  distinntve  merit.  We 
doiie  opcciiilly  lo  call  Ktlcntioii  10  the  fad  that  on  the  siibje^  of  tlirTi({>cDlii:s  of  itmatty 
the  work  it  exceedingly  valtialile.  It  is  no!  a  made  book,  but  a  genuine  cumlciued  ihetia, 
wtiicli  I>u  all  the  value  of  ripe  opinion  and  all  tlie  charm  of  a  vipomas  and  natural  uyle." — 
Phila,.ie!phia  Medteat  J^urmtL 

CHAPMAN'S  MEDICAL  JURISPRUDENCE  AND  TOXICOLOGY. 
Second  Edition,  Revised. 
Medical  Jurisprudence  and  Toxicology.  By  Henkv  C.  Chapmak, 
M.D.,  Professor  of  Institutes  of  Medicine  and  Medical  Jurisprudence 
in  the  jefTcraon  Medical  College  of  Philadelphia.  254.  pages,  with  55 
illustrations  and  3  full-page  plates  in  colurs.     Cloth,  fi-jo  uet. 

"  The  belt  book  of  iti  cUw  for  the  uodergnduate  that  w«  koow  of."~A'iv  York 

MtdUti!  Timti. 

CHURCH  AND  PETERSON'S  NERVOUS  AND  MENTAL  DISEASES. 

Second  Rdition. 

"  Nervous  and  Mental  Diseases.      By  Archibalu  Chukch,  M.  D., 

Professor  of  Clinic.1l  Neurology.  Mental  Diseases,  and  Medical  Jtiris- 
pnittiTire  in  the  Northwestern  University  Medical  School,  Chirago  ; 
and  Ikeder]ck  Peterson,  M.  D.,  Clinical  Professor  of  Menial  Dis- 
eases, Woman's  Medical  College.  N.  Y. ;  Chief  of  Clinic,  Ner^ou?* 
Depi.,  CoHcgr  of  Physicians  and  .Surgeons,  N.  Y.  Handsome  octavo 
volume  of  S43  pages,  profusely  illustrated.  Cloth,  ](5.oo  net;  lialf 
Morocco,  $6.00  net. 
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CLARKSON'S  MISTOLOQY. 

A  Text-Book   of    Histologry.   Descriptive  and    Practical.      Bjr 

Arthur  Ci.ark-son,  M.H,,  (.'.M.  Edin.,  formerly  Demonstrator  of 
Physiolopy  in  the  Owen's  College,  Manchester;  late  TJemonstrator  of 
Physiology  in  Vorkihire  College,  Leeds.  I^rge  octavo,  554  [ages; 
33  engravings  in  the  text,  and  174  Ueaiiiifully  colored  original  illustra* 
lions.      Cloth,  strongly  bound,  $4.00  net. 

"  The  wDttc  ini»c  tw  consiclirrcd  »  valusUIc  ailditioa  to  tbe  lift  of  Kvulable  textbooks, 
uid  is  to  be  Iii^Ulv  rcconmuuidn)."— AViv  Vori  MtJieat  J&Hrnal. 

"  Tliii  io  wnc  uf  the  best  wotkji  for  studenU  we  have  cvn  noticed.  Wc  predict  Uiat  (he 
book  will  ttuia  a  wrn-dewrred  popuUrity  amor^  our  ftlndetits." — CMuago  Mwtal  ft^firtitr, 

CLIMATOLOGY. 

Transactions  of  the  Fixhth  Annual  Meeting  of  the  American 
Climatolo^lcal  Association,  held  in  Washington,  September  23-35, 

1891,  I'oriuinga  handsome  octavo  volume  of  376  pages,  uniform  with 
remainder  of  series.      (A  limited  fiuantity  only.)     Cloth,  J1.50. 

COHEN  AND  ESHNER'S  DIAGNOSIS. 

Essentials  of  Diagnosis.  Hy  Suujmon  Solis-Coiien,  M.D.,  Pro- 
fessor ot  Clinical  Medicine  and  Applied  'llicrapeutics  in  the  Philadel- 
phia Polyclinic  ;  and  Augitstl's  A.  Eshner.  M,D,,  Professor  of  Clinical 
Medicine  in  the  Philadelphia  Polyclinic.  I'osi-ocuvOj  3S1  pages;  $5 
illustrations.     Cloth,  $1.50  net. 

[See  SaumliTs'  Question-CompeHJsy  page  21,] 

"We  can  heartily  commend  tlie  )>cok  lo  all  those  who  contemplate  ptuchuing  t  'ceta- 
pend  '  It  is  mfidrin  and  cotnpk-te,  uid  trill  ^\xv  more  satisfaction  than  nianjr  other  works 
whicli  arc  j<crhapi  tiHi  prolix  a?  well  a*  IjcIi'ikI  ttic  ttroea."^ iVnAVa/  Rtvitv,  ijL  Louis. 

CORWIN'S  PHYSICAL  DIAGNOSIS.    Third  Edition,  Revised. 

Essentials  of  Physical  Diaffnosis  of  the  Thorax.  By  ARrntm 
M.  CoRwiN,  A.M.,  M.D.,  Demonstrator  of  Physical  Diagnosis  in  Kush 
Medical  College,  Chicago;  Attending  Physician  to  Central  Free  Dis- 
pensary, Department  of  Kiiinology,  Laryngology,  and  Diseases  of  the 
Chest,  Chicago,    aig  jwiges,  illustrated.   Cloth,  flexible  covers,  $1.25  net. 

"  Tl  is  exrellcnl.  The  sladent  who  ihall  use  it  u  bit  guide  to  the  carefiil  sxaAy  cX 
phyaical  ex|>loruiiun.  uixni  normal  iui<l  ahnornial  uibjecu  can  scarcely  fail  to  acquire  a  good 
working  ktiowledgc  01  the  sulijert." — PkUaJtlpkia  PoMinu. 

"K  most  e^ccllrrt  liillr  work.  It  hriglitens  ihc  rndTKiry  oT  tbe  difTcrenltal  diaenoatic 
■igni,  and  it  arraiifjcs  orderly  and  ia  tct^ucnce  llic  variou*  obicclive  phenomena  to  logical 
solution  of  a  carclui  diagnosis." — Journal  of  Nercvtu  and  Mmlai  Diiratu. 

CRAOIN'S  GVN/ECOLOGY.     Pourth  Edition,  Revised. 

Essentials  of  Qynaxology.  Ky  Edwin  B.  Cragin,  M.  D.,  lecturer 
in  Obstetrics.  College  of  I'hysicians  and  Surgeons,  New  York,  (.'rown 
octavo,  300  pages;  63  illustrations.    Cloth,  fli.oo :  interleaved  for  notes, 

[See  Saunders^  Question- Compends,  page  21.] 

••  A  handy  rolumc.  and  ■  dislioct  improirenKnt  on  stndeW*'  compcnd-i  in  general.  No 
author  wbn  wai.  ikx  htmnelf  a  pnciical  gynecolot^  could  have  consulted  the  »tudrat'i  needs 
■o  ihotoughly  as  Dr.  Cia;:tn  hat  done." — MtJual  Rttord,  New  York. 


10  Medical  Publications  of  W,  B,  SauBders* 


CROOKSHANK'S  BACTERIOLOQV.     Fourth  Edition.  Revised. 

A  Text-Book  o(  Bacteriology.  By  Edgar  M.  Ckooksiunk,  M.B.» 
Professor  of  Comparative  Pathology  and  Bacteriolog>%  King's  College^ 
London.  Octavo  volume  of  700  pages,  with  173  engravings  and  z2 
original  colored  plates.     Cloth,  I6.50  net ;  Half  Morocco,  ^7.50  net. 

■•  Tti  ihc  srailent  who  whha  lo  obtain  a  good  rhumi  of  whal  has  hecn  done  in  bactcri- 
ology,  cr  who  wistics  an  accurate  accoiitu  of  ihe  varinuh  tncthnd*  cS  rrtciucli,  (be  tiook  mnj 
be  recoiiimcDdcd  withconfidcnLC  tbat  he  vriU  I'ukI  tbcre  whu  b«  requires."— ZoWtfn  Lanttt. 

OaCOSTA*S  SURQERV.  Second  Ed..  Revised  and  Oreatly  Enlarged. 
JVVodern  Surgery,  General  and  Operative.  Hy  John  CiiAUMiuis 
DaCosta,  M.D.,  Clinical  Professor  of  Surgery,  JtlTcrson  Medical 
College,  Philadelphia;  Surgeon  to  the  Philadelphia  Hospital,  etc. 
Handsome  octavo  volume  of  900  pages,  profusely  illustrated.  Cloth^ 
^4.00  net;  Half  Morocco.  ^5-00  net. 

"We  know  of  cu  una])  work  uq  turgeiy  in  die  Engltth  language  which  so  well  fulfils 
the  requircmcnU  of  ihc  tnodera  sludeiil." — AteJuo-CMim'gual Journal,  Brislol,  Hngluid. 

DE  SCHWEINITZ  ON  DISEASES  OF  THE  EYE,      Third  Edition, 
Revised. 
Diseases  of  the  Eye.    A  Handbook  of  Ophthalmic  Practice. 

By  (.;.  E.  DK  Si.:HWKlNn7,  M-I).,  Professor  of  Opluhaimolagy  in  the 
Jefferson  Medical  College,  Philadelphia,  etc.  Handsome  royal  octavo 
volume  of  696  pages,  with  156  fine  illustrations  and  2  chronio-litho- 
graphic  plates.     Cloth,  ^4.00  net ;  Sheep  or  Half  Morocco,  I5.00  net. 

"  A  clearly  wrillen,  comprrbenMve  ruamial.  One  whicb  we  can  cotnmentl  lo  iludenta 
u  a  reliable  lexi-book,  written  nilb  lui  evident  knowledec  of  Uie  wanu  of  those  rnicTing 
npon  the  study  of  this  special  l;niii£:h  tif  nicdi'i.-ai  stieiice." — Britiih  Mfdieal  JoumaL 

"  A  work  lliat  will  meet  the  tecjuirciiKnUi  not  only  of  the  spctialist,  but  of  the  gcocntl 
praclilioncr  in  a  nur  dcgiee.  I  nm  salislted  that  unuiiual  »utceM  awoils  It." — WlLUAU 
Pkfpkr,  M.D.,  Praffsisr  of  the  THtvry  and  Praitiit »/  Meiiicine  and  CtittUat  Atidieuu, 
Umvmily  of  J'/nniyh'aNia. 

DORLAND'S  DICTIONARY.    Second  Edition.  Revised. 

The  American  Pocket  Medical  Dictionary.  Containing  the  Pro- 
nunciation and  Definition  of  all  the  principal  words  and  phrases,  and  a 
large  number  of  useful  tables.  Edited  by  W.  A.  Newman  L)oHi.ANit, 
M.  1).,  Atisislant  lA-monstratorof  t'>l)stctrics.  University  of  Pennsylvania; 
Fellow  of  the  American  Academy  of  Medicine.  5 1 8  pages  ;  handsomely 
hfMind  in  full  leather,  limp,  with  gilt  edges  and  patent  index.  Price, 
$1.00  net;   with  ihucnb  index,  £1.25  net. 

DORLAND'S  OBSTETRICS. 

A  Manual  of  Obstetrics.  By  W.  A.  Newman  Dokland,  M.D., 
Assistant  Demonstrator  of  Obstetrics,  University  of  Pennsylvania; 
Instructor  in  Gynecology  in  the  Philadelphia  Polyclinic.  760  pages; 
163  illustraiions  in  the  text,  and  6  full-page  plates.     Cloth,  fa. 50  net. 

"By  far  the  bcs«  linok  nii  ibis  subject  ttiai  has  euer  come  lo  tKJ  noXict."— American 
Medieal  Jin-inu. 

"  U  h»»  rarely  \irr-n  our  duty  lo  review  ft  book  which  has  pven  us  more  picaaute  in  ila 
penual  and  more  !>atisfactiOD  iu  its  crilidsm.  It  is  a  veritable  encyclopedia  of  Vuowlcilge, 
•  gold  tuitie  of  {iniciical,  cunci»e  thuugfats." — Amfritan  Meduo-Strgicai  BuiUltn. 
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PROTHINQHAMS  OUIDE  FOR  THE  BACTERIOLOGIST. 

Laboratory  Qulde  for  the  EiacterioloKlst.  By  Lancdon  Froth- 
INGHAM.  ALD.V'.,  AssidtaiH  in  Itactcrioiogy  and  Veterinary  Science, 
Sheffield  Scientific  School,  Yale  University.    Illustrated.    Cloth,  75  cts. 

"  li  is  a  cnnvenient  and  luerul  little  work,  and  triH  more  llian  repay  the  ouiUy  nrces' 
wry  ((>r  lU  purchase  in  the  tiaving  of  lime  which  would  othcrwi.te  he  ciKi»uiiied  in  loukiae 
np  the  rarioiu  poiitt»oF  lecKnique  so  clearlj  and  concisely  laid  down  in  in  pages."— ylmtrt- 
can  Meitui>Hurgi<ai  BulUhn. 

OARRiaUES*  DISEASES  OF  WOMEN.  Second  Edition,  Revised. 
Diseases  of  Women.  By  Henry  J  Garkiuueis,  A.M.,  M.D.,  Pro- 
fessiir  of  Gynecoloj^y  in  the  New  York  School  of  Clinical  Medicine; 
Gynecologist  to  Si.  Mark's  Hospital  and  to  the  German  Dispensary, 
New  York  City,  etc.  Handsome  octavo  volume  of  728  pages,  illus- 
trated by  335  engravings  and  colored  plates.  Cloth,  I4.00  net; 
Sheep  or  Half  Morocco,  f  5-oo  net. 

"One  of  the  IjcU  i«ki  boolcs  for  siiidenu  and  pnditionen  which  hu  hcen  pnbli&faed  in 
the  EQgli»h  language  ;  il  u  condensed,  ciciu,  and  comprebcDsivc.  Th«  profound  learoini; 
and  great  clinical  i^sperience  rif  the  diuingulihefl  author  find  expression  in  this  book  in  a 
most  attractive  and  iittlruclivc  furm.  Voutig  ptacttliuners  to  whom  experienced  con«iItant» 
may  nul  l>e  available  will  Itml  in  thiw  biKik  invaluable  counsel  and  help." — Thad.  A. 
Reamv.  M.D,,  LL.D.,  Pr^ftHJ/r  0/  CUnkal  Gynt^oivgy,  MtJiial  Colhgt  of  Ohit. 

OLEASON'S  DISEASES  OF  THE  EAR.  Second  Edition,  Revised. 
Essentials  of  Diseases  of  the  Ear.  By  E.  P.  Glbason,  S.B., 
M.D.,  Clinical  Professor  of  Otology,  Medico- Chi nirgical  College, 
Philadelphia;  Surgeon-in-Chargeof  the  Nose,  Throat,  and  Ear  Depart- 
ment of  tiie  Northern  Disjiensary,  Philadelijhia.  208  pages,  with 
114  illustrations.  Clolh.  Jii.oo  ;  interleaved  for  notes,  £1.25. 
[See  Saunders'   Question- Comfiends^  page  31.] 

"  It  is  )iiil  the  book  10  pni  into  the  hands  of  a  student,  and  cannot  fail  10  gWt  htm  a 
tueful  iairoduciion  \o  eu-nlTcclinri^  ;  wliilc  the  »tylc  of  queslion  and  answer  « liicii  i>  adopted 
tbrDugbouL  ihe  l>ook  is.  wc  belleTc,  the  best  method  of  impreuing  facts  j^cmiancntljr  on  the 
mind." — Lnterpt^t  Mt<lu»-CkirMrgi(al J«Hrna!. 

aOULD  AND  PVLE'S  CURIOSITIES  OF  MEDICINE. 

Anomalies  and  Curiosities  of  Medicine.  By  George  M.  Gouu>» 
M.D.  and  Walter  L.  Pvle,  M.D.  An  encyclopedic  collection  of 
rare  and  extraordinary  cases  and  of  the  most  strking  instances  of 
abnormality  in  all  branches  of  Medicine  and  Surgery,  derived  from  an 
exhaustive  research  of  medical  literature  from  its  origin  to  the  present 
day,  altbtracted,  c]a.ssificfil,  annotated,  and  indexed.  Handsome  im- 
perial octavo  volume  of  968  pages,  with  395  engravings  in  the  text, 
and  \2  full-iKige  plates. 

POPtn.AB   EDITIOH  :  (^aUi,  S3.00  set ,  Half  Hoiocoo,  M.M  aeW 

"  One  of  (lie  ino4l  valuable  coniribuiioos  ever  made  lo  medical  liicralure  li  h,  »  far 
as  we  know,  al>salDlelT  unique,  and  every  page  ■>  at  hactnaling  a*  a  novel.  N<j4  alone  for 
the  medical  profetninn  hu  this  Tolume  value:  it  will  scrre  as  a  book  of  trfercnce  fur  all  who 
are  interested  in  geneml  scientific,  sociologic,  or  mcdico-legai  lop»c»."— ^nw*/»^  Mtditai 
Journal. 

"litis  is  certainly  a  most  remarkable  and  interesting  volume.  It  staiidt  alone  among 
medical  literature,  an  anomaly  on  anomalies,  in  thai  there  is  nothing  like  it  eljewbere  ia 
BMdical  literature.  U  is  a  licok  full  of  revcUtionit  from  its  (inl  lo  its  laH  pt^,  and  onnot 
but  interest  and  sometbnei  almost  horrify  its  readen." — AmtriemH  MrJueSurgiioJ  BuHetim, 
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QRAFSTROM'S   MECHANO-THERAPY. 

A  Text-Book  of  Mechano-Therapy  <  Massage  and  Medical  Qym- 

nastJCAj.  Hy  Axki.  \'.  CuAfsivMii,  H-  Si;.,  M.  I).,  bte  I.ifiitcnam  in 
the  Royal  .Swt-dish  Army;  lale  House  Physician  City  liospiul.  Black- 
well's  Island,  New  York,    i  jmo,  ly)  pages,  illuittriled.    Cloth,  51.00  oeL 

GRIFFITH  ON  THE  BABY.    Second  Edition.  Revised. 

The  Care  of  the  Baby.  By  J.  P.  Crozer  GRifTiTH,  M.D.,  Clini- 
cal Professor  of  Diseases  of  Children,  University  of  Pennsylvanil ; 
Physician  to  the  Children's  Hospital,  Philadelphia^  etc.  lamo,  404 
pages,  with  67  illustrations  in  the  text,  and  5  plates.     Cloth.  i>i.5o. 

"The  best  buok  for  the  us«  of  ibc  youog  mother  with  which  w«  ut  acauaiotcd.  .  .  . 
Tbmt  ate  vrry  few  (;ciicrsl  pnclilinncra  wito  itixilil  not  rcul  (lie  book  ibruugli  with  adrui- 
tAge." — AnAitvr  of  Ptdi«trUf. 

'■Tlii;  whiile  book  \\  charairteriKrtl  liy  rare  gocxi  »«Tiae,  and  is  eviileoily  wniten  by  > 
tniutcc  hMiid,  It  can  be  read  with  b<:nclil  not  only  by  inoihcire  but  by  tn«dical  »ttidcnu  and 
by  any  practitioners  who  Iuit«  ikX  hwl  large  oi'{)or1uiiftie»  fur  obaerving  childncn." — Amrri- 
t»n  Jouiftni  fif  Obstefrut, 

GRIFFITHS  WEIGHT  CHART. 

Infant's  Weight  Chart.  Designed  by  J.  P.  Crozer  Griffith,  M.D., 
Clinical  Professor  of  Diseases  of  Children  in  the  University  of  Penn- 
sylvania, etc.     25  charts  in  each  pad.     Per  pod,  50  cents  net. 

A  convrnietil  bUnk  for  kKcpIng  a  record  of  (he  child"*  nrcighl  during  ihe  finl  two  year* 
of  life.  Printed  un  cuch  chart  b  a  curve  reprewiiling  llic  avc[ii)(c  weight  of  a  licidthy  inunt, 
(o  Ihal  any  devialion  from  the  nonnnl  can  readily  be  detected. 

GROSS.  SAMUEL  D..  AUTOBIOORAPHY  OF. 

Autobiography  of  Samuel  D.  Uross,  M.D„  Emeritus  Professor  of 
Stirgcry  in  the  Jefferson  Medical  College,  Philadelphia,  with  Remi- 
niscences of  His  Tiities  and  Contemporaries.  Edited  by  his  Sons, 
Samuf.l  W.  Gross,  M.D.,  LL.D.,  late  Professor  of  Principles  of  Sur- 
gery and  of  Clinical  Surgery  in  the  Jefferson  Medical  College,  and 
A.  Hallkr  Gross,  A.M.,  of  the  Philadelphia  Bar.  Preceded  by  a 
Memoir  of  Dr.  Gross,  by  the  late  Austin  Flint,  M.D.,  LL.D.  In 
two  hand.some  volumes,  each  containing  over  400  |iages,  demy  octavo, 
extra  rlotli,  gilt  tojjs,  with  fine  Frontispiece  engraved  on  steel.  Price 
per  volume,  ^2.50  net. 

"  Dr.  Gto»»  wax  pcrhap  the  niuii  eminent  exponent  of  nedica]  Kicncc  thai  .America 
has  yet  pruductid       l-lis  Autot>iugni)ihy,  rrlnled  as  it    is  wiUi  a  fiibiess  and    completencu 
teld'jin  to  tie  found  in  in<\i  works,  is  an  intere>ling  and  vAUiaMe  liook.     fie  comments  on 
muij-  Ihin^s,  especially,  or  course,  on  inedjcnl  men  and  medical  i>TaiCtice,  in  a  very  iolercsi 
ing  way."'^?^  ^tetator,  London,  England. 

HAMPTON'S  NURSINO.  Second  Edition,  Revised  and  Enlarxed. 
Nursing:  Its  Principles  and  Practice.  By  Ismjki  .\kams  Hamp- 
ton, (iraduate  of  the  New  York  Training  School  for  Nurses  attarhed 
to  Bcllevuc  Hospital;  late  Superintendent  of  Nurses  and  Principal  of 
the  Training  .School  for  Nurses,  Johns  Hopkins  Hospital,  Baltimore. 
Md.    12  mo,  512  pages.  Illustrated.     Cloth,  |7.oo  net. 

"  Sclrlom  have  we  prraterl  n  Innk  ufxin  ihr  Mihjcct  ih.ii  has  given  u«  ao  much  pleamte 
M  the  one  b«fc«e  us.  We  would  sironjjK  uigc  Upon  the  member*  of  our  own  piofearion  the 
naed  uf  n  ]xHik  like  ihiii,  fur  ii  will  niui'le  each  of  ns  lo  liecome  a  training  school  in  hini- 
•clC" — O'tlario  Mtdital JoHrnal. 
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HARE'S  PMYSIOUXiY.  Fourth  Edition.  Revised. 

Essentials  of   PhysioloKy.     By   H.   A.  Hare,  M.D.,   Prflf^«or  of 

*Jht;rapeutica  and  Materia  MedJca  in  i!ie  Jefferson  Medical  College  of 
Philatk'lphia.  Crown  octavo,  239  pages.  Cloth,  Ji.oo  net;  inter- 
leaved for  notes,  $1.25  net. 

[See  Saunders'  Qutstion-ComjKnJs,  page  ai.] 

"The  best  conderuaiion  or  phfliologiad  kDovrledge  we  liavr  jh  H«n." — Mfduai 
Xetonl,  New  Vork. 

HART'S  DIET  IN  SICKNESS  AND  IN  HEALTH. 

Diet  In  Sickness  and  in  Health.    By  Mrs.  Ernest  TTakt.  formerly 

Student  of  ihc  h'ai:iiUy  al"  Meiticineof  Pans  and  of  the  London  School 
of  Medicine  for  Women ;  with  an  Inthoductios  by  Sir  Henry 
Thompson,  F.R.C.S.,  M.D.,  London.     310 pages.      Cloth,  $1.50. 

"  We  recornmcnd  ll  rnrdlalljr  to  ihe  Kllcntioti  nf  all  prnctilionrrt ;  bol>i  to  them  and  ID 
their  pnlicniK  it  may  be  of  llie  ^TCalcsl  service." — j\'rw  Yfrk  Atttii(al  Joumai. 

HAVNES*  ANATOMY. 

A  Manual  of  Anatomy.  By  Uvmr.  S.  Haynks,  M.D.,  Adjunct 
Professor  of  Anatomy  and  Demonstrator  of  Anatomy,  Medical  Depart- 
ment of  the  New  York  University,  etc.  680  pages,  illiisirated  with  43 
diagrams  in  the  text,  and  134  full-page  half-tone  illustrations  from 
original  photographs  of  the  author's  dissections.     Ctoih,  ^2.50  net. 

•'Ti)i»  bcok  is  the  work  of  t  pracrical  in<lnictor— one  who  Vnows  by  experience  the 
re<]uircinenls  of  llie  avemge  »Iuilenl,  ami  \\  ahle  to  nicel  llirNe  rrijutremenls  in  a  very  sati>- 
factory  w«jr.     The  book  is  one  that  can  I*  lommeiidcd." — MeHkal  Rtafrd,  New  York. 

HEISLER'S  EMBRYOLOGY. 

A  Text-Book  of  Embryology.  By  John  C.  Heisleb,  M.D.,  Pro- 
fessor of  Anatomy  in  the  Medico-Chirurgical  College,  Philadelphia.  Oc- 
tavo volume  of  405  pages,  handsomely  illusiratcd.    Cloth,  yz-50  net. 

HIRST'S  OBSTETRICS.  Second  Edition. 

A  Text-Book  of  Obstetrics.     Ky  Barton   Cwkk   Hirst.  M.  D., 

Professor  of  Olwtetrics  in  the  L'nivcrsity  of  Pennsylvania.  Handsome 
ocuivo  volume  of  S48  page&.  with  618  illustratione.  and  7  colored 
plates.     Cloth,  J5.00  net;  Sheep  or  Half  Morocco,  $6.00  net. 

"The  illii4inttiun«  ire  numerou«  and  are  worku  of  art,  many  nf  them  appealing  for  the 
fin!  time.  The  dnan^frincnt  o(  the  tubjecl-iuaucr,  the  fixilnDics,  and  index  axe  beyond 
criiiciim.  A»  a  true  model  of  what  a  modern  lexi  laiok  on  otMtetrict  \hould  he.  we  feel 
juUifted  in  alTirming  Ihal  Dr.  i  lust's  book  \%  without  a  nval." — Nnv  Yerk  MedUat  Record. 

HYDE  AND  MONTGOMERY  ON  SYPHILIS  AND  THE  VENEREAL 
DISEASES. 
Syphilis  and  the  Venereal  Dlseas<».  By  James  Nevins  Hyde, 
M.D.,  Professor  of  Skin  and  Venereal  Diseases,  and  Frank  H.  Mont- 
gomery. M.D.,  Lecturer  on  Dermatology  and  Genito-Urinary  Discasei 
in  Rush  Medical  College,  Chicago,  111.  618  i>ages,  profusely  illu.strated. 
Cloth,  $3.50  net. 

"  We  can  commend  thU  manual  (o  the  student  b»  a  help  to  him  Id  his  tfody  of  Tcncnal 
dueaaei  "^Lnttr^^ot  MtdUo-Ckirurj^eai  Jcumat. 

"  The  beat  studeiii'*  oianiial  wlUcb  baa  appealed  on  Ihe  anbjccL" — Si.  Lmis  Mtditml 
amd  Surgitai  Jattmal. 
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JACKSON  AND  QLEASONS  DISEASES  OF  THE  EYE,  NOSE.  AND 
THROAT.    Second  Edition,  Revised. 
Essentials  of  Refraction  and  Diseases  of  the  Eye.     By  Edward 

Jackson,  A.M.,  M.U.,  Professor  of  Diseases  of  the  Kyc  in  the  Phila- 
delphia Polyclinic  aad  College  for  Graduates  in  Medicine;  and — 
Essentials  of  Diseases  of  the  Nose  and  Throat.  By  E.  Bald- 
win Gleason,  M.D.,  Surgcoii-in-Charge  of  the  Nose,  Throat,  and 
EiT  Department  of  the  Northern  Dispensary  of  Philadelphia.  I'wo 
volumes  in  one.  Crown  octavo.  390  pages;  124  illustrations.  Cloth, 
ji.oo;  interleaved  for  notes,  $1.25. 

[See  SiUittJers'  Qufsfion-Compends^  page  ii.] 

"  Of  pent  vnliic  lo  ihc  beginner  in  thMc  l>ninch«.  The  nmlior*  are  both  capable  men, 
and  kauw  wluU  k  xudeiit  mu»i  netils."— .Vesical  Rtterd,  New  Vorlc 

KEATINQS  DICTIONARY.    Second  Edition,  Revised. 

A  New  Pronouncing:;  Dictionary  of  A\edicine,  with  Phonetic 
Pronunciation,  Accentuation.  Etymology,  etc.  Bv  John  M. 
Keating,  M.D.,  LL.D.,  Fellow  of  the  College  of  Physicians  of  Phila- 
delphia; Vice-President  of  the  American  Pediatric  Society;  Editor 
"Cyclopaedia  of  the  Diseases  of  Children,"  etc.;  and  Henrv 
Hamilton,  Author  of  "A  New  Translation  of  Virgil's  ^neid  into 
Englisli  Rhyme."  etc.;  with  the  collaboration  of  J.  Chauiers  Da- 
Costa,  M,D..  and  Frederick  A.  Packard,  M.D,  With  an  Appendix 
containing  Tables  of  Bacilli,  Micrococci.  Leucomames,  Ptomaines  j 
Drugs  and  Materials  used  in  Antiseptic  Surgery  ;  Poisons  and  their 
Antidotes ;  Weights  and  Measures ;  Therniomeiric  Scales ;  New 
Official  and  Unofficial  Drugs,  etc.  One  volume  of  over  800  pages. 
Prices,  with  Denison's  Patent  Ready- Reference  Index:  Cloth,  $5.00 
net;  Sheep  or  Half  Morocco,  f6.oo  net;  Half  Russia,  H6.50  net. 
Without  ftitent  Index:  Cloth,  $4.00  net;  Sheep  or  Half  Morocco, 
1 5. 00  net. 

"  I  xm  miirli  pli^vtd  wirli  KrJiliogN  Diclinnftry,  «nd  »hiill  Inltv  plcuore  m  reccnninend 
ing  it  lo  my  claries/' — Hknhy  M.  Lvm\S,  M.D.,  Pro/tiuiT  0/  the  PriHiipki  and  PraetUt. 
t/Mediane,  RtuA  Mtdiaii  Catlegt,  CAuagv,  IIL 

"  I  tm  coaviocod  lb«t  it  will  he  a  very  valnahle  adjunct  to  my  sDtdy-table.  ooDTeaienl 
in  Rise  and  tiuffidcnlly  full  for  ordinAir  use." — C.  A.  I^kusi-ky,  U.D,,  ptwfeuor  0/  tJu 
Theory  and  Frattue  of  Mttiumt,  MtdUal  Dtpt,   Yah  University, 

KEATINO'S   LIFE   INSURANCE. 

How  to  Examine  lor  Life  Insurance.  By  John  M.  KeATrNC, 
M.D.,  Fellow  of  the  College  of  I'h>si^ians  of  Philadelfihia  :  Vice- 
President  of  the  American  Pediatric:  Society;  £»■  President  of  the 
Association  of  Life  Insurance  Medical  Directors.  Royal  oclavo,  31 1 
rages;  with  two  large  h.ilf-tone  illustrations,  and  a  plate  preiwrcd  by 
Dr.  McClclIan  from  special  dissections ;  also,  numerous  other  illustra- 
tions,    doth,  {2.00  net. 

•■  This  \h  by  hr  thr  tno«i  UKfiil  book  which  lias  yel  a|))>carc«l  i.'n  iDturanCc  cxatnlnalton, 
ft  Subject  of  ifiowiiiK  inttrcKt  4iul  imjwrlanoe.  Ni-l  the  Icasl  vaUinlilc  jxirlion  uf  tlic  vntunie 
is  I^rt  II.,  whicfi  (•iiri>isw  nf  iiistruciJom  issued  lo  llicir  cxamininj;  pliyiicianh  by  twenty  lour 
rei>re«f  ntmive  comfwirics  of  ihis  counUy.  If  Un  llicsc  nlonc,  the  book  should  he  al  the  nnht 
hand  of  every  [ihyiiiciaii  interred  in  liiis  special  brunch  of  medicd  science," —  751/  AMiml 


KBBN  ON  THE  SURGERY  OF  TYPHOID  FEVER. 

The  Surgical  Complications  and  Sequels  ot  Typhoid   Fever. 

By  Wm.  W.  Keen,  M.D..  LL.L).,  J'rofessor  of  the  rrinciples  of  Sur- 
gery and  of  Clinical  Surgery,  Jeffcrsiin  Mcrlical  College,  Philadelphia ; 
Corresponding  Member  of  the  Soci£t<i  de  Chirurgic,  Paris;  Honorary 
Member  of  the  Sociit*  Beige  de  Chinirgie,  etc.  Ocuvo  volume  of 
386  pages,  illustrated.     Clolh,  {3.00  net. 

"  This  is  ^irobably  the  tint  and  only  work  in  ih*-  English  Uns;iiage  ihtt  gites  the  reader 
a  cic&t  view  ai  wh«l  tyutioid  fever  tcnlty  ia.  and  wlut  it  di>e»  anO  can  do  to  the  human 
iiTganHtn.     This  bciok  ^liuuld  tt  in  thi^  posscsdun  of  every  medical  man  in  America." — 

KEEN'S  OPERATION  BLANK.  Second  Edition.  Revised  Form. 
An  Operation  Blank,  with  Lists  of  Instruments,  etc.  Required 
in  Various  Operations.  I'rcpared  by  \\.  W.  Keen.  M.D.,  IX.D., 
Professor  of  iht?  Principles  of  Surgery  in  Jefferson  Medical  College, 
Philadelphia.  Price  per  pad,  containing  blanks  for  fifty  operatiooSr 
50  cents  net. 

KYLE  ON  THE  NOSE  AND  THROAT. 

Diseases  of  the  Nose  and  Throat.  Ry  D.  Braden  Kyle,  M.D., 
Clinical  Professor  of  laryngology  and  Rhinology,  Jefferson  Medical 
College,  Philadelphia;  Consulting  Laryngologist,  Khioologist,  and 
Otologist,  St.  Agnes'  Hospital.  Handsome  octavo  volume  of  about 
630  pages,  with  over  150  illustrations  and  6  lithographic  plates.  Price, 
Clotn,  $4.00  net ;   Half  Morocco,  I5.00  net. 

LAINE'S  TEA\PERATURE  CHART. 

Temperature  Chart.  Prepared  by  D.  T.  LAiMft,  M.D.  Size  8  x  13;^ 
inchtt.  A  conveniently  arranged  Chart  for  recording  Temperature, 
with  columns  for  daily  amounts  of  Urinary  and  Fecal  Excretions, 
Food,  Remarks,  etc.  On  the  back  of  each  chart  is  given  in  full  the 
tnethod  of  Brand  in  the  treatment  of  Typhoid  Fever.  Price,  per  pad 
of  25  charts,  50  cents  net. 

'■To  (he  huty  pramilinner  tItU  chart  will  be  fnimd  of  great  value  to  fever  c«ie&,  and 
cspedalljr  for  csma  of  lyphuid." — Indian  Lanttt,  Calcutta. 

LOCKWOOD'S  PRACTICE  OF  MEDICINE. 

A  Manual  of  the  Practice  of  Medicine.    By  Gkorge  Roe  Lock* 

WOOD.  MIX,  Professor  of  Practice  in  the  Woman's  Medical  College 
of  the  New  York  Infirmary,  etc.  935  pages,  with  75  illustrations  in 
the  text,  and  32  full-jKigc  plates.     Cloth,  $1.50  net. 

"  Gives  in  n  hmmI  conctM  manner  the  poinbt  enential  lo  irealincDt  usually  enumerated 
In  the  most  elaborate  works.*' — Maittuktutltj  JUfiiitai  Journal. 

LONG'S  SYLLABUS  OF  OYNECOLOaV. 

A  Syllabus  of  Gynecolo^*,  arranged  in  Conformity  with  "  An 
American  Text-fio«k  of  Oynecology."  By  J.  W.  I.on(;.  M.D., 
Professor  of  Diseases  of  Women  and  Children,  Medical  College  of 
Virginia,  etc.     Cloth,  interleaved,  $1.00  net. 

"The  book  M  certainly  an  adcnlrahle  rhtimt  cX  what  every  nynecological  undent  aiwl 
praciitioner  ^hinulil  know,  and  will  |mive  of  ralue  not  only  tu  tli<»e  who  have  the  '  AoMnCHl 
Text- Book  of  Gynccolog).'  but  to  others  u  well." — Brookiyu  Mttiietil Jottmai. 
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MACDONALD'S  SLRQICAL  DIAGNOSIS   \N0  TREATMENT. 

Surgical  Diagnosis  and  Treatment.  By  J.  W.  Macdonald,  M.D. 
Kilin.,  F.R.C.S-,  Hdin.,  Profcsswr  of  ihc  Practice  of  Surgery  and  of 
Clinical  Surgery  in  Tlamline  University;  Visiting  Surgeon  to  St. 
Barnabas'  Hospital.  Minneapolis,  etc.  Handsome  octavo  volume  of 
Soo  ]>3ges,  profusely  illustrated.  Cluth,  $s-°°  f^^^i  Half  Morocco, 
fC.oo  net. 

"  A  ibomugH  and  compUte  work  on  lurgicftl  diognoui  and  imamenl,  tnv  fnm  pod- 
ding, full  of  vaIuaI'Ic  nucrixl,  and  in  accnnj  irtih  the  snrf^ical  U'achin|{  of  ihc  day."— Tit' 
Mtdical  Acwi,  Arur  York. 

"  The  n-orlc  is  brimful  of  just  the  kind  i^f  iT»ciical  infonnmion  ihot  is  useful  alilte  to 
stud«:it»  aod  prncUtiuons.  It  is  n  pleuuie  toixxDiacnil  tlic  bock  t)ircausc  of  tli  inlriuk 
Talui:  t«  the  medical  practiiioiier." — CiminnaH  Latttet  Clinic 

MALLORY  AND  WRIGHT'S  PATHOLOGICAL  TECHNIQUE. 

PatholofTJcal  Technique.  A  Practical  Manual  for  Laboratory  Woik 
in  Pat  hoi  (!(;>-,  BactcrioioRy,  and  Morbid  Anatomy,  with  chapters  on 
Post-Mortein  Technique  and  the  Performance  of  Autopsies.  By  Frank 
B.  Mallorv,  A.M.,  M.D..  Assistant  Professor  of  Pathology,  Harvarn 
University  Medical  School,  Boston;  and  Jaues  H.  Wrioht,  A.M., 
M.D.,  Instructor  in  Pathology,  Harvard  University  Medical  School, 
Boston.  Octavo  volume  of  396  pages,  handsomely  iUustrab*d.  Cloth, 
^a.50  net. 

'*  I  have  hern  looViiig  futwanl  to  the  |>uMiciit>on  nf  ttiif  bonk,  am]  I  urn  glAl  to  mv  that 
I  find  it  l<>  be  a  rao*t  useful  lal>oTatorr  and  post-monctn  |*nidr,  full  of  practical  infonnation, 
and  veil  u[i  lo  dale." — WiLUAM  U.'  WblcH,  Profatur  9/  PalhtUegy,  Johns  Bofkiiu  IMi- 
vtrsity,  Saltimort,  AtJ. 

MARTIN'S   MINOR  SURQEKV.  BANDAQING.   AND   VENEREAL 
DISEASES.     Second  Edition,  Revised. 
Essentials    of     Minor     Surgery,    Bandaging,    and     Venereal 
Diseases.    By  Edward  Martin,  A.M.,  M.D.,  Clinical  Professor  of 

Gcnito-Urinary  Diseases,  University  of  Pennsylvania,  etc.  Cmwn 
octavo,  166  i»ages,  with  78  illustrations.  Cloth,  $1.00  ;  interleaved  for 
notes,  $1-25. 

[See  &ra«(Arr5'  Question- Comptnds,  page  ai.] 

"  A  very  practical  and  sysiematic  slndy  of  the  sTtbfectt,  aod  thows  the  ■uthor'i  farail- 
larily  with  tbe  needs  of  studcnU." — Thtrafeutie  Gmeltt. 

MARTIN'S  SURGERY.    Sixth  Edition,  Revised. 

Essentials  of  Surgery.  Containing  also  Venereal  Diseases.  Surgi- 
cal Landmarks,  Minor  atid  Operative  Surgery,  and  a  complete  de- 
scription, with  illustrations,  of  the  Handkerchief  and  Roller  Bandages. 
By  Edward  Martin,  A.M.,  M.D.,  Clinical  Professor  of  Genito- 
urinary Diseases.  University  of  Pennsylvania,  etc.  Crown  octavo,  3.38 
pages,  illustrated.  With  an  .'Vpi>endix  containing  full  directions  for  the 
preparation  of  the  materials  used  in  Antiseptic  Surgery,  etc.  Cloth, 
Ji.co;  interleaved  for  notes,  3(1.25. 

[Sec  Saunders*  Question- Campentis,  page  21.] 

"  ConlJtiDS  all  necc»wry  essentials  of  modem  mrgery  in  a  companui»dy  aoiall  ipace. 
1u  style  is  imercstinK,  and  its  illiutretions  an  admirable." — Mtdunt  and  Smrgiftti Ktftrttr. 
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McFARLAND*5  PATHOQEMC  BACTERIA.  5econd  Edition.  Re- 
vised and  Qrcatly  KnIarKed. 
Text-Book  upon  the  Pathogenic  Bacteria.  By  Joseph  McFar- 
i.AND,  M.  I)..  Professor  of  Pathology  and  Bacieriology  in  the  Medico- 
Chirurgiial  College  of  rhiladelphia,  etc.  Octavo  volume  of  497  pages, 
finely  illustrated.     Cloth,  $3.50  net. 

*'  Dr.  McFarland  tias  ir««4ed  (he  nibject  in  a  t^RlemMic  manner,  and  bu  iuc««d«d  to 
presenting  in  &  cnncisc  and  rearlablc  form  the  fsseniiaU  of  bacteriology  iip  to  dale.  Alto- 
getbcr,  lite  bnoV  i>  a  latiHfortvry  one,  and  !  ihftll  lake  p!«tij>ure  in  recommi^odiBg  it  to  the 
atndtnu  of  Trinity  College."— H.  B.  Akdkiison,  M.JJ.,  i'rvfttior  9/  }'athei^gy  and  Bat- 
tnrioiogy,  Trintiy  Mfiiii'ttl  Ci'^i^gf,  Toranfe. 

MEIQS  ON  FEEDINQ  IN  INFANCY. 

Feedine^  in  Early  Infancy.     By  Arthur  V.  Mejgs,  M.D.     Bound 

in  limp  cloth,  flush  edges,  25  cents  net. 

"Tlii*  pamphlet  is  worth  many  times  over  its  price  to  the  pbyticiBii.  The  auihor'j 
cxperimenuartd  condusiaiu  are  original,  and  have  bMn  the  means  of  dotn^inuch  good."-^ 
MtHiial  BmIUUh. 

MOORE'S  ORTHOPEDIC  SLROERY. 

A  Manual  of  Orthopedic  Surgery.     By  James  E,  Moore,  M.D., 

Professor  of  Orthojietlics  and  Adjunct  Professor  of  Clinical  Surgery, 
University  of  Minnesota,  College  of  Medicine  and  Surgery.  Octavo 
votiime  of  356  pages,  handsomely  illuf^trated.     Cloth,  $2.50  net. 

"  A  mo«t  altractive  work.  The  illurtralions  and  ihe  care  with  which  ilw  bw>k  H  adapted 
to  the  wanii  of  the  general  practitioner  &nd  the  aUiiJettt  are  wuitliy  uf  ^eat  ptauc." — CMitagv 
Ateiiiral  fftcarJer. 

"  A  vcty  dcmonslnUive  wurlt,  every  illottraljon  of  which  conveys  a  Insoo.  The  work  ■■ 
B  most  cKcellent  and  commrndnltle  unr,  which  wc  cao  ocrtatnly  cndone  with  plctsure.**^ 
St.  Louii  Medical  anJ  Surgital  Joumai. 

MORRIS'S  MATERIA  MEDICA  AND  THERAPEUTICS.  Fifth 
Edition,  Revised. 
Essentials  of  Materia  Medica,  Therapeutics,  and  Prescription- 
Writing.  By  Henrv  Morris,  M.D.,  late  Demonstrator  of  Thera- 
peuucs,  Jefferson  Medical  College,  Philadelphia;  Fellow  of  the  College 
of  Phyi^icians,  Philadelphia,  etc.  Crown  octavo,  aSg  pages.  CIoUi, 
li.oo;  interleaved  for  notes.  $1.25. 

[See  SiannJers'  Question •Compeads,  page  21.] 

■■This  work,  already  excellenl  in  the  old  edition,  has  been  lar^ly  imjiroved  by  revi 

aioa." — Amencan  Prattihonrr  and  AVwj. 

MORRIS,  WOLFF.  AND  POWELL'S  PRACTICE  OF  MEDICINE 

Third  Edition.  Revised. 
EssentJalsof  the  Practice  of  Medicine.  By  Henrv  Morris,  M.D., 
late  Demonstrator  of  Thera petit ics,  JefTetson  Medica)  College,  Phila- 
dclphia;  with  an  Appendix  on  the  Clinical  and  Microscopic  Examina- 
tion of  Urine,  by  Lawrence  WoLrr,  M.  D. .  Demonstrator  oi  Chemistry, 
Jefferson  Medical  College,  Philadelphia.  Enlarged  by  some  300  (sscn- 
tial  formulae  collected  and  arranged  by  Wu.uam  M.  Powell,  M.D. 
Post-octavo,  488  pages.     Cloth,  yi.oo. 

[See  Saunders    Question- 0>mp<n(is,  page  21.] 

"  The  teaching  ia  wund,  the  preMnlalioo  grapliic  ;  inaUcr  ftill  u  can  be  detired,  wd 
Kyle  aitmcuve." — AMeriean  Praetititnfr  and  New*. 


MORTEN'S  NURSE'S  DICTIONARY. 

Nurse's  Dictionary  of  Medical  Terms  and  Nursing  Treat- 
ment. CuDUining  DctiDitions  of  the  Principal  Medical  and  Nursing 
Terms  ami  Abbreviations;  of  tlie  Instruments,  Drugs,  Diseases,  Acci- 
dents, Treatments,  Operations,  Foods,  Appliancrs,  etc.  encountered 
in  the  ward  or  in  the  sick-room.  By  HoNSOk  Morten,  author  of 
*' How  to  B«:ome  a  Niiric,"  etc.     i6nio,  140  pages.     Cloth,  $1.00. 

**  A  hand)',  compact  liiitc  volume,  coiilainir^  a  lo^S^  lutieuni  of  g^cvial  informntion.  ill 
of  which  i>  u^ngcd  in  dktioauj  or  encyclopedic  ronu,  (htn  facililftiiue  qukk  rcfnence. 
ll  b  certainly  af  valne  (o  (hose  far  wIkmc  use  it  U  (wMt^ed. "— <^(<v/.t  Uinital  Kn'Uftr. 

NANCREDE'S  ANATOMY.  Sixth  Edition,  Thorouxhly  Revised. 
Essentials  of  Anatomy,  incUidiug  the  Anainmy  n{  ihe  Visccra- 
By  Chari.es  B.  Navckldk,  M.D.,  LL.D..  I'rofessor  of  Surgery  and 
of  Clinical  Surgery  in  the  University  of  Michigan,  Ann  Arbor.  Crown 
octavo.  4JO  pngcs;  151  illuslralions.  Based  ujion  Grafs  Ajuittfmj, 
Cloth,  $1.00  net;  interleaved  for  noles,  $1.35  net. 

[See  Saundtrt'  QuisHon-Compemis,  page  31.] 

**For  selfquiziing  and  keying  fresh  in  toind  Ihc  knonlrdge  of  anatomy  gained  at 
■cboo),  it  wodtd  not  he  coiy  to  tpeoJc  of  it  in  temu  loo  favorable.  "—^YmmVitti  Praetitismer. 

NANCREDE'S  ANATOMY  AND  DISSECTION.     Fourth  Edition. 
Essentials  of  Anatomy  and   Manual  of   Practical   Dissection. 

By  Charles  B.  NANCKtuK,  M.D.,  LL.D.,  I'rofcssor  of  Surgery  and  of 
Clinical  Surger)-.  University  of  Michigan,  .\nn  Arbor.  Post-octavo, 
500  pages,  with  lull-page  lithographic  plates  in  colors,  and  nearly  200 
illustracious.    Extra  Cloth  (or  Oilcloth  fordisaoction-room),  $1.00  dcl. 

"  it  may  in  many  mpecU  be  can&idend  an  v^itome  of  Gniy*$  popular  work  on  general 
ftnaComy,  nt  the  utme  timr  having  Mine  diftingui^hing  chnnicteriiltcs  of  ilf  o«m  to  commend 
it.  The  }<!alei  are  of  inoie  Uiaii  ontinory  e;iceliejico,  and  ore  of  eaiiecial  value  lu  sindenls 
in  their  work  in  the  di&s^cticig  room," — Joutnal ,f  ikt  Amtri(,in  Mteii(*l  Attention. 

NORRIS'S  SYLLABUS  OF  OBSTETRICS.  Third  Edition.  Revised. 
Syllabus  of  Obstetrical  Lectures  In  the  Medical  Department 
of  the  University  of  Pennsylvania.  By  KicH\Rn  C  Norrls, 
A. .VI.,  M.D..  Demonstrator  of  Obstetrics,  University  of  Pennsylvania. 
Crown  octa%-o,  222  |>ages.     Cloth,  interleaved  for  notes,  Jt.oo  net. 

"Tbit  work  ia  »o  for  niperior  10  othcta  on  the  tame  iiuhjea  that  we  lake  ptearare  In 
calling  aUctilinn  l>rieflr  «■  iLs  excellcnl  features.  Il  covers  Ihe  »ul>)ecl  I  homo  g  hi  y,  and  will 
prove  invaluahli-  hoth  tn  ihe  Miidcn!  and  the  prociitioner.'' — Af/Jit-ai  PftcrJ,  Nfw  Vnrk, 

PENROSE'S  DISEASES  OF  WOMEN.     Third  Edition,  Revised. 
A  Text-Book  of  Diseases  of  Women.     Hy  Chari.es  B.  Penrosr, 
M.  IX,  1*H.  1>.,  Formerly  I'roitsi^ior  oi  Cynecology  in  the  University 
of  Pennsylvania ;   Surgeon  to  the  (iynecean   Hospital,   Philadelphia. 
Octavo  volume  of  531  pages,  handsomely  illustrated.    Clolh,  $5-75  net. 

*'  I  shall  valiie  very  highly  Ihe  copy  of  PcDrtMc's  '  Diseases  of  Women  *  received. 
I  have  already  recommended  K  to  my  cla*»  as  THE  BEST  book."'— HtiWAao  .^.  Kkllv, 
Profiiior  0/  Gymc^'iv^  ami  ObUttriei,  Johm  Hopkini  Univerxity,  iia/iimait,  Afd. 

"  The  borJt  is  to  \<  commended  without  rcierre.  not  only  to  the  stodetrt  hot  to  the 
(•enenl  practitioner  wlio  wis]ie>  lo  have  the  latest  and  best  modei  of  Irealntail  ea(4aioed 
with  ahsolate  clcameu." — ThrrapnUie  GauUt. 
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POWELL'S  DISEASES  OF  CHILDREN.     Second  Et^ition. 

Essentials  of  Diseases  of  Cliildren.  By  William  M.  Powell, 
M.O.,  Attending  Fhpician  to  the  Mercer  House  for  Invalid  Women 
St  Atlantic  City,  N.  J. ;  late  Physician  to  the  Clinic  for  the  Diseases  of 
Children  in  the  Hospital  of  the  University  of  Pennsylvania.  Crown 
octavo,  232  pages.     Cloth,  Ji.oo;  interleaved  for  notes,  $125. 

[See  Saunderi"  Queition'Comptnds,  page  ai.] 

"Contains  the  gUl  or  all  llie  best  vroiLs  in  tb«  dttpaitmenl  to  which  Jl  lelUes." — 
Amtritan  Prattitiotttf  nHd  i^'m-S. 

PRINGLE'S  SKIN  DISEASES  AND  SYPHILITIC  AFFECTIONS. 
Pictorial  Atlas  of  Skin  Diseases  and  Syphilitic  Affections 
(American  Edition).  Tran^iialion  fnjin  the  French.  Edited  by 
J.  J.  PBisr.LE,  M.B.,  F.R.C.P.,  Assistant  Physician  to  the  Middlesex 
Hospital,  London.  Photo -lithocUromes  from  the  famous  models  in 
the  Museum  of  the  Saint-Louis  Hospital,  Paris,  with  explanatory  wood- 
cuts and  text.  In  iz  Parts.  IVicc  per  Part,  S3.00.  Complete  in 
one  volume,  Half  Morocco  binding,  J40.00  net. 

"I  utronglj-  recoitimpnd  lliis  AiU«.  Th«  plate*  are  excewlinRly  well  executed,  and 
will  be  of  KTeal  Taluc  lo  nil  itudyiDg  dctnulology.''— Stephen  Malkcnzik.  M.L). 

"  'Yhc  inlroducCioii  of  cxplannlory  wond-nais  in  the  text  is  a  novel  nnd  most  important 
feituic  which  grcaUy  furthers  itii-  easier  ujidcnlaadlng  of  the  excellent  ploica,  than  which 
nolhinft,  we  venture  lo  ta,y.  hns  lieen  necn  bcller  in  point  vf  correctness,  bcauly,  and  ncaerol 
merit." — .Vno  Yori  MtJUal  Journal. 

PRYOR— PELVIC  INFLAMMATIONS. 

The  Treatment  of    Pelvic  Inflammations  through  the  Vagina. 

By  W.  K.  Pkvou,  M.D.,  lYoftssor  of  ti>ne<:ology  in  New  York  i'oly- 
clinic.     i2mo,  z^^  pnges,  handM>mely  illustrated.     Cloth,  fs.oo  net. 

"This  fiubjccl,  which  ha«  rcceiiily  l>ccn  so  thoroughly  canv*ised  in  hi|;h  gynecological 
circles,  ti  made  svaiUlilc  in  llit«  volume  to  the  general  praciiliotM:'  nnd  ctudcnt.  Nothing  U 
loo  minute  (or  meniion  and  iioihin(;iiiaken  for  granted;  con«c<|tientlyihebookif<of  the  mmaet 
«mlue.   'Hie  illtutrations  and  ihe  lechoi<iuearc  beyond  cntidsm." — CkUago  Mttiital  H*i*r4«r. 

PYE'S  BANDAGING. 

Elementary  Bandaging  and  Surgical  Dressing.  With  Direc- 
tions concerning  the  Immediate  Treatment  of  Ceases  of  Eiuergency. 
For  the  use  of  Dressers  and  Nurses.  By  Walter  Pve,  F.R.C.S.,  late 
Surgeon  to  St.  Mary's  Hospital,  Ix>ndon.  Small  lamo,  with  over  80 
illustrations.     Cloth,  flexible  covers,  75  cents  net. 

"The  directioni  are  clear  and  the  illmtTalions  arr  good." — Ltmdtm  Lanftt. 
"The  author  writes  well,  ihc  diaeraim  are  clear,  and  ih»^  liook  itself  b  small  and  port- 
able, alihoBgh  the  paper  and  t>-pe  arc  good." — SrititA  MttiUal Jommai. 

RAYMOND'S  PHYSIOLOGY. 

A  Manual  of  Physiology.  By  Joscpm  H.  Ravmono,  A.M.,  M.D., 
Professor  of  Physiology  and  Hygiene  and  Lecturer  on  Gynecology  in 
the  Long  Island  College  Hospital  ;  Director  of  Physiology  in  the 
HoagUnd  laboratory,  etc.  382  pages,  with  102  illustrations  in  the 
text,  and  4  full-page  colored  plates.     Cloth,  ^1.25  net. 

"  EKtrcnwIjr  well  molten  up,  iind  the  EUutlraiioa*  hare  lieen  selected  with  C»re.  Tbe 
text  is  fully  abmiBl  with  modem  pbyiiologr." — Bntuk  Meduat  Joummt, 


•^v 


Saundei?s' 
Question 
compends 


Arranged  in  Question  and 
Answer  Form. 

nr*HE  HOST  COMPLETE  AND  BEST 
EXUSTRATED  SERIES  OF 


CX>MPENDS  EVER  ISSUED. 
Now  the  Standard  Authorities  in  Medical  Literature  .... 

with  Studcab  iod  Pnunhloacn  ia  every  Gty  of  the  United  Stales  xai  CaoAdju 


^    OVER  t75/)00  COPIES  SOLD.    ^ 
THE  REASON  WHY, 

They  are  the  ftdvance  guard  of  "Slodent's  Htlps" — that  do  help.  Tbey  «re  the 
tcAclen  in  llicir  special  line,  well  nnd  aut1ioritaltr«ly  wiiuen  by  aLle  men,  wbo.  lu  teochcnia 
the  l<u-ge  coliege<>,  know  rxacil]'  wliat  is  w«nled  by  a  !^iuilen[  preparing  for  Us  esaminaikna. 
Tbc  jud^picnl  excTcivcd  in  the  KWtion  ar  aulhora  is  fully  dcnroiutrated  hy  theii  profewonal 
standing.  Chosen  from  the  ranks  of  Dtmoafclralore,  Q nix-masters,  and  Anistants,  most  of 
Ihcm  haTC  bccotae  Profca«ors  aad  Lecturers  ia  their  r«pecti»r  colleges. 

Each  book  is  of  conrenienl  site  (S  x  7  inches) .  containing  on  an  nreragc  250  pa^^es, 
ptofuiiel}'  illustrated,  oiid  elegantly  printed  in  clear,  readable  type,  on  tine  paper. 

The  cnlire  series,  nunilwring  iwcnty-lhrce  volumes,  has  been  kept  thoroughly  rerbed 
and  enlniged  when  neccuary,  many  of  the  books  being  in  their  fifth  and  aixtb  editiooa. 

TO  SUM  UP. 

Althougli  clme  ate  nuineroiu  Other  Quizzes,  Manuals,  Aids,  etc.  in  the  market,  none  of 
Ihem  approach  the  "  Blue  Series  of  Qucuian  Compcnd^  ;'*  and  the  clAim  b  Dude  for  tha 
fblluwiDg  points  of  excellence : 

1.    Professional  distinction  and  reputation  of  author). 

a.    Conciseneu,  clearness,  and  soundnevi  of  treaimenl. 

3.    Quality  of  illustrutiuns,  paper,  printing,  and  binding. 

Aoy  cf  tbcM  Compeiiida  will  be  mailed  00  receipt  of  price  (we  nest  page  foe  LMk 


Oaundcrs'  V^uestion-Compend  Series* 

Price,  Clo4li,  iiJM  per  copy*  except  wbea  otherwise  noted. 


'"WI)«re  lh«  woii;  of  preparios  MudrnU'  ni*nuiiU  i»  to  aod  we  cannot  uy,  but  ite 
Saundci*  Scric*.  in  oui  opinion,  bears  u(t  Uw  palm  ax  present."— ^nv  t'ori  Mtdiioi  Htevrd. 


By  H.  A.  Hau.  M.D.    Fourth  ediiion. 
Sixth  editJoa, 
SixCh 


ESSENTIALS  OF  PHYSIOLOOY. 

revised  «ud  cnlai)^.      (jl.OO  net.) 

ESSENTIALS  OF  SURCiERY.     lly  Edwakd  Martin,  M.D. 
icvited,  with  an  Apftrndix  on  Anlikcpdc  Sorgcry. 

ESSENTIALS  OF  ANATOMY.     By  Chahi&s  B.  Nanc»i!DK,  M.D. 
eiliiiun.  ibuioiiijhiy  icvbcd  and  cnlai^ed.     1$l.OO  net.) 

ESSE  NnALSOFMEDICALCHEMISTRY.ORQANIC  AND  INOROANIC. 

Ity  Laukkn>  K  Wiit-hK,  M.I>.     hiflti  udiuoti,  tcvbcd.     ($l.oo  oeL) 

ESSENTIALS  OP  OBSTETRICS.     By  W.  Eastekly  Ashtos,  M.D.     Footth 
cdiiton,  revised  and  enlarged. 

ESSENTIALS  OF  PATHOLOGY  AND  MORBID  ANATOMY.     By  C.  E. 

Armand  Skmpi.p,  >!.Ii. 

ESSENTIAI^  OF  MATF.RIA  MBDICA,  THERAPEimCS,  AND  PRE- 
SCRIPTION-WRITINO.    Il>- IIiiMtY  Mokkis.  M.D.      Fifth  edition,  r<»i»«l. 

9.  ESSENTIALS  OF  PRACTICE  OF  MEDICINE.  By  Henry  Morms, 
M.D.  An  Appendix  on  tKtNt:  Lxaminatiun.  lly  LaWrj>mck  Wouh',  M.D. 
Third  edition,  enWgtfd  liy  soroc  300  KsKCtitl  I-'cnaulit,  »electe<l  from  emioeot 
■uthoriiici,  by  Wm.  M  I^wkll,  M.D.     (Double  number,  I3.00.) 

ESSENTIALS  OF  OYN/CCOLOOY.      By  Elwiw  U.  Cracw,  M-P.      Foorth 

ediliiJii,  ri-iiicd. 

ESSENTIALS  OF  DISEASES  OF  THE  SKIN.     By  Hknrv  W.  STEtWAWN. 

M.D.     ^oUIth  edition,  revised  uid  cnUrgeJ.     (Jl.oonct.) 

ESSENTIAl^  OF  MINOR  SURGERY.  BANDAGING.  AND  VENEREAL 

DISEASES,     fly  EuwahI'  Martin,  M.D,     Second  ed.,  revijcd  «>d  eulorged. 

ESSENTIALS  OF  LEGAL  MEDICINE.  TOXICOLOGY,  AND  HVQIENa 

Ity  C  E,  AiiMA.M>  btJiii-E,  M,0. 

ESSENTIALS  OF  DISEASES  OF  THE  EYE,  NOSE,  AND  THROAT. 

By  EnwABD  jACKiios,  M.lJ.,  and  E.  B.  Gleason,  M.D.     Second  ed,,  rcvl&cd. 

ESSENTIALS  OF  DISEASES  OF  CHILDREN.     By  Williak  M.  Powku, 
M.  U.     Second  edition. 

ESSENTIALS  OF  EXAMINATION  OP  URINE.     By  Lawrkmch  Woltp. 
M.D,     Colored  "  WitL  Scale,"     (75  tents.) 

ESSENTIALS  OP  DIAGNOSIS.    ByS.  SolisCohkn,  M.D.and  A.  A.  Eshksk, 

M.D.     (J1.50  net.) 

ESSE.NTIALS  OF  PRACTICE  OF   PHARMACY.    By  Locrus  E.  SAYSfc 

Second  eduion,  icvised  and  enlargrd. 

ESSENTIALS  OF  BACTERIOLOGY.     By  M.  V.  Ball.  M.D.     ThW  edition. 

rcri&cd. 

ESSENTIALS  OF  NERVOUS  DISEASES  AND  INSANITY.    By  JOHH  C 
Shaw,  M.D.     n>ird  edition,  r<vii<-d. 

ESSENTIALS  OF  MEDICAL  PHYSICS.      By  Fred  J.    Brockwav.  M.D. 

SecoiMl  edition,  (cvtu^i.     ($1.00  net.) 

ESSENTIALSOP  MEDICAL  ELECTRICITY.    By  Davu>D.  &rKWAitT,H.D.» 

and  EtiwAKD  S.  I.AWKANCt:.  M.D. 

ESSENTIALS  OF  DISEASES  OP  THE  EAR.      By  E.  B.  Gleasoh,  MJX 

Second  edition,  reviicd  «ad  gicatly  cnUigcd. 


Pamphlrt  cootAinfaif  specimen  ptgci,  etc  sent  Erte  upoo  Apptkattoo. 


Saunders' 

New  Series 
of  Manuals 


for  Students 

and 

Practitioners. 


■*  I  'riAT  there  exisb  a  oced  for  Iborooghly  relUble  hAnd-books  on  Ibc  leatUng  bnncha 
of  Medicine  tnd  Surgery  It  a  fact  amply  clemocutfa.tc({  by  tbe  favof  wJtfa  whkli 
the  SAUNDERS  NEW  SERIES  OF  MANUALS  have  been  received  by  mcdlc&l 
dudents  and  practiUooen  and  by  the  Medu;.il  Prcu.  Theac  manuak  are  not  merely 
condcnatiQm  from  preseat  literature,  but  are  ably  written  by  wcB-kaowii  autboci 
and  pnfthioners,  moct  of  them  being  leachen  in  repteaeotative  American  collegca. 
Each  vofume  is  coociacly  and  authoritatively  vinritten  and  exhaustive  in  detaUr  without 
bciof  cQcumbcred  with  the  introduction  of  "cases."  which  m  lar(^y  expand  ti» 
ordinary  text-book.  TbeK  manuab  will  therefore  form  an  admirable  collection  ol 
advanced  leclurca,  useful  alike  to  the  medical  student  and  the  pnditioneri  to  the 
latter,  too  busy  to  search  through  page  after  page  of  elaborate  treatises  for  what  be 
wanb  to  know,  ttiey  wiU  prove  of  Inestimable  value  t  to  the  former  ibcy  wlQ  afioed 
■afe  guides  to  the  essciilial  points  of  study. 

The  SAUNDERS  NEW  SERIES  OF  MANUALS  ire  conceded  to  be  nipcrior 
to  any  similar  books  now  oa  the  market.  No  other  manuals  afford  so  much  Infor- 
mation ki  such  a  concise  and  avaikUe  form.  A  liberal  expenditure  has  enabled  tlic 
publisher  to  render  the  mechanical  portioa  ol  the  work  worthy  of  tfie  high  literary 
■tandard  attained  by  these  booka. 

Any  of  tbcae  HAaouak  will  be  mailed  oa  receipt  of  price  (see  next  page  for  Lfat). 


Saunders^  New  Series  of  Manuals* 


VOLUMES  PUBLISHED. 

PHYSIOLOOY.  By  Joskph  IInWA«D  Ravmono,  A.M.,  M.D  ,  HrofcMor  o(  Physiology 
•ltd  ii^ijienc  aod  Lectiirer  on  Gynccolo^  in  Uie  Lone  l>Uud  LoJIegc  IluspiUl; 
Direcloiof  FhyMology  inth«  Hoaglond  Loboraiory.elc.     Illtuinited.    Clotli,  91.25  oel. 

SURQERY,  Oeneral  and  Operative.     Ily  Jniiif  Ciiaijhkks  UaCusta,  M.I>.,  Qiiu- 

cnl  Pm(«uor  M  .Surgrry.  JciTcrson  Mcdiul  College,  I*Sila<iel]>l)ia ;  Sunjeon  to  Ihe 
Philadelphia  Huspiral.  etc.  Second  edition,  thoroughly  revised  and  greatly  enlarged. 
Ociaro,  9tt  pagc«,  [irofuicly  iltnitnilf^.     Cloth,  {4.00  net ;  tialf  Morocco,  £5  00  net. 

DOSE-BOOK    AND    MANUAL   OP    PRESCRIPTION- WRITING.     By   E.   Q. 

lltviKSt'jx.  M  !>.,  L)ri»onMr«lor  of  Therapeutics,  Jcficraon  McdiraJ  Collie,  Phila- 
delphia.    Illumnicca.     Cloth,  >1.35  net. 

SURGICAL  ASEPSIS.  By  Carl  Beck,  M.D.,  Surgeon  10  St.  MarV's  Hofpiul  ud 
to  the  New  York  Cicnnan  Poltklinik,  etc.     llluslrated.     Cloth,  51.35  RCL 

MEDICAL  JURISPRUDENCE.  By  IIenkv  C.  Chapman.  M.D.  Processor  of  lusd- 
tutrs  of  Mi-<1i<:in<-  anil  M<-i1iraI  Juriitprudence  in  the  Jelfenon  Medical  liillege  of  PWla- 
delphiii.     llltiMrated.      Clolh.  $l.$0  net. 

SYPHILIS  AND  THE  VENEREAL  DISEASES.  Ily  James  Nkvins  Hydr.  M.D., 
?rofc&5or  of  Skin  and  Venereal  Di.iciLseH,  aiid  Frank  H.  MoHTtiouEXY,  M.D., 
lecturer  oti  Dermatology  and  Genito- Urinary  I>i>cascs  in  Ru»h  Medical  College, 
Cliic^u.     ItufuNely  illu>iiat«l.     Cloth.  ^2.50  net. 

PRACTICE  OP  MEDICINE.  By  Geoxge  Rob  Lockwood.  M.D..  rrofcsMir  of 
Practice  in  the  Woman'»  Medical  College  of  the  New  York  Intirmary;  iKtinKlur  in 
Physical  Diagnosis  in  the  Medical  Deputment  of  Coliuubia  College,  etc.  Illiulmted. 
Cloth,  53.50  net. 

MANUAL  OF  ANATOMY.  By  Ikvinc  S.  Haykes.  M  D..  Adjunct  Profeuof  of 
Anaiomy  and  Demor,«iraiar  of  Anaioiny,  Medical  Department  of  the  Ncv  York 
Utiivcrtiiy,  etc.     Beautifully  illusuated.     Cloth,  <a.5o  net 

MANUAL  OP  OBSTETRICS.  By  W.  A.  Nkwmak  DuKtANU,  M.D.,  Assistant 
i>cnioikslrfllorot  (Jl>^lclrics,  Uni*en>iiy  of  l^iiinsykania ;  Chief  of  Gynecological  DlS* 
penury,  Pennsylvania  Hospital,  etc.     Profitsely  illustrated.     Cloth,  52.50  net 

DISEASES  OP  WOMEN.  By  J.  Bland  Sl'1to<j,  F.  R.C.S..  .\s»istani  BuT^eon  to 
Midillocx  llo<i|M[al  aiiil  Surifron  to  0>clwa  lluspiia).  Loodon;  and  .\KTHLfK  E. 
Gjlka,  M.I).,  ti.ac  l^nd.,  h'.KC.S.  Edin.,  AasLslani  Surgeon  to  Chelsea  Hospital, 
LoDdoD.     HandMinelj  illustmed.    Qoth,  fz.50  net. 


VOLUMES  IN  PREPARATION. 

NERVOUS  DISEASES.     By  Charlies  W.  Bt;RR.  M.D.,  Clinical  Professor  of  NerMW 

Dt»ea'vea,  Medico  (.'liiriirf;ical  College.  Philadelphia:  Paihulogisl  tu  the  Unhopmlic 
Hospiial  and  Infinnory  for  Nerroiu  DUcases;  Visiting  Physician  to  the  Si.  Jaiepb 
Ilmpiial,  etc. 

*■*  Than  will  bi  putHtahcd  In  the  aamc  Mr1ia,Bt  ahort  latcrvals,  carirMlIy-prepared  wwka 
OD  varloua  subjccta  by  piomiaaot  aptcialiatB. 


PfcfppUrt  Ofwititnhig  Kwoinen  p»gTfc  licm  "f*  tnt  npoo  ippUcatiaik 
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SAUNDBY'S  RENAL  AND  URINARY  DISEASES. 

Lectures  on  Renal  and  Urinary  Diseases.  By  Robert  Saundbv, 
W.I_>  Edin.,  Fellow  of  the  Royal  College  ol'  Physicians,  IjontUm,  and 
of  the  Royal  Mcdlco-Chlrurgical  Society;  Physician  to  the  General 
Hospital ;  Consulting  Physician  to  the  Eye  Hospital  and  to  the  Hos- 
pital for  Diseases  of  VVoraen;  Professor  of  Medicine  in  Mason  College, 
BinninghaiTi,  etc.  Octavo  volume  of  434  images,  with  numerous  illus- 
trations and  4  colored  plates.     Cloth,  $2.50  net. 

•'  The  volume  miikes  a  favorable  iTn|>rcE.sion  bi  once.  The  style  is  clear  and  succinct. 
We  cannot  find  any  pnrt  of  the  wliject  in  which  the  view*  exprewecl  are  «oi  carefully  thought 
out  and  foTttHeil  hy  evidence  drawn  frum  ibc  most  recent  soutces.  The  book  may  be  cordially 
Tccoai  in  ended." — SritiiA  MeJi.al  Ji^urHoi. 

SAUNDER5'  MEDICAL  HAND-ATLA5E5. 

This  series  of  books  toiisisls  of  :tii[hr)ri/i'<i  tnnisI:iliotis  into  Knglish  of 
the  world-famous  Lehmann  Medicinische  Handatlanten.  Each 
volume  contains  from  50  to  too  colored  lithographic  pbtes,  l>es)des 
numerous  illustrations  in  the  text.  There  is  a  full  description  of  each 
plate,  and  eai:h  book  contains  a  condensed  but  adequate  outline  of  the 
subject  to  which  it  is  devoted-  Kor  full  description  of  this  series,  with 
list  of  volumes  and  prices,  see  page  2. 

"  Lchtnnra  Medicinuclie  I  landailonten  belong  lo  that  clajA  of  booka  lliat  sve  loo  good 
to  be  apprqiriatcd  by  any  one  naiion." — youmal  of  Eyt,  Ear,  ttnj  TltriKU  Diieiua. 

"  II1C  appearance  of  tliesc  works  mnrk<  a  new  era  in  illustTAied  Eii^ifh  medical 
works."  —  Tif  C^Hiti/ian  Praettli^ntr. 

SAUNDER5'   POCKET  MEDICAL   FORMULARY.      Fifth  EdiUon. 
Revised. 

By  William  M.  Powell,  M.D.,  Attending  Physician  to  the  Mercer 
House  for  Invalid  Women  at  Atlantic  City,  N.  J.  Containing  1800 
formula  selected  from  the  best-kuown  authorities.  With  an  Appen- 
dix conLiining  Posologiral  Table,  Fonnulie  and  Doses  for  Hypo- 
dermic Medication,  Poisons  and  their  Antidotes,  Diameters  of  the 
Female  Pelvis  and  Foetal  Head,  Obstetrical  Table,  Diet  List  for  Various 
Diseases,  Materials  and  Drugs  used  in  Antiseptic  Surgery,  Treatment 
of  Asphyxia  from  Drowtiing,  Surgical  Remembrancer,  Tables  of 
Incomjialiblcs,  Kni[ilivL-  Fevers,  Weights  and  Measures,  etc.  Hand- 
somely bound  ill  flexible  morocco,  with  side  index,  wallet,  and  Bap. 
J  1. 75  net. 

"This  littk  book,  dint  can  be  conTcnlenily  carried  in  tbc  pocket,  contaias  an  itnmciuc 
REBtmnt  dI  cnalerial.  It  is  vet}-  useful,  and,  as  the  nawe  iif  the  uuihor  u(  each  {irescriptKNi 
b  given,  i&  unatually  reliable. "—JAr(/rj*<i/  Ree^rd,  New  York. 

SAYRE'S  PHARMACY.    Second  Edition,  Revised. 

Essentials  of  the  Practice  of  Pharmacy.  By  Liraus  E.  Satrr, 
M.D.,  Professor  of  Pharmacy  snd  Materia  Medica  in  the  University  of 
Kansas.  Crown  octavo,  200  pages.  Cloth,  jt.oo;  interleaved  for 
notes,  $1.35. 

pee  Saunders*  Question- Compendt,  page  21.] 

"  The  topics  are  trratcd  in  a  simple,  practical  manner,  and  the  vork  fontu  ■  very  OKfnl 
atiulffii's  tnannal." — SoifOH  Mtdicat  and  Sur^tai Jettmal. 
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SEMPLES  LEQAL  MBDICINB.  TOXICOLOOY,  AND  HYGIENE, 
Essentials  of  Legnl  Medicine,  Toxicology,  and  Hygiene.  By 
C.  K.  Armand  Sf.mplf,  H.A.,  M.  H.  t^aiuab.,  M.R.C.P.  Lond.. 
Fli)-sician  to  the  Nortlicastcrn  IlospiUl  for  Children,  Hackney,  etc. 
Crown  octavo,  212  inges;  130  illustrations.  Clotli,  (i-oo;  interleaved 
for  notes,  $1.2$. 

[See  Saunders    Question- Compeads,  page  31.] 

'*  No  genera]  [>rflcUtion«r  or  uud«nt  cui  cfTord  to  be  witliouc  iliia  valu«b!«  worit.  11i« 
smbjecu  are  dealt  with  by  ■  masterly  band." — Z<in>/«n*  Hospital  CauUi. 

SEMPLE'S  PATHOLOGY  AND  MORBID  ANATOMY. 

Essentials   of   Pathology   and   Morbid   Anatomy.     By  C.  E. 

Armanp  SKMPi,r..  H-A-,  MB.  (.-iintab.,  M.K.C.P.  I*nd.,  Phj-sician  to 
the  Northeastern  Hospital  for  Children,  Hackney,  etc.    Crown  oclavo, 
174  pages;  illustrated.     Cloth,  ;$!. 00  ;  interleaved  for  notes,  f  1.25. 
[See  Saunders'  Queifi&n-Compends,  page  sii.] 

*■  ShotiM  uke  iu  p[«cv  among  the  MuMjard  volumei  on  the  booluhelf  of  both  »tBdeai 
■ad  fnctitioner."  — Z«fM'M«  J/^sfitai  Gaxette. 

SENN'S  GENITO-URINARY  TUBERCULOSIS. 

Tuberculosis  of  the  Genlto-Urlnary  Organs,  Male  and  Female. 

By  Nicholas  Senn,  M.D.,  Ph.D.,  LL.D..  Hrofes3or  ot  ihe  I'niciice  of 
Surgery  and  of  Clinical  Surgery,  Rush  Medical  College,  Chicago. 
Handsome  ocuvo  volume  of  320  pages,  illustrated.     Cloth,  jt3oo  net. 

"  Au  iiDuuctaivt  bo>jk  upon  lui  impurtant  iul<iect.  and  writlen  by  a  nuui  of  matuie  jiulg< 
meal  and  witic  expcrirnct.  'Hie  aoinor  biu  givm  u«  an  in-MmdiTC  book  upon  one  ot  wt 
moat  imporUiit  tlulfject*  of  the  day." — Oimeal  Kfpfirter. 

"  A  work  which  aHrls  another  to  the  manjr  ohUgalioni  the  pmfn«ion  owea  the  talented 
author." — Chnnga  Mtiii<ai  Rtorder. 

SENN'S  SYLLABUS  OF  SURGERY. 

A  Syllabus  of  Lectures  on  the  Practice  of  Surgery,  arranged 
in  conformity  with  "  An  American  Text-Book  of  Surgery."  liy 
Nicholas  Senn.  M.D.,  Ph.D.,  Professor  of  the  Practice  of  Surgery  and 
of  Clinical  Surgery  in  Rush  Medical  College,  Chicago.     Clotb,  {2.00. 

"  This  syllabus  will  be  found  of  servke  by  the  t<icher  as  well  as  tbc  student,  the  wovlc 
being  Miperbly  done.  There  it  no  proitc  loo  high  (or  it.  No  lurgvoD  abvuld  be  without 
it."^A>ic  yprk  \t*dUal  Timti. 

SENN'S  TUMORS. 

Pathology  and  Surgical  Treatment  of  Tumors,  By  N.  Senn, 
M.D.,  I'h.U.,  LL.D.,  Professor  of  Surgery  and  of  Clinical  Surgery, 
Rush  Medical  College;  Professor  of  Surgery,  Chicago  Polyclinic; 
Attending  Surgeon  to  Presbyterian  Hospiul ;  Surgeon- in -Chief,  St. 
Joseph's  Hospiul,  Chicago.  Octavo  volume  of  710  pages,  with  515 
engravin^^i,  including  full-page  colored  plates.  New  and  RcN-tscd  Edi- 
tion in  Preparation. 

"  The  mnU  exhaustive  of  any  recent  hook  in  Ergiish  on  this  ml^ect.  ft  is  well  itlu»- 
trated,  aitd  will  doubUcsi  rrnuuii  a:»  the  (niw-ipal  nH>no{;T«|ib  an  the  Mibject  in  unr  languagv 
for  »oioe  years.  The  boob  i&  haiidM.>melr  illu<traicd  and  printed,  and  the  author  baa  ^wta  4 
aouble  and  logttiqi  cuntiibuUoo  to  surgety." — -JoHrnal «/  tht  Amtn^tn  MeJiajl  Ash'^rahen. 


Medical  Pablicationa  of  W.  B.  Saandera, 


SHAW'S  NERVOUS  DISEASES  AND  INSANITY.    Third  Edition. 

Revised. 
Essentials  of  Nervous  Diseases  and  Insanity.  Ry  John  C. 
5hah%  M.D.,  Clinical  Professor  of  Dtfteft!>«s  of  the  Mind  and  Nervous 
System,  I-ong  Island  College  Hospital  Medical  School;  Consulting 
Neurologist  to  St.  Catherine's  Hospital  and  to  the  Long  ktand  College 
Hospital.  Crown  octavo,  i86  {lages}  48  original  illustrations.  Cloth, 
fi.oo  ;  interleaved  for  notes,  f  1.35. 

[See  Saunters'  Question' Cmnpemls,  page  21.] 

"Clearly  u*A  iiitrlligcnily  wrincn." — Smton  MtdUat and  Surj^al Journal. 

"There  Is  a  m&u  or  valaaltle  nutcrial  crowded  into  ihis  small  compau." — Amtritatt 
Affduv-Sitrgifai  HuUetiH. 

STARR'S  DIETS  FOR  INFANTS  AND  CHILDREN. 

Diets  for  infants  and  Children  in  Health  and  in  Disease.     By 

Louis  Siarr,  M.D-,  Editor  of  "An  American  Text-Kook  of  the 
Diseases  of  Children."  330  blanks  (pocket-book  size),  perforated 
and  neatly  bound  in  flexible  morocco,     ^1.35  net. 

The  6nt  MriM  of  btaiiVt  are  prepared  Tor  the  Gist  Mvtn  tnootlu  of  infaiiit  life ;  «£h 
blanW  indicaiH  the  ingredii^nu,  bui  not  ihe  quaaliiiei.,  of  ihe  food,  the  iaiiet  dirrrtitifu  bring 
left  for  ihe  fi]iy»c-inn.  Afict  the  ^crnih  irK>n<h,  nxMlilitationt  being  l(-s»  neceuary,  Uk  diet 
lists  are  printed  iu  fuIL     Formulic  fur  itie  |iie[»taiioa  of  dilacnta  and  foods  are  appcsded. 

STELW AGON'S  DISEASES  OF  THE  SKIN.     Fourth  Ed.,  Revised. 

Essentials  of  Diseases  of  the  Skin.     By  Henry  W.  Stelwauon, 

M.D.,  Clinical  Profes5t>r  of  l)enu,\tology  in  the  JefTcreon  Medical 
College,  J'hiladelphia;  Dermatologist  to  the  Philadelphia  Ho&piui^ 
Physician  to  the  Skin  Deiwrtnicnt  of  the  Howard  Hospital,  etc. 
Crown  octavo,  276  pages;  88  illustrations.  Cloth,  ft. 00  net ;  inter- 
leaved for  notes,  ^1,25  net. 

[See  Saundtrs'  Quistion-Compends,  page  21.] 

**  The  bcsl  student's  mantul  on  skin  diseases  w«  bave  y«(  se«n." — 7?a(w  a*d  fCegistwr. 

STENGEL'S  PATHOLOGY.      Second  Edition. 

A  Text-Book  of  Pathology.     By  Alfred  Stenhel,  M.D.,  Professor 

of  t'linna!    Mcduiiic  in   the  L'niversity  of  Pennsylvania;   Physician  to 
the   PhLladeiphia  Hos|jiial  ;   Physician  to  the  Children's    Hospital,  etc 
Handsome  octavo  volume  of  848  pages,  tvith  nearly  400  illustrations, 
niany  of  them    in   colorv.     Cloth,  f4-oo  net;    Half  Morocco,  S5.00 
net. 

STEVENS'  MATERIA    MEDICA   AND   THERAPEUTICS.     Second 
Edition,  Revised. 
A  Manual  of   Materia  Medica  and  Therapeutics.      Ry  \.  A. 

Stevens,  A.M..  Ml),,  Ixnurer  on  Tcnuiiiulogy  and  Instmcior  in 
Physical  Diagnosis  in  the  University  of  Pennsylvania  ;  Professor  of 
Pathology  in  ihe  Woman's  Medical  College  of  Pennsylvania.  Post- 
ociavo,  +45  pages.     Flexible  leather,  52- 25- 

"The  author  has  fajlhfiill)'  presented  inoderii  tlicnpcuLics  in  a  comprehmrtve  work, 
■id.  while  iiiicnded  particularly  for  the  luc  of  students,  it  will  be  (outid  a  relinlile  ^utde  atid 
aufficicDtly  comprdien^vc  for  Mx  physician  in  practice."— f/Wrwr-if/j-  Medical  Mtgwme. 
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STEVEN5*  PRACTICE  OF  MEDrCINE.     Fifth  Edition,  Revised. 
A  Manual  ol  the  Practice  of  Medicine.     IJy  A.  A.  Si  evf.ns,  A.  M., 

M.  L)  ,  I,et-lurer  uii  rc-rmnujUigy  ami  Instructor  in  i'hvsital  Diagnosis 
in  the  Universiiy  ot  Pennsylvania ;  Proiessor  of  Pathology  in  the 
Woman's  Medic-il  College  of  Pennsylvania.  Sjiccially  intended  for 
students  preparing  for  graduation  .ind  hospital  examinations.  Post- 
octavo,  519  pages;  illustrated.     Tlexible  leather,  $j.oo  net. 

"TV  fre^oenc)-  with  wWch  new  nlitlnns  of  ihls  mannil  '«re  clemAfMled  bfr«penb«  hi 
popuUHty.  It  U  an  excellent  contJensotiun  of  ihc  cisentidlt  *A  medical  ptacucc  for  lh« 
■tudcnl,  nntl  muy  lie  riHiiiil  also  on  excellent  ietnin(li;r  Ua  the  btay  plij^kian. " — BuffaU 
Mttiir  <ii  Ji'tirnul. 

STEWART'S  PHYSIOLOGY.     Third  Edition,  Revised. 

A  Manual  of  Physiology,  with  Practical  Exercises.  For 
Students  and  Practitioners.  By  G.  N.  Stkwart,  M..A,-,  M.D., 
D.Sc.,  lately  Examiner  in  Physiology,  University  of  Aberdeen,  and 
of  the  New  Museums,  Cambridge  University ;  Professor  of  Physiology 
in  the  Western  Reserve  University,  Cleveland,  Ohio.  Octavo  volume 
of  848  pages;  300  illustrations  in  the  text,  and  5  colored  plates. 
Cloth,  S3. 75  net. 

"  ti  will  nuJte  il»  way  br  sitccr  force  of  loeitl,  and  amply  deten'es  to  do  so.  Il  is  mk 
of  the  very  heil  English  lext-books  on  ih<  sclijcet." — L»nJoH  Lanett. 

**Or  the  many  uxl-hooka  of  phyEioloKy  published,  we  do  not  kiuiw  of  one  that  so 
Qcsriy  come*  up  lo  th«  ide*!  tit  dfies  Trnf,  Slcwarl**  wftlumc.'— flrr/u*  Mftiu-i!  JoHrnai. 

STEWART  AND  LAWRANCE'S  MEDICAL  ELECTRICITY. 

Essentials  of  Medical  Electricity.  By  D.  D.  Stewart.  M.D., 
Demonstrator  of  Diw.iscs  of  the  Nervous  System  and  Chief  of  the 
Neurological  Clinic  in  the  JciTcrson  Medical  Collide;  and  E.  S. 
Lawrakce,  M.I).,  Cliief  of  the  Electrical  Clinic  and  Assistant  Tlemon- 
strator  of  Diw:a.ses  of  the  Nervous  System  in  the  Jefferson  Medical 
College,  etc.  Crown  octavo,  158  pages;  65  ilhrstrations.  Cloth, 
Jl.ooj   interleaved  for  notes,  $1.25. 

[Sec  SauNders'  Questiffn-Com/^ends,  page  ai.] 

"  Through'nit  ihe  whole  brief  space  m\  iheJr  coaunaiid  th«  auibon  show  a  discrinirwliog 
luowledge  of  llieir  sobjcet." — Medtta!  Aiw. 

STONEY'S  NURSINO.    Second  Edition,  Revised. 

Practical  Points  In  Nursing-     For  Nurses  in  Private  Practice. 

By  Emilv  a.  M.  Stonev,  Graduate  of  the  Training- School  for  Nurses, 
Lawrence,  Mass,;  late  Superintendent  of  the  Training -School  for 
Nanies,  Carney  Hospital,  South  Boston,  Mass.  456  pages,  illustrated 
with  73  engravings  tn  the  text,  and  8  colored  and  half-tone  plates. 
Clolh,  $1.75  net. 

"  There  are  few  bnoks  intended  far  Don-pcofeoaional  roodcrs  which  can  be  to  cordially 
endoncd  Ity  a  [ne<lic«l  jnumal  aa  un  ihit  aio:." ^ThtraptutU  GauUe. 

'•  Tliin  i«  a  well  vrriilen,  i-minenlly  pnctini  Toliune,  which  cuveis  the  entire  range  of 
private  nuning  u  dUtioguisbcd  from  hospital  naning.  and  intirticis  die  iiitrec  how  lioit  to 
Bcct  Ihc  variouf  emergencies  which  may  oiuc,  and  liow  to  prc)>are  crerything  oriliiiaHly 
Deeded  In  the  illnru  of  her  paiieot.*'— /4a«<>n^«N  Jomrnai  of  Oit/ftrifs  and  Diwotet  a/ 
H'amfH  ami  CMliirtH. 

••  It  IS  n  work  that  the  phytidiQ  can  place  in  the  hands  of  his  private  nutsn  with  ilir 
aMnranre  of  benetit." — OX>o  iittlual  J9untal. 


8a  Medical  PuhlicHtions  of  W.  B.  Saaaders, 


STONEVS  MATERIA  MEDICA   FOR  NURSE& 

Materia  Medica  for  Nurses.  By  Kmilv  A.  M.  Stovtv,  Graduate  of 
the  Trainiiig-Schoo!  lor  Nurses,  Lawrence,  Mass. ;  late  Supcrinlcndent 
of  the  Training-Jxrhool  for  Nurses,  Carney  Hospital,  South  Boston,  Mass. 
Handsome  octavo  volume  of  306  pages.     Cloth,  S1.50  net. 

Th«  prfsenr  b(Mk  dUT^ra  fnini  other  similar  worVs  in  Bcvcral  reoiurv*,  all  of  which  u« 
intended  tomHirr  it  more  |nsclical  ami  centrally  iikcIuI.  Tti«  crncrsl  plan  of  (he  conlcnis 
rDlIowx  (he  lines  laid  down  in  Iraintng  &lTioi'Is  for  nuTsrs,  but  (he  buok  contain*  much  imc. 
ful  matter  not  usuAlly  includci]  \u  works  nf  thi«  chnncter,  «kich  ts  l'oiton<nier]'ci)Ck«, 
Ready  DoHff-liii,  WeightH  and  Mnuures,  etc.,  at  well  lui  a  (ilus^ary,  dcfuiiii|!  iill  ibr?  temu 
u»cd  in  Materia  Medict,  and  describing  all  the  laTcst  dngs  and  rrmcdieti,  which  bave  been 
gcnerdlf  neglected  by  other  btwki  v(  the  kind. 

SUTTON  AND  GILES*  DISEASES  OF  WOMEN. 

Diseases  of  Women.  By  J.  Bland  Sltios,  F.R.C.S.,  Assisunt 
Surgeon  to  Middlesex  Hu^pttal,  and  Surgeon  to  Chelsea  Hospital, 
Ixindon;  and  Arthur  E.  Gile.s,  M.D.,  R.Sc.  I.ond.,  F.R.C.S.  Frlio,, 
Assistant  Surgeon  to  Chelsea  Hospital,  London.  436  pages,  hand- 
somely illustrated.     Cloth,  ^2-50  net. 

"The  (ext  han  been  ijorefully  prepared.  Nothing  enenlial  hu  been  omitted,  oud  U* 
Ieachini!«  are  thmc  recommended  by  the  leading  nutbontiea  of  tbe  day." — Jottrmal »f  lim 
American  Meiiual  Auedatian, 

THOMAS'S  DIET  LISTS  AND  SICK-ROOM  DIETARY. 

Diet  Lists  and  Sick-Room  Dietary.  By  Jerome  B.  Thouas» 
M.D.,  Vi.siting  I'hysidan  to  tlie  Home  for  Friendless  Women  and 
Children  and  to  Ihc  Newshoys'  Houie  ;  Assistant  VifiJUng  Pl»)-siciaii 
to  the  Kings  County  Hospital.     Cloth,  ?i.50.     Send  for  sample  sheet. 

THORNTON'S  DOSE-BOOK  AND  PRESCRIPTION-WRITING. 

Dose-Book  and  Manual  of  Prescript! on- Writing.      By  E.    Q. 

Thornton,  M.I>.,  Demonstrator  of  Therapeutics,  Jeflerson  Medical 
College,  Philadelphia.     334  pages,  illustrated.     Cloth,  1J1.25  net. 

"  FuU  or  pradiml  sui^esiioru ;  will  take  its  place  In  the  rront  rank  of  woHu  of  Ihit 
•Oft." — MfdU^  Rrc^rJ,  t\<ivr  Vork. 

VAN  VALZAH  AND  NISBET'S  DISEASES  OF  THE  STOMACH. 
Diseases  of  tlie  Stomach.    By  William  W.  Van  Vai.zah,  M.D., 

l*rofessor  of  General  Medicine  and  Diseases  of  the  Digestive  System 
and  the  Blood,  New  York  Polyclinic  ;  and  J.  Dotrr.uvs  Nisbet,  M.D.. 
Adjunct  Professor  of  General  Medicine  and  Diseases  of  the  Digestive 
System  and  tlie  Blood,  New  York  Polyclinic.  Octavo  vohiiiie  of  674 
pages,  illustrated.     Cloth,  {3.50  net. 

"  Il«  rliief  claim  W^  in  its  rlcamesK  and-  Kcoeral  adaptability  10  the  pncUcal  oecda  ol 
the  i<encral  prKctiiioneror  Mu'tent.  In  iheite  fctationi  ii  i<t  protMt>ly  tbe  best  of  Ike  rreeiM 
Ipectal  works  on  diseases  of  the  ttcnnacb.'' — Ukitago  Ciim'tai  Jtfvuw. 

VECKI'S  SEXUAL  IMPOTHNCE. 

The  Pathology  and  Treatment  of  Sexual  Impotence.  By  Victor 
G.  Vecki,  M  1>.  From  the  second  German  edition,  rc\'ised  and  en- 
larged.    Dcnni-octavo,  about  300  pages.     Cloth,  |2.oo  net. 

The  Buhject  of  impotcnrc  has  ixldotn  1>ecn  tientcd  in  tfai«  coumry  !n  the  truly  JKientific 
■pirit  that  it  drterves.  Dr.  Vecki's  work  has  lonp  been  favorably  known,  and  the  Ucrman 
book  hus  received  the  highest  mnfiilerntion.  Thi*  e<!ilifin  i«  more  than  a  mere  transliuion, 
tor,  alllknigii  based  uu  the  German  ediliun,  it  bus  lieen  cnlirciy  rewtillcn  in  EngUab. 


VIERORDT'S  MEDICAL  DIAGNOSIS.     Fourth  Edition,  Revised. 

Medical  Dia^rnosis.  By  r>r.  Oswald  ViEROnnr,  I'rofcssor  of  Medi- 
cine at  the  University  of  Heidelberg.  Translated,  with  additions, 
from  the  fifth  enlarged  German  edition,  with  the  author's  [lermission, 
by  pRANcrs  H.  Stuart,  A.  M..  M.  D-  Handsome  royal  octa%'o  volume 
of  60;)  P^cs :  [94  tine  wood-cuts  in  text,  many  of  them  in  colors. 
Cloth,  $4.00  net ;  Sheep  or  Half  Morocco,  ^5.00  net. 

*■  A  trcNMny  of  pracucal  infommlioa  which  will  b«  Tound  of  daily  tue  to  eveiy  bocj 
imurUlion^r  who  will  ronsnli  it." — C.  A.  LiNO&UiY,  U.D.,  Pn/ruor  »/  tie  Tktory  and 
J'raitice  p/  Mtdiant,  Yaie  Vmntriily, 

"  Rarely  i*  >  book  publi-itird  with  which  » iwlrwrr  can  find  ho  Urile  fault  ai  wiih  (he 
voluinc  bdorc  ut.  Each  particular  iti:in  tn  the  conMdciacton  of  an  nri^n  or  nMMraiu*.  which 
b  n^nwarf  to  determine  a  diagnosis  of  any  di»c^a»c  tA  thai  organ,  i»  ineiiltoticd ;  nothing 
KCRi*  (urgotlcn.  The  chapters  an  di»c«»e»  of  the  circulatory  and  di(;<:»tivc  apparatu*  and 
Dcrrous  ■yiiein  arc  especially  full  and  vnluai>le.  The  reviewer  would  rc|feal  that  ibe  book  is 
one  of  the  bcil — probably  the  bfit — which  has  fallen  into  \m  haads." — Umvertily  Metiuai 

WARREN'S  SURGICAL  PATHOLOGY  AND  THERAPEUTICS. 

Second   Edition. 

Surgical  Patholojcy  and  Therapeutics.  By  JohkCoi.i.ins  Warrek, 
M.  D.,  LL.I>.,  I'roteHsor  of  Surgery,  Medical  bei>annicnl  Harvard  Uni- 
versity ;  Surgeon  to  the  Massachusetts  llcncral  Hospital,  etc.  Handsome 
octavo  volume  of  833  iJages;  136  relief  and  lithographic  illuslralions, 
33  of  which  arc  printed  in  colors ;  with  an  Appendix  devoted  to  the 
Scientific  Aids  to  Surgical  Diagnosis,  and  a  series  of  articles  on  Re- 
gional Bacteriology.     Cloth,  1:5.00  net ;   Half  .Morocco,  J6.00  net. 

"There  is  the  work  of  Pr.  Warren,  which  I  think  is  the  ino*t  creditable  book  oa 
SaTpcal  I'atholoKf,  and  the  most  bratilifiil  medical  illustration  of  iht  tKM)kmBker'&  art,  ifaal 
hat  evei-  beea  iuued  from  the  American  preu."— Dk.  Kqswkll  Pakk.  in  lAt  Harvard 
Gradtutt  Magatiitf. 

"  The  haiidMMncM  ipccimeo  of  bookmaking  that  has  erer  been  issued  from  the  Americaa 
medical  ^Tr^A."^Amtri(am  jMtrnal »f  the  Afttlunl  Saentet. 

"  A  most  striding  and  ver^  excellent  feature  of  this  bode  it  its  illustntioas.  Withotit 
exception,  from  tht  point  of  ac^iiracy  and  nrtitttc  nwrit,  they  ate  file  Itefcl  ever  wen  in  a  work 
of  this  kind.  Many  of  ihoec  representing  microacopic  pictures  arc  so  perfect  in  tlicir  culoring 
and  detail  as  almost  to  give  the  lieholder  ihe  impmsitm  that  be  \%  hxiking  down  ttie  twrel 
of  a  aiiCToaeope  at  a  wcll-moutMed  »eetioo." — jtnnah  p/  Sutjety. 

WOLFF  ON  EXAMINATION  OF  URINB. 

Essentials  of  Examination  of  Urine.    By  Lawrfnce  Wolff.  M.D., 

Demonstrator  of  Chi^mistry,  Jefferson  Medical  College,  Philadelphia, 
etc.  Colored  (Vogel)  urine  scale  and  numerous  Itlusiratioos.  Crown 
octavo.     Cloth,  75  cents. 

[Sec  Sattndfrs'  Qutuion-Ctymperuis,  page  ai.] 

"  A  Ytiy  good  work  of  its  kiod— rery  well  suited  to  its  purpose. " —  TTaaw  and  Regutrr. 

WOLFF'S  MEDICAI,  CHEMISTRY.     Fifth  Edition.  Revised. 

Essentials    of    Medical    Chemistry,    Organic    and    Inorganic 

Containing  also  Questions  on  Medical  Phy!tic<i.  Chemical  Physiology, 
Analytical  Processes,  Urinalysis,  and  Toxicologj'-  By  Lawrence 
Wolff,  M.D.,  Demonstrator  of  Chemistry.  Jefferson  Medical  College, 

Phit.idelphia,  etc.     Crown  octavo,  322  pages.    Cloth,  51.00  net;  inter- 

leaved  for  notes,  51.25  net. 

^ee  Saunjen'  QuesiitM-Compends,  page  ai.1 

"The  scope  of  this  work  is  renainljr  equal  to  thai  of  the  best  oonne  of  Icciures  on 
Hedkal  Chemistry,  '—/'■♦arwuivw/rfri/  Et^u. 
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